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Intake Form

Date: ________________
1st Partner’s Name: __________________


Social Security #______________________________
DOB: __________________

Insurance ID # ________________________________
Address: __________________________
Phone: 
__________________________


   __________________________
Alternative Phone: _______________________

   __________________________

Employer: ___________________________________________________________________

Occupation/Position: ___________________________________________________________

Primary Insurance: _____________________________________________________________

Secondary Insurance: ___________________________________________________________

Name of insured, if different than above:

Primary: ________________________
Secondary: _______________________________

Active credit card information to have on file: (this will only be used for unpaid outstanding balance and missed appointments, per contract) 

Name of card

# of card

Security code

Zip code of billing address

Expiration date:

Referral Source, How did you know about this service: ________________________________

_____________________________________________________________________________

Goals for therapy: ______________________________________________________________
_____________________________________________________________________________

Reason for referral: _____________________________________________________________
_____________________________________________________________________________

_____________________________________________________________________________

History of medical problems: _____________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Name and contact information for primary physician: __________________________________

_____________________________________________________________________________

Have you had experience with therapy? 
Yes _______  
        No _______

If Yes, when and for how long ____________________________________________________​

Name of therapist: ______________________________________________________________

Do you feel you benefited from that experience? Yes ______
No _____

Describe current family or living situation? __________________________________________

_____________________________________________________________________________

_____________________________________________________________________________
2nd Partner’s Name: __________________


Social Security #______________________________

DOB: __________________

Insurance ID # ________________________________

Address: __________________________
Phone: 
__________________________

   __________________________
Alternative Phone: _______________________

   __________________________

Employer: ___________________________________________________________________
Occupation/Position: ___________________________________________________________
Primary Insurance: 
N/A
Secondary Insurance: 
N/A
Name of insured, if different than above: N/A
Active credit card information to have on file: (this will only be used for unpaid outstanding balance and missed appointments, per contract) 

Name of card

# of card

Security code

Zip code of billing address

Expiration date:

Referral Source, How did you know about this service: ________________________________
_____________________________________________________________________________
Goals for therapy: ______________________________________________________________
_____________________________________________________________________________
Reason for referral: _____________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
History of medical problems: _____________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Name and contact information for primary physician: __________________________________
_____________________________________________________________________________
Have you had experience with therapy? 
Yes _______  
        No _______
If Yes, when and for how long ____________________________________________________​

Name of therapist: ______________________________________________________________
Do you feel you benefited from that experience? Yes ______
No _____

Describe current family or living situation? __________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Emergency Contact: 

Name: _______________________


Phone:_____________________________
Name: _______________________


Phone:_____________________________

