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412-303-5341				Intake Form

CLIENT INFORMATION

Client Name __________________________________________________________________________
Address______________________________________________ City ____________________________
State _____________________  Zip _______________________
Home Phone:____________________________________  Cell Phone____________________________
Work Phone:____________________________________
(Please check which phone number should be used for scheduling, etc.)
May I contact you at work? _________________________
Email address____________________________________
Social security number (this is used for billing purposes) ________________________________________
Date of birth______________________	Age ____________________
Client’s employer/school________________________________________
Client’s employment/school status _________________________________________________________
Marital status (circle one):  
 			Single	Married	    Separated    Divorced      Domestic Partnership	Widowed

Primary Care Physician ______________________________  Phone _______________________________
Date of last physical exam____________________________  Allergies _____________________________
Medications_____________________________________________________________________________
_______________________________________________________________________________________
Previous psychological or psychiatric care/contacts:_____________________________________________
_______________________________________________________________________________________
Person to contact in an emergency__________________________ Phone ___________________________
Reason for seeking therapy_________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
Did someone refer you? ______________	Name ______________________________________________
May I contact that person to extend thanks for the referral? ______________________________________
What is your availability for appointments?____________________________________________________


Insurance Information
Insurance Company________________________________ Plan name ______________________________
Policy holder’s name _______________________________ Relationship to client _____________________
Policyholder’s date of birth ______________ Policy holder’s employer ______________________________
Client ID#________________________________________ Group number ___________________________
Payer ID# ________________________________________ copay office/specialist _____________________
Mental health phone number________________________

