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Client Intake Form 
 

 
Today’s Date __________________________________________________ 
 
Your Legal Name_______________________________________________ 
 
Spouse/Significant Other_________________________________________ 
 
Client’s Name (if minor)__________________________________________ 
 
Client’s Date of Birth__________________________ Age_______________ 
 
Home Address_________________________________________________ 
 
City____________________ State______________ Zip Code____________ 
 
Email Address__________________________________________________ 
 
Phone (s) _____________________________________________________  
 
Can messages be left on your phone? ___________________ 
 
Client’s Relationship Status________________________________________ 
 
Employment___________________________________________________ 
 
How long? _______________ 
 
Client’s Physician’ Name _________________________________________ 
 
Client’s Psychiatrist’s Name_______________________________________ 
 



Emergency Contact _____________________________________________ 
 
Relationship to Client____________________________________________ 
 
Phone _____________________________ City _______________________ 
 
Names of Children/Step-Children:         M/F:             Age:         Lives With: 
 
_____________________________     ____           _____       ______________ 
 
_____________________________     ____           _____      _______________ 
 
_____________________________     ____           _____      _______________  
 
_____________________________     ____           _____      _______________   
 
 
Marital History of Client: 
 
1st Marriage:  Date Began ____________________ Date Ended ______________ 
                          # Of Children __________ Name of Spouse ___________________ 
 
2nd Marriage:  Date Began ___________________ Date Ended_______________ 
                         # Of Children __________ Name of Spouse___________________ 
 
3rd Marriage: Date Began ____________________ Date Ended ______________ 
                         # Of Children __________ Name of Spouse __________________ 
 
 
Client’s Medications:    Name                           Dosage                           Purpose 
 
______________________________/__________________/________________ 
 
______________________________/__________________/________________ 
 
______________________________/__________________/________________ 
 



     List any current health problems client is being treated for: 
 
 

 

 

 

 
 
 
 Please provide a brief description of your reason to seek therapy: 
 

 

 

 

 

 
 
Who referred you to therapist? 
 

 
Have you ever received counseling services before? ______________ 
If Yes, please indicate:  When: ________________________________ 
 
 
                                        For what reason? __________________________________ 
                                          _______________________________________________ 
                                          _______________________________________________ 
 
 
Are you currently seeing another therapist? ____________ 


