Client Intake Form


	Date: 	
Name:  		Sex:  o Male   o Female
Address: 	
City: 		State: 		Zip: 	
e-mail: ______________________________________
Daytime Phone #: 		Evening Phone #: 	
Date of Birth: 		Occupation: 	
Employer: 	
Marital status:   o Single   o Married
Preferred Appointment Day and Time: 	
Preferred Contact:  ☐ e-mail    ☐ telephone # (____)_______________ ☐ text appt reminder


Primary Health Care Provider: 	
Provider’s Address: 	
City:		State: 		Zip: 	
Telephone #: 		


In Case of Emergency, Please Notify:
Name: 		Telephone #: 		
Relationship: 	


