
CLIENT INFORMATION INTAKE 

NAME:__________________________________________________DATE:_________________ 

ADDRESS:_______________________________CITY:________________STATE/ZIP__________ 

HOME:____________________________________ CELL:_______________________________ 

EMAIL:_____________________________________________DOB:______________________ 

 

EMERGENCY CONTACT:______________________________PHONE#______________________ 

PHYSICIAN:________________________________________PHONE#______________________ 

EMPLOYER:____________________________________ POSITION: _______________________ 

CURRENT PROFESSION:____________________________ DEGREE:_______________________ 

 

INSURANCE CO:___________________________________ID#___________________________ 

GROUP #:_____________________________________OTHER INS:_______________________ 

INSURED’S NAME:_________________________________DOB:__________________________ 

 

RELATIONSHIP:   SINGLE:__________ MARRIED:___________DIVORCED:_________ 

PARTNERED:_________DATE OF MARRIAGE:________RELIGION:______________ 

 

FAMILY INFORMATION: SPOUSE/CHILDREN/OR ELDERS LIVING WITH YOU: 

NAME:__________________________________AGE:_______ RELATIONSHIP:_____________ 

NAME:__________________________________AGE:_______ RELATIONSHIP:_____________ 

NAME:__________________________________AGE:_______ RELATIONSHIP:_____________ 
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