
Intake Form

This is a general form used for all clients. Please fill out the appropriate areas.

Date:_____________

Client Name:______________________________________________________dob:____________________
_
Partner/Spouse Name:_____________________________________________ dob:____________________
Address:__________________________________________________________________________________
city


state
zip+4
*Phone: Please check the best way to be contacted

Cell: 
______________________________

Partner/Spouse Wk:__________________________
Work:_______________________________

Partner/Spouse Cell:_________________________
Work E-mail:______________________________________________________________________________

home E-Mail: ______________________________________________________________________________
Client Employment:________________________________________________________________________
Spouse/Partner Employment:_______________________________________________________________
Couple Status: ____Married/Significant Other  _____Divorced/Relationship Dissolved _____Single _____Separated   _____Widowed
Please list any other family members living in your house.

___________________________________________________________________________________________

Name


Age/dob


Grade/Occupation


Relationship

___________________________________________________________________________________________

Name


Age/dob


Grade/Occupation


Relationship

___________________________________________________________________________________________

What would you say is the presenting problem? ______________________________________________
___________________________________________________________________________________________
What medications are you currently taking? What medications have you taken in the past?

__________________________________________________________________________________________
If you take psychiatric drugs, please list the name of the doctor who prescribes your drugs .
_________________________________________________________________________________________

Please List any chronic medical conditions

Referred by:_____________________________
May I thank them for the referral___________

Gloria Martin MA,LPC-S, LMFT-S**12700 Hillcrest Rd. Ste 176**Dallas, TX 75230**214-919-4120

