
 
Client Intake Form 

 
Client Name:       D.O.B.:       Age:    

SSI #:        Marital Status:       Client ID #:       Gender:       

Referral Source/County:   Contact:       

Reason for the Referral:       

Current Residence:        Family Residence   Out-of-Home Placement   Other 

Current Address: ________________________________________________________________________________ 
                                                                   ( Street)                                                                         (City)                                                 (State)                                             (Zip) 

Duration at Current Address:       

Primary Contact #:                                                                       

Type:        

Therapist may leave a message:  

 Yes   No  

Secondary Contact#:       

Type:       

Therapist may leave a message:  

 Yes   No 

Family Information 
Home Address: (if different from above) 

      
                     ( Street)                                                                         (City)                                                 (State)                                             (Zip) 

Parent/Guardian (if under 18 years of age):  

      

Parent/Guardian (if under 18 years of age) 

      

Contact #: 

      

Contact #: 

      

Individuals Residing at this Residence 
Name:       Age:    Relationship:       

Name:       Age:    Relationship:       

Name:       Age:    Relationship:       

Name:       Age:    Relationship:       

Insurance Information 
Primary Insurance:  

      

Policy #:       Ins. Co. Telephone #:  

      Group ID:       

Policyholder:       Relationship to Client:       

Secondary Insurance:  

      

Policy #:       Ins. Co. Telephone #: 

      Group ID:       

Policyholder:       Relationship to Client:       

Primary Care Physician:       PCP Contact #:       



Is the client MA Eligible?           Yes           No MA#:        

Billing for Services:       Primary Insurance    Secondary Insurance  MA    Private (Self) Pay 

Does your Insurance have a co-pay requirement  

for Mental Health Services?                                                        Yes           No 

What is your co-payment? 

$        

Advanced Directives 

I have an Advanced Directive/Instruction for Mental Health Treatment.  Yes           No 

Emergency Contact Information 
Please provide at least one contact in the event of an emergency. PLEASE NOTE: For clients under the age of 

18, emergency contact individuals must be the custodial parent, legal guardian of the minor child or 

Probation Officer, Caseworker or Child Welfare Agent. Any other contacts must be authorized by the 

custodial parent/ legal guardian and Official Supervising Agent of the client.   

Primary  Emergency Contact 

Name:        Relationship:        

Primary Contact #:       Secondary Contact #:       

Secondary Emergency Contact 

Name:       Relationship:       

Primary Contact #:       Secondary Contact #:       

Other  Emergency Contact 

Name:       Relationship:       

Primary Contact #:       Secondary Contact #:       

 
 
_____________________________________     _________________________________      __________ 
Client Name (Print)                                                          Client Signature (if 14 years of age or older)       Date  
 
 
  

_____________________________________    __________________________________     __________ 
Parent/Caregiver Name (Print)                                          Parent/Caregiver Signature                                       Date 

 
 
_____________________________________     __________________________________    __________ 
Mental Health Prof. Name, Credentials (Print)              MH Professional Signature                                      Date  


