
 

 

 CLIENT INFORMATION 
           Date: ________________ 

Intake: _______________ 

Name: ____________________________________________________________________________________________  

Address:  _____________________________________________________________ SS # ________________________ 

 ______________________________________________________________ DOB: _______________________ 

E=mail: ______________________________________________________________ Phone: ______________________  

Family/Contact:  ________________________________________________________ Phone: ______________________ 

Client Primary Concerns: _______________________________________________________________________________ 

____________________________________________________________________________________________________ 

Diagnoses:  __________________________________________________________________________________________ 

Allergies (medications, other):  __________________________________________________________________________ 

Primary Physician Name:  ________________________________________________   Phone:  _____________________ 

Clinic/Address:  ______________________________________________________________________________________ 

Insurance Company Name:  ______________________________________________ Phone:  _____________________ 

     Group #:  _________________________________________ID #:  ___________________________________________  

Named insured:  ______________________________________________________________________________________ 

Medicare:  _____________________________________________ Medicaid: __________________________________  

Attorney:  _____________________________________________________________ Phone:  _____________________ 

 Firm/Address:________________________________________________________________________________________  

Guardian: _____________________________________________________________ Phone:  _____________________ 

Conservator:___________________________________________________________ Phone:  _____________________ 

POA:  ________________________________________________________________ Phone:  _____________________ 

   Type of POA:___________________________________________ Document Location:  _________________________ 

Advance Directive?  ______________________________________ Document Location:  _________________________ 

POLST:    Y  N    Where:  __________________________________ Mortuary:  _________________________________ 

Referred by:  _________________________________________________________________________________________ 

Bill To:  _____________________________________________________________________________________________ 

Contact 1:  __________________________________________________________________________________________ 

Contact 2:  __________________________________________________________________________________________ 

Notes:  _____________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 


