CONFIDENTIAL INTAKE FORM
________________






            ___Rachael R. DeKoning__
Date








    
           Therapist Name
CLIENT’S INFORMATION
Client’s Name___________________________________________        Marital Status (circle one): S M W D Sep

Date of Birth: _________________   Sex ___       

 SS# _____________________________________________
Address:___________________________________ City, St., Zip _____________________________________________
List an approved number to contact or leave a message:

Cell #__________________________ Home #_________________________ Business # __________________________ 

Client’s Employer ______________________________          Occupation _______________________________________

Employer Address, City, St., Zip ________________________________________________________________________

Please Specify Person Responsible For Payment: _________________________________________________________
Referred By: ____________________________________________________

Can I thank this person for their referral?   Y__     N___

Please describe the most important problem(s) you want to work on in counseling:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.

On a scale of 1 to 5, how hopeful are you that therapy will help you resolve problems in your life?       1     2      3      4     5

IF THE CLIENT IS A MINOR

Father’s name ___________________________________Date of Birth________________________________________

Address, City, St., Zip ________________________________________________________________________________

Cell Number _______________________ Home Number _____________________ Business Number ________________

Father’s Employer ________________________________________Occupation _________________________________

Employer’s Address ____________________________________    City, St., Zip _________________________________

Mother’s name__________________________________  Date of Birth  _______________________________________

Address, City, St., Zip ________________________________________________________________________________

Cell Number _______________________ Home Number ___________________ Business Number __________________

Mother’s Employer  ___________________________  Occupation ____________________________________________

Employer’s Address  ______________________________  City, St., Zip  _______________________________________

