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Adult Intake Form


Patient Name: __________________________________________Gender: ____________ DOB: ___________
Address:__________________________________________________________________________________
City:  ______________________________________State:_____________________Zip Code: ____________

Cell Phone: ___________________________________Home:_______________________________________
Email: ______________________________________________ Social Security No: _____________________
Primary Insurance Company: _________________________________________________________________

Primary Insured’s Name: ________________________________________________DOB: ________________

Patient’s relationship to Primary: _______________________________________________________________

Insurance ID: ______________________________________ Group Number: __________________________

Emergency Phone Number: ___________________________________________________________________

Emergency Contact’s Name: _____________________________ Relationship to patient: _________________
Occupation & Employer: _____________________________________________________________________
Other details: ______________________________________________________________________________

                       (Current Ht. & Wt.)                  Marital Status          Spouse’s Name                                   Spouse’s Occupation
How you heard about us: _____________________________________________________________________

Primary Reason for seeking help now: __________________________________________________________ Are you currently attending therapy? (Please Check one):     □ YES       □ NO
Primary Care Physician: _______________________________________ Phone: ________________________
Past Psychiatrist if any: ________________________________________ Phone: ________________________

Current Diagnosis if known: __________________________________________________________________
Family Psychiatric History: ___________________________________________________________________
Major Medical Problems: ____________________________________________________________________

Other details: ______________________________________________________________________________
                          (Any Previous Surgeries & Year).               (Any allergies to medications, food or seasonal allergies)
Current Psychiatric Medications and dose: __________________________________________________________________
____________________________________________________________________________________________________________
Other Medications: __________________________________________________________________________                                                           .                                                            (Please Include over the counter, Vitamin/herbal supplements, Birth Control & any use of Marijuana Card)
__________________________________________________________________________________________Alcohol use: Drink(s) per week ____ Type: □ Wine □ Beer □ Hard Liquor: __________________________
Current/Recent Drug use: ____________________________________________________________________

Pharmacy details: ___________________________________________________________________________
                                                                                      Pharmacy Name                           Pharmacy Address                                 Phone number
Patient/Guardian Signature: _____________________________________________ Date: ______________
