
Confidential Intake Questionnaire

Name____________________________ Date________________________________ 

Age______________________________ Date of birth_________________________

Address_____________________________________________________________

 Home Phone_________________________ Work Phone______________/

Cell_______________________ Fax_________________________________

 Email___________________________

 Referred by__________________________

Marital/Partner Status: ______________________________ 

Names and ages of 
children___________________________________________________________ Step-children?

______________________________________________________

Occupation________________________

 Educational level______________________

 Emergency contact information______________________________________________

How would you like me to contact you? May I leave a message? 
_______________________________________

How do you intend to pay for treatment? Cash, Check 
_____________________________________________________________________
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