Katt Keller, LMFT
Licensed Marital and Family Therapist
Child, Individual, and Couple Therapy

CLIENT INTAKE INFORMATION
Date:_______________
Client Name
DOB
Address
City
State
Zip

Client SS#
Marital Status

Referred by
Client E-mail Address

Phone #
Other #

Permission to text cell phone number listed above: Yes □  No  □
Permission to leave a voicemail on cell phone listed above:  Yes □  No  □ 
Other phone Yes □  No  □
Permission to email regarding scheduling or updates from therapist: Yes □  No  □
Employer
Occupation/Title

Phone #
Address
City
State
Zip

SPOUSE/SIGNIFICANT OTHER:

Name
Employer
Occupation/Title
Phone #
HOUSEHOLD/FAMILY MEMBERS:

Name
M/F
Relationship
DOB

Age

1) __________________________________________________________________________________
2) __________________________________________________________________________________

3) __________________________________________________________________________________

4) __________________________________________________________________________________

5) __________________________________________________________________________________

Primary Care Physician

Phone #
Fax #

__________________________________________________________________________________

Emergency Contact

Relationship
Phone #

RESPONSIBLE PARTY (if other than client):
Name
Address
City
State
Zip


Relationship to client

SS#
DOB


Phone

