	INTAKE FORM
	Laurie Lennon, MSW, LICSW
	1 Richmond Square, Suite 219 W-A
	Providence, RI  02906


Thank you for taking the time to complete the information below. This information is necessary 
to open a confidential record of your therapy. You may elect to leave blank at this time any 
information that you may prefer to discuss privately. 
Name________________________________________________________________________ 
Address______________________________________________________________________ 
City_______________________ State_____ Zip Code___________ SSN_________________ 
Home Phone__________________________ Work Phone______________________________ 
E-mail___________________________________________ Cell Phone___________________ 
Date of Birth_____________                             Age_______
Marital/Relational Status________________ Name of Spouse/Partner_____________________ 
Your Employer_______________________________Occupation_________________________ 
Referred By_____________________________________ May I thank them? Yes _____ No _____ 
Physician__________________________________ Address_____________________________ 
Emergency Contact Person____________________________________Phone_______________ 
Relation to you______________________________________________ 
Prior therapy experience: No ___ Yes ___ Therapist:___________________________________ 
Reason: _________________________________________________ Dates:______________ 
Prior Substance Abuse/Alcohol Treatment: No___ Yes ___ 
Name of Program:_____________________________________ Date: ___________________ 
I certify this information is true and correct to the best of my knowledge. I will notify you of any 
changes in the above information. 
Signature: _______________________________________ Date: ______
