
 

 

INTAKE DATE  / /  TIME  : AM  
PM   CALLER  RELATIONSHIP  INTAKE CLERK  

REFERRED BY SELF           CYS             INSURER                                                                             OTHER   

PATIENT NAME   D.O.B. / /   AGE   SEX 
MALE  
FEMALE  

PARENT/SPOUSE NAME  
PARENT  OTHER  
SPOUSE     EXPLAIN  

MARITAL 
STATUS 

SINGLE   DIVORCED 
 SEPERATED  
MARRIED   WIDOWED
  ADDRESS   PHONE (  ) -   ALT. PHONE (  ) -  

   LEAVE MESSAGE YES      NO         

SCHOOL/WORK    SOCIAL SECURITY # 

CUSTODY 
MARRIED  CYS   OTHER   (EXPLAIN) 
SEPARATED/DIVORCED    MOTHER   FATHER    JOINT   LEGAL GUARDIAN  

EMERGENCY CONTACT  RELATIONSHIP _______________________________ PHONE (  ) -  
 

PRIMARY 
 

SECONDARY 
CHECK IF SELF PAY  CHECK IF NO SECONDARY INSURANCE  

INSURANCE COMPANY NAME   INSURANCE COMPANY NAME  

INSURANCE COMPANY PHONE (   )    -        INSURANCE COMPANY PHONE (   )    -       

INSURANCE ID#  
CARD ISSUE # 
IF M.A.  INSURANCE ID #  

CARD ISSUE # 
IF M.A. 

GROUP #   GROUP #  

SUBSCRIBER’S NAME PATIENT   SUBSCRIBER’S NAME PATIENT  

SUBSCRIBER DOB  /  /   PHONE (  ) -   SUBSCRIBER DOB  /  /   PHONE (  ) -  

EFFECTIVE DATE  /  /   VISIT LIMIT     EFFECTIVE DATE  /  /   VISIT LIMIT    

COVERAGE %  
 
DEDUCTIBLE   CO-PAY   COVERAGE %  DEDUCTIBLE   CO-PAY  

AUTHORIZATION#____________________ 
DIAGNOSIS 
EXCLUSION
S 

______________  AUTHORIZATION # __________________ 
DIAGNOSIS 
EXCLUSIONS _____________ 

 

 
ASSIGNED THERAPIST: ________________________________ OFFERED APPOINTMENTS: _____________________________________________ 

 
 
 

VERIFICATION 
DATE  / /  TIME  : 

AM  
PM   INSURANCE CONTACT    STAFF CALLING  

ADULT SYMPTOM GROUP  CHILD/ADOLESCENT SYMPTOM GROUP  ADDITIONAL QUESTIONS 
 YES NO   YES NO   YES NO 

DEPRESSION    BEHAVIOR 

PROBLEMS 

DEFIANCE, 
AGGRESSION, 
HYPERACTIVITY, 
ETC. 

   CURRENT OR PAST TREATMENT?   

ANXIETY    MOOD    (IF YES, WHERE AND WHEN?) 

MARITAL/RELATIONSHIP PROBLEMS    SCHOOL PROBLEMS    EVALUATION FOR LEGAL REASONS?   
BEHAVIORAL PROBLEMS    FAMILY PROBLEMS    (IF YES, EXPLAIN) 

SUICIDAL THOUGHTS/GESTURES    SUICIDAL THOUGHTS/GESTURES    FULL CUSTODIAL PARENT CALLING?   
PLANS    PLANS    OR BRING COURT ORDER   
DRUG/ALCOHOL PROBLEMS    DRUG/ALCOHOL PROBLEMS     
OTHER    OTHER    
COMMENTS: 
 
 

APPOINTMENT SCHEDULED ON FIRST CALL   APPOINTMENT SCHEDULED ON SECOND CALL    APPOINTMENT SCHEDULED AFTER LETTER SENT  
 
FIRST CALL       DATE       /         /              INITIALS: SECOND CALL     DATE        /         /               INITIALS:  LETTER SENT      DATE     /       /        INITIALS:     

SCHEDULED BY: ___________________________ INITIAL APPOINTMENT DATE           /        /    
APPOINTMENT TIME: ______________   AM  

                                                                     PM  


