
Dawn Wade, MA, ATR, CHT, LMFT 
Licensed Marriage and Family Therapist 

Certified Hypnotherapist    Registered Art Therapist 

3175 Sunset Blvd., Suite 104    Rocklin, CA 95677 

CA License MFC #53765     National Registration ATR #13-048 

916-905-4278    Dawn@heartmindandhealth.com 
 

CLIENT INTAKE FORM Date:___________________ 

(#1)Client name: __________________________  (#2)Client name: _____________________________ 
 
Single____ Partnership____  Married____ Separated____  Divorced____   Other_________________________ 
 
Street Address:_______________________________City:_____________________Zipcode:___________ 
 
Mailing Address:______________________________City:_____________________Zipcode:___________ 
 
(#1) Birthdate:______________ Age:_____  SSN:_________________ Driver’s License#_________________ 
 
(#2) Birthdate:______________ Age:_____  SSN:_________________ Driver’s License#_________________ 
 
(#1)Home 
Ph#________________Cell#_______________Work#_______________Email:_____________________ 
 

(#2)Home 
Ph#________________Cell#_______________Work#_______________Email:_____________________ 
 
(#1)Employer:____________________________Occupation:_____________________________________ 
 
(#2)Employer:____________________________Occupation:_____________________________________ 
 
Emergency Contact:_____________________________________________Ph#______________________ 
 

Relationship with Emergency Contact:_______________________________________ 
 (If it becomes necessary to contact this individual, only information required to keep you safe will be disclosed.) 

 
My Therapist may call me at my home    ____yes ___no  Explanation if needed_______________________ 
My Therapist may call me on my cell ____yes ___no ______________________________________ 
My Therapist may call me at work ____yes ___no ______________________________________ 
My Therapist may email me  ____yes ___no ______________________________________ 
My Therapist may text message me          ____yes ___no ______________________________________ 
 
Family Physician:_________________________________________________Ph#___________________ 

Please list medications currently taking (including supplements): 

_______________________________________      __________________________________________ 

_______________________________________      __________________________________________ 

_______________________________________      __________________________________________ 

_______________________________________      __________________________________________ 

How were you referred you to me?____________________ Are you being court-ordered for therapy? ___ yes ___no 
Previous Counseling? ____yes ___no          When?________________________________________________ 

Briefly explain your current needs and hopes for therapy____________________________________________ 
___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 

_____________________________________       _____________________________________ 

(#1)Client or Authorized Person’s/Guardian’s Signature      (#2)Client or Authorized Person’s/Guardian’s Signature       


