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Client Intake Form


	Date of Visit 
	
	Administrator Name
	

	First Time Visit 
	Y/N
	Administrator ID No. 
	

	Primary Care Physician Name
	

	Primary Care Physician Contact Number
	

	Mode of Admission (Please circle)
	Walk-in
	Referral

	Referred By
	



Client Information

	Client Category 

	[bookmark: Check1]|_|  Child
[bookmark: Check2]|_|  Youth 
[bookmark: Check3]|_|  Family 
	[bookmark: Check4]|_| Adult
[bookmark: Check5]|_| Solo Parent
[bookmark: Check6]|_| Senior Citizen

	Full Name
	
	Date of Birth
	

	Preferred Name
	
	Social Security Number
	

	Legal Sex
	
	Gender Identity 
	

	Primary Address

	

	Email
	

	Contact Number
	
	Civil Status
	

	Occupation
	
	Employment Status
	

	Do you have a guardian: Y/N 

	Guardian Name
	
	Guardian Contact Number
	

	Relationship
	
	Email 
	



Family Composition
Please list all members of your current household, along with immediate family members. 

	Full Name
	Date of Birth
	Gender
	Relationship to client

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Concerns 

	What is the reason for your visit? What problems or issues are you currently experiencing? 

	







	What is the nature of the assistance you are seeking? 

	






	Do you have any previous or ongoing physical or mental health conditions? 

	







	Do you have any eating disorders?

	






	Do you have any sleeping disorders? 

	






	How many cigarettes or tobacco products do you consume in a week? 
	

	In what range do you use alcohol on weekly basis?
	

	Have you ever experienced any of the following?

	[bookmark: Check12]|_| Extreme anxiety
[bookmark: Check13]|_| Panic attacks 
[bookmark: Check14]|_| Mood swings
[bookmark: Check15]|_| Depression 
[bookmark: Check16]|_| Hallucinations 
[bookmark: Check17]|_| Phobias
	[bookmark: Check7]|_| Body image issues
[bookmark: Check8]|_| Repetitive thoughts 
[bookmark: Check9]|_| Repetitive behaviours (handwashing etc.) 
[bookmark: Check10]|_| Suicidal thoughts 
[bookmark: Check11]|_| Homicidal thoughts 

	Has anyone in your family experienced any of the following?

	[bookmark: Check18]|_| Depression 
[bookmark: Check19]|_| Bipolar disorder
[bookmark: Check20]|_| Panic attacks
[bookmark: Check21]|_| Schizophrenia
[bookmark: Check22]|_| Alcohol/substance abuse
[bookmark: Check23]|_| Chronic illness 

	[bookmark: Check24]|_| Hallucinations
[bookmark: Check25]|_| Eating disorders 
[bookmark: Check26]|_| Learning disabilities 
[bookmark: Check27]|_| Trauma history
[bookmark: Check28]|_| Suicide attempts

	Social Worker Assessment 

	













DISCLAIMER
This template provided by Societ is for reference only. We make no representations or warranties of any kind, express or implied, about the completeness, accuracy, reliability, suitability, or availability with respect to the templates, contained on the website. 
 
Online Client Intake Forms 
Improve your intake process with online client intake forms that live on your website and integrate with your database - available with Sumac Case Management.
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