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Intake Form
I. Client Information: 
Name:___________________________________________I Prefer to be called: ____________________
Address:_________________________________________City:__________________State:__________
Zip__________Home Phone: (______)_________________Cell Phone: (______)___________________
Email Address:________________________________________________________________________
The best time to contact me is: □A.M. □P.M. on my □Home phone □Cell phone
*May I leave a voice message? If yes, please check where □Home phone □Cell
Date of Birth:_______________________Social Security Number:________________________________

Gender: _____________________________________________________________________________
Check Appropriate Box: □ Minor   □Single   □Married   □ Widowed   □ Separated  □ Divorced 
If Student, Name of School:______________________________City/State:________________________
Interest of Studies/Degree:_________________________□Undergrad □Grad □Full Time □Part Time
Spouse or Parent’s Name:______________________________ Number of children: _________________

Names and ages of children: _____________________________________________________________

Employer:_________________________________________ Job position: ________________________
Whom may I thank for referring you?: ______________________________________________________
Emergency Contact:____________________________________ Their Phone:_____________________
III. Eating Disorders and Disordered Eating

Do you currently or have you ever struggled with eating disorder symptoms?□Yes□No*if no skip section
If you are seeking therapy with me for an eating disorder or disordered eating, please note that it is a requirement of my practice that you also be working with a medical provider and dietitian. If you don’t currently have one, referrals will be given. If an adolescent is presenting for treatment of an eating disorder please also obtain copies of their growth charts from their pediatrician and bring these copies to our first appointment. 
Current Treatment Team:
1. Medical Doctor:______________________________________________________________________

Phone #:_________________________________Email: _______________________________________

2. Dietitian:____________________________________________________________________________

Phone #:_________________________________Email: _______________________________________

3. Psychiatrist:_________________________________________________________________________

Phone #:_________________________________Email: _______________________________________

4. Therapist:___________________________________________________________________________

Phone #:_________________________________Email: _______________________________________

