
 
 

Personal Information Form 
Intake Date: _____________ 

CLIENT INFORMATION:  (Please Print) 
 

Name: ______________________________________________________________________________ 
                         (Last)                                               (First)                                    (Middle Initial) 
Address: ____________________________ Phone: __________________ Email: ________________ 
 
City: _______________________________ State: ___________ Zip Code: ______________________ 
 
Alternate Address: ____________________________________________________________________ 
 
Sex:  M     F     T       Preferred Pronoun (he/she/they/etc): ____________________    
 
D.O.B.: __________________  Age:  ___________  SSN: _____________________ 
 
Marital Status:  Single     Married     Domestic Partnered    Divorced 
 
Spouse/Partner’s Name: ________________________________ 
 
(Optional) Ethnic Group: _________________ Religion: ___________________ 
 
Primary Care Physician: _____________________________ Medications: ______________________ 
                                                             (Name & City)           
 

 
EMPLOYER INFO:   Employed ____     Full Time _____    Part Time _____    Unemployed _____ 
  
Employer: __________________________________ Phone: _________________________________ 
 
Address: ___________________________________ Occupation: _____________________________ 
 
City: ________________________________ State: _________ Zip Code: ______________________ 
 
In Case of Emergency:   
 
Name: ____________________________________________ Relation: ________________________ 
 
Address: __________________________________________ Phone: __________________________ 
 
City: ______________________________ State: _______________ Zip Code: __________________ 
 
INSURANCE INFO:  
 
Subscriber Name: _________________________ Subscriber D.O.B.: _________________________ 
 
Subscriber’s Employer: ____________________ Subscriber Billing Address: __________________ 
 
          Subscriber Phone: __________________________   
 
Subscriber ID #: __________________________ Policy Group or FECA #: ____________________ 
 
Insurance Co. Name: _________________ Plan Name: _____________________________________ 
 
Insurance Co. Phone Numbers (back of card): ____________________________________________ 


