
Client Assessment Form                                         
 

Please complete the form below. 

Date: _______ 

Client intake information: 

Name: ______________________Sex:_______Female   _______M  

Address: _______________________________________________ 

City: _____________________ State: _______ Zip: ____________ 

Phone (day): ___________________ (evening): ________________ 

E-mail: _________________________________________________ 

Occupation: ___________________ Employer: _________________ 

Age: ___ Date of Birth: _________ Height: ______ Weight: _______ 

 

Marital Status:  

Single ___ Married ___ Separated ___ Divorced ___ In Relationship __ 

 

Household Members: 

Name                                            Age                             Relationship 

________________________      ____                           ____________ 

________________________      ____                           ____________ 

________________________      ____                           ____________ 

________________________      ____                           ____________ 

 

Primary Care Physician: 
Name: ___________________________________________________ 

Address: __________________________________________________ 

City: __________________ State: ____ Zip: _____Phone: __________ 

 

In Case of Emergency Notify:  
Name: _________________ Phone: __________ Relationship: 

________ 

 

Your day and time preference for appointments: ___________________ 

How did you hear about us? ___________________________________ 

Referred By: _______________________________________________ 


