[bookmark: _GoBack]CONNECTING WELL CLIENT INTAKE
  
Full Name____________________________________________________________________Today’s Date________  
Address__________________________________________City________________State____Zip__________  
Home Phone _________________Work Phone ___________Can you be contacted at work?  Yes ___No____  
Cell Phone ___________________   Email __________________________________________   
Age _____Date of Birth___/___/____Sex ____Marital Status ____ optional: SS #/ID _____/____/____  
Occupation _______________________ Education (Last year completed) ____________ 
Rate your health: _____ Excellent _____ Good ____ Poor   
Present Church Affiliation _______________Past Religious Experience _____________________________  
 
Spouse/Additional Client  _______________________________ Relationship to Client ______________ 
Cell Phone _______________________ Email _______________________________________________
Client Age ___ Date of Birth ___/___/____ Client Social Security/ID# ___/___/____  
Occupation _______________________  Education (Last year completed) ____________ 
Rate your health: _____ Excellent _____ Good ____ Poor   
Present Church Affiliation _______________Past Religious Experience _____________________________  
  
Briefly describe your reason for seeking help____________________________________________________ _______________________________________________________________________________________ 
_______________________________________________________________________________________  
  
Who suggested you contact us? ________________________________________________________________  
When were you last examined by a physician? ____________Name of Physician _______________________  
List any major health problems for which you currently receive treatment______________________________  
________________________________________________________________________________________  
List medications you are taking_________________________________________________________________  Have you been in Counseling/Therapy before?  YES__NO__ If yes, when and for what reason(s)?  
_____________________________________________________________________________________ 
_____________________________________________________________________________________  
  
INSURANCE INFORMATION or Employee Assistance Program    
Name of company/plan__________________ID#_________________Employer_____________________  
Authorization/Certification#________________ Employee Covered________________________________
Phone number for certification____/______/________Number of sessions_____________________  
  
Family members in the home (If applicable)  
Name_______________________________________Age_______Relationship_____________________  
Name_______________________________________Age_______Relationship_____________________  
Name_______________________________________Age_______Relationship_____________________  
 
