
ADULT INTAKE FORM  

CLIENT’S NAME ____________________________________________   AGE ________    DOB __________________________ 

ADDRESS ___________________________________________________CITY/STATE  __________________________________ 
ZIP CODE  __________________________   
ETHNICITY __________________________________ E-MAIL ADDRESS ____________________________________________ 

HOME TELEPHONE _________________________________  CELL PHONE __________________________________________  
BUSINESS PHONE __________________________________ OCCUPATION __________________________________________ 
NAME OF EMPLOYER _______________________________________________________________________________________  

PREFERRED FORM OF CONTACT (& ANY PRIVACY RESTRICTIONS) _____________________________________________ 
EDUCATION/ DEGREE_______________________________________________  MARITAL STATUS______________________  
NAME & AGE OF CHILDREN _________________________________________________________________________________ 
CURRENT LIVING SITUATION _______________________________________________________________________________  

DESCRIBE ANY HEALTH PROBLEMS _________________________________________________________________________ 
MEDICATIONS YOU TAKE & DOSAGE ________________________________________________________________________ 

DOCTOR’S NAME AND PHONE NUMBER__________________________________    (________)_________________________ 
PSYCHIATRIST’S NAME AND PHONE NUMBER _____________________________ (________)_________________________ 

IN YOUR FAMILY (INCLUDING YOURSELF) WAS/IS THERE: (write on back if need more space) 

ALCOHOLISM?  YES/NO  (IF YES) DESCRIBE: __________________________________________________________________ 
SUBSTANCE ABUSE?  YES/NO (IF YES) DESCRIBE: ____________________________________________________________ 
MENTAL ILLNESS?  YES/NO (IF YES) DESCRIBE: ______________________________________________________________ 

____________________________________________________________________________________________________________ 
SERIOUS ILLNESS?  YES/NO (IF YES) DESCRIBE: ______________________________________________________________ 
SIGNIFICANT DEATHS? INCLUDE APPROXIMATE DATE: ______________________________________________________ 
___________________________________________________________________________________________________________ 

IF USING INSURANCE, PLEASE PROVIDE THE FOLLOWING:  
NAME OF PRIMARY POLICY HOLDER   _______________________________________  DOB  ________________________ 

EMERGENCY CONTACT NAME/RELATIONSHIP______________________________________________________________ 
EMERGENCY CONTACT PHONE (____)_________________________ 
HOW DID YOU HEAR ABOUT MY SERVICES?_________________________________________________________________ 

PLEASE SIGN BELOW TO INDICATE THAT THE INFORMATION PROVIDED IS TRUE AND CORRECT: 

SIGNATURE:___________________________________________________ DATE:____________________________________

 Sara Edrington, PsyD 
605 B Street, Suite B 
San Rafael, CA 94901 

Ph: 415-690-8208


