[bookmark: _GoBack]Telephone//Online Intake Form

Name:   ____________________________                   Date:___________

Gender: Female Male           Date of Birth: ________________                  

Contact info Phone:

Primary:___________    Work:_____________   Cell:________________

EMAIL ________________________________

Referring Physician / Counsellor 

__________________________________________                                                       

Insurance:  Name ______________  Policy number ______________

Primary Reason For APPOINTMENT 

____________________________________________________________

____________________________________________________________

Only the person seeking treatment can schedule an appointment 

unless the intended patient is under the age 18.
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