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Shoreway Family Therapy Services, Inc.

G. Laverne Fesperman, MSW, LCSW
INTAKE FORM

DATE_________________________
CLIENT NAME_________________________________________________________________________________


Last



First



Middle

HOME ADDRESS_______________________________________________________________________________



Street



City

State

Zip

HOME PHONE________________________


WORK PHONE_______________________
ALTERNATIVE PHONE ___________________________





Cell or Pager

Email Address:
_______________________________________________________________________________________________

HOUSEHOLD COMPOSITION:
	Name
	Relationship to

Client
	DOB
	Marital Status
	Employer or  
School Attended

	
	Client
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


EMERGENCY CONTACT INFORMATION:
Name:____________________________________________________ Relationship:___________________________
Address:_________________________________________________________________________________________

Home Phone:______________________  Work Phone: ____________________ Other phone:____________________

INSURANCE INFORMATION:
Insurance Company_______________________________________________________________________________

Insurance Company Phone Contact #:_________________________________________________________________

Name of Insured:_________________________________________ Relationship to Client:______________________
Employer Name and Address:_______________________________________________________________________

ID# or SS#________________________________________   Group ID#____________________________________

Policy or Acct. #____________________________________

MEDICAL INFORMATION:

Primary Care Doctor for Client:_____________________________________________________________________

Address for Doctor:______________________________________ Phone #:_________________________________

Please List Any Other Specialty Doctors for Client (ie. neurologist, gastroenterologist, cardiologist) and  the doctors’ Phone #’s:

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Please List Any Other Therapists (Mental Health, PT, OT, Speech Language) currently working with the Client and The Therapists’ Phone #’s: 

_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

_____________________________________________________________________________________________

List Any Medications Taken by the Client:

______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________

Reasons for Referral to Therapy and Who Referred the Client:

____________________________________________________________________________________________

____________________________________________________________________________________________

_____________________________________________________________________________________________

What Problems is the Client Currently Experiencing?

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Has the Client Been Previously Treated by a Mental Health Therapist for these Problems?    If so When and Where:

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

Does the Client Have Any Diagnoses Which Have Been Given by Others?  If so, please list:

_______________________________________________________________________________________________

_______________________________________________________________________________________________

What are Your Expectations for Therapy and What Positive Changes Would You Like to See?

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________

Signature of Client or Parent/Legal Custodian
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