
Empowerment Counseling Center of Rhode Island 

 

Client Intake Form 
 

 
Client’s name:   ____________________________________       Date of appointment:______________________                                                                                          

Gender: ___ F ___ M                                    Date of birth: ___________________________ Age: _______________ 

Form completed by (if someone other than client): ____________________________________________________ 

Address: ____________________________________________________Floor/Apt. #:_______________________ 

City: ___________________________________________State: _____________________Zip:  _______________ 

Phone (home):____________ (work):_____________ (cell): _____________Email:__________________________ 

Occupation: ____________________________Employer:______________________________________________ 

Emergency Contact Person:_________________________________________________Phone:________________  

Marital/Relational Status:_________________________________Name of Spouse/Partner____________________  

Where employed:  ____________________________ Work phone: __________Occupation:___________________ 

Physician:_________________________Address:_____________________________________Phone:__________

Referred by:__________________________________________Reason:___________________________________ 

Insurance Information:___________________________________________________________________________ 

Primary Medical Insurance:____________________________ Insurance #:________________________________ 

Subscriber Name:_______________________________ Date of Birth:__________________ SS#: _____________ 

Secondary Medical Insurance:_________________________________ Insurance #:_________________________  

Current Medications and reason: __________________________________________________________________ 

Health or medical issues:_________________________________________________________________________ 

 

I certify this information is true and correct to the best of my knowledge.  I will notify you of any changes in the 

above information. 

 

Clinician:_____________________________________________________________Date:____________________ 

 

Client/Parent/Guardian signature:__________________________________________Date:____________________ 

 


