
 
 
 

 
 

 

Intake Form 
 
INTAKE DATE: _________________ THERAPIST: ___________________________________ 
 
LOCATION:    ο Naperville  ο Oswego  
 
REFERRAL SOURCE:  ________________________________________________ 
 
 

PRIMARY CLIENT NAME: ______________________________________________________________  

DATE OF BIRTH (DOB): _______________SOCIAL SECURITY NUMBER (SSN)___________________ 

PARENT(S)/GUARDIAN(S): ______________________________________________________________ 

HOME ADDRESS: __________________________________ CITY:_____________ ST:___ ZIP:________ 

HOME PHONE: _____________________________   CELL PHONE: _____________________________ 

WORK PHONE: ______________________________   EMPLOYER: _____________________________ 

CAN CALL AT WORK:  Y or N  SCHOOL/GRADE:___________________________________ 

EMAIL: ________________________________________________________________________________ 

 

CLIENT NAME: ________________________________________________________________________ 

DOB _________________________________________  SSN ____________________________________ 

CLIENT NAME: ________________________________________________________________________ 

DOB _________________________________________  SSN ____________________________________ 

 

PRIMARY INSURANCE COMPANY________________________PHONE NUMBER______________ 

POLICY ID# ________________________________ GROUP # ______________________  

POLICY HOLDER’S NAME: _______________________________________ DOB __________________ 

EMPLOYER: ___________________________________ RELATIONSHIP TO CLIENT: _____________ 
 
SECONDARY INSURANCE COMPANY_______________________PHONE NUMBER____________ 

POLICY ID# ________________________________ GROUP # ______________________  

POLICY HOLDER’S NAME: ______________________________________ DOB __________________ 

EMPLOYER: ___________________________________ RELATIONSHIP TO CLIENT: _____________ 

 
Oswego, IL 60543  • Naperville, IL 60540  

Phone (630) 913-7045 • Fax (630) 551-2213 
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