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Adult Client Intake Form
  	Name:____________________________________________________
  	DOB:_____________ | Age: ________ | Today’s Date:______________ 

Communication Preferences
Address: ___________________________________________________
City: ________________ | State: _____ | Zip: ________
Best Phone Number:___________________________ | Is it ok to leave VM messages at this number?  (Yes)     (No)
Best Email: ___________________________________________________________________________ 
What method of communication do you prefer?	(Email)		(Cell - By Call)		(Cell - By Text)
Is it ok to receive text messages to your cell phone regarding appointments and scheduling ?     (Yes)	(No)
Referral Source: ______________________________________________________________________
Emergency Contact Name and Phone Number: ______________________________________________

Medical Information
Family Doctor: ___________________________________
Optional: Please note any health challenges that seem significant or pertinent to the counseling process (i.e. medications, surgeries or other hospitalizations, illnesses, substance abuse issues/history): __________________________________________________________________________________________________________________________________________________________________________________________________________________

Employment Information
Employment Status: _______________ | Occupation: _________________________________________
Annual Household Income: __________________________________

Family Relationships
Marital Status: ____________________________ | Spouse’s Name:____________________________
Spouse’s Employment Status: _______________ | Spouse’s Occupation: ________________________
Ages and Gender of Children: ___________________________________________________________
___________________________________________________________________________________

What are you seeking to address through counseling?
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

Please read the following and sign below:  
I understand my rights and responsibilities as a counseling client of Brave Life Pastoral Counseling LLC and understand the privileges and limits of confidentiality. I hereby give permission to Brave Life Pastoral Counseling to provide me with counseling services. 

Signature:______________________________________________ Date: ___________
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image2.png
Prsve

L 1 F E

PASTORAL COUNSELING




