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503.222.1807 
 

Intake Form 
Today's Date _____________ 
 
Name of Patient ___________________________________ Patient's DOB ____/_____/_____ 
 
 
Spouse/Partner's Name __________________________ Spouse/Partner's DOB ___/____/____ 
 
Address _____________________________________________________________________ 
 
City, State, Zip ________________________________________________________________ 
 
Home Phone ______________________Patient's Cell ____________________ 
 
Spouse/Partner Cell _____________________________ 
 
Patient's Insurance Company ______________________________________________________ 
 
ID Number ____________________________________________________________________ 
 
Spouse/Partner's Insurance Company _______________________________________________ 
 
ID Number ____________________________________________________________________ 
 
 
 
For Office Use Only 
Diagnosis ______________________________________________________________________ 
 
DSM-Primary ____________________________DSM Secondary _________________________ 
 
CPT Code _____________________________________________________________________ 
 
 


