
PHONE INTAKE FOR NEW REFERRALS Direct Referral to:_____________ 
 
         Assigned Counselor:___________ 
 
         Date of Appointment_____________ 
 
Date:________________/Time of Call:_____________ Intake by:___________ 
 

CALLER NAME:_____________________________________________________     TH  

CLIENT NAME:______________________________________________________     P 
CLIENT DATE OF BIRTH:________________________________________     E 

ADDRESS:_______________________________________________________     F 
  
CITY:____________________________ STATE:______________  ZIP:____________ 
 
HOME# (       )___________________ CELL# (      )__________________WORK # (        )_____________________ 
 
REFERRED BY:______________________________________________________(NAME AND COMPLETE ADDRESS) 
      ______________________________________________________  
 
TYPE OF COUNSELING YOU ARE SEEKING: 

FAMILY INDIVIDUAL  MARRIAGE  CHILD 
 
*QUESTION THAT MUST BE ASKED IF CLIENT IS A CHILD UNDER THE AGE OF 14 IN ACCORDANCE WITH PA 
STATE LAW: IS YOUR CHILD OF DIVORCED, SEPARATED OR NEVER MARRIED BIOLOGICAL PARENTS?   
 (Please circle one)  YES  OR  NO  

 
If answer is yes, consent is required from both biological parents before child may be seen for counseling. You will advise 

parent that is calling to contact other parent. Other parent is to call our office giving their name and child’s name and verbal consent 
for counseling. We will collect other parent’s address (to send them paper to sign and send back that confirms verbal consent) and 
phone #.  
  Other Parent Information: Name___________________________________ 
 
      Address_________________________________ 
 
       _________________________________ 
 
      Phone #_________________________________  

REASON(S) CLIENT IS COMING IN : 
 
____Children (1-6)  ____Marital Problems ____School Problems  ____Physical Illness    
____Children (7-12)  ____Anxiety  ____ADHD   ____Work Stress 
____Adolescents (13-18)  ____Depression  ____Eating Disorder  ____Anger Mgmt. 
____Young Adults (18-23) ____Drug/Alcohol Issues ____Custody Dispute  ____Death/Loss 
 
Other_______________________________________________________________________________________________________  
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 

 
Urgency Rating:     1          2          3          4          5  

                       Urgent                                     Not Urgent 
 



____EAP ____Counseling Services ____Testing  ____Other 
 
GENERAL INSURANCE:______________________________   PHONE#_____________________________ 
  

SPECIALITY PROGRAM:_________________________________ (upper right hand side of card) 
 
MENTAL HEALTH PROGRAM: ___________________________ PHONE#___________________________  
(If different from general insurance; this information is usually on the back of the client's ins. card) 
 
CARD HOLDER’S EMPLOYER________________________________________________________________ 
 
CARD HOLDER’S NAME:_______________________________________/Birthdate:___________________________ 
 
ID# FROM CARD:___________________________/SS#______________________Relationship to client______________ 
 
GROUP NUMBER (if any)_______________________________ 
 
EAP PROGRAM:_________________________________  PHONE#____________________________ 
 
 
INSURANCE VERIFICATION 
        Information from:__________________________________ 
 
Contracted Invoice Rates: 90801   90806   90847   
 PSY   ___________  ___________  __________   
  

SW / LPC  ___________  ___________  __________ 
   

Copay:   _____________________   Insurance effective date:______________   
  

Deductible:  _____________________ 
  

#Sessions avail:  _____________________ 
 
 Mailing Address for Claims: (payor)_____________________________________ 
            Attn:___________________________________ 
     ___________________________________________ 
     ___________________________________________ 
  
 
 Precert/Authorization:_________________________________________________________________________________ 
 
 

 
TELEPHONE CALL LOG 

(Tracking of calls made to client to schedule) 
 

DATE OF CALL: TIME OF CALL:  DISPOSITION OF CALL: 
 
1. 
 
 
 
 
2. 
 
 
 
 
3. 


