
Client Intake Form

Name: Date:
____________________________________________________________________________

Address: DOB:
____________________________________________________________________________

Email: Mobile:
____________________________________________________________________________

Occupation:
____________________________________________________________________________

Emergency Contact:
____________________________________________________________________________

Reason for Visit:
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

Client Goals for Treatment:
____________________________________________________________________________
____________________________________________________________________________

Circle Areas of Pain or Discomfort:



Surgery/Accidents/Injuries/Illnesses (Years & Description):
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

Medication/Supplements:
____________________________________________________________________________
____________________________________________________________________________

Other Healthcare Practitioners Name & Phone Number:
____________________________________________________________________________
____________________________________________________________________________

Email Newsletter Subscription:
Tick to receive Educational Health & Wellness Content

Please put a tick beside any of the following conditions that you currently have or have had in
the past:


