Pamela Garber, L.M.H.C.
 646-745-6709
pamelagarber@gmail.com

Client Intake Form


First Name__________________________Middle Name_____________Last Name__________________
Address_____________________________________________________         Apt. #__________________
City______________________________ ____                           State_________________Zip_______________
Primary Phone_____________________ Cell Phone______________________Email_________________
Date of Birth___________________________


Spouse Name__________________________Middle Name_____________Last Name_______________
Date of Brith___________________________

Name and ages of all children:____________________________________________________

Emergency Contact__________________________Phone____________
Relationship to you_____________________________________________________________________

Who referred you to this office?_________________________________________________________


CLIENT INITIALS_____________

Date:___/___/____









