
PARENT/GUARDIAN INTAKE FORM 

Patient Name:__________________________________________________  DOB: ____________
Patient/Guardian Name: _____________________________________________________________                                                             
Address:___________________________________________________________________________
City, State, Zip:____________________________________________________________________
Phone Number:___________________
May I leave a detailed message for you?  Y / N  
May I contact you via email? Y / N
Please list the email address that you wish to be contacted at (I do not release email addresses):
____________________________________________________________________________ 
(I cannot ensure confidentiality of any correspondence sent via email and cannot be responsible for breaches in confidentiality)
If you would like to be able to send text messages to schedule/cancel appointments, please provide us the phone number and authorization to respond to these text messages:
Phone number for texting: _______________________________________________________ 

Signature: __________________________________ Date: ________________________ 






Briefly describe your reason for seeking counseling for your child: ______________________________________________________________________________ ______________________________________________________________________________ 
What goals do you hope for your child to achieve by attending counseling? ______________________________________________________________________________ ______________________________________________________________________________
Has your child ever previously attended therapy or received counseling services of any kind?
Yes _______ No _______ If yes please list the type of therapy you received ______________________________________________________________________________ 
Did you find treatment helpful? ____________________________________________________ Previous therapist: ______________________________________________________________ Reason treatment terminated?______________________________________________________ Previous psychiatric hospitalizations? _______________________________________________ 
How did you hear about Robin Britt Counseling? ____________________________________ ______________________________________________________________________________

I authorize payment of medical benefits to the provider of services, and the release of any treatment information necessary to process claims or obtain authorizations for treatment:
Signature ____________________________________ Date _________________________

