
CALM PROGRAM CLINICAL INTAKE ASSESSMENT

Client  Name: ______________________________________________________ Date:_____________

Address: _____________________________________________________________________________
  (street)    
_____________________________________________________________________________________
(city)                                                              (state)          (zip)

______________________________________    ________________________________
Social Security Number    Date of Birth

Phone numbers:  Home: _____________________ (May call:  yes/no  Message:  yes/no)
  

    Work: _____________________ (May call:  yes/no  Message:  yes/no)

      Cell: _______________________ (May call:  yes/no  Message:  yes/no)

Emergency Contact: ___________________________________________________________________
   (name)  (relationship)  (phone)

Email Address: _______________________________________________________________________

Insurance Carrier:_____________________________________________________________________

Subscriber ID:_________________________________________________________________________

Group Number: ______________________________________________________________________

Presenting Problem: ___________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Client’s Expectations: __________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Client’s attempts to address problem(s):__________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________


