
 

 

          Emily Driver Moore, Ph.D. 
            Clinical Psychologist 
 
2418 Miles SE         (505) 259-1414 
Albuquerque, NM  87106       (505) 245-9161 fax 
 
          INTAKE INFORMATION FORM 
          
General Information 
Name of Client:___________________________________________ Date______________ 
Street 
Address:__________________________City:___________State:______Zip:___________ 
 
Home Phone: _____________ Work Phone: _______________ Cell Phone:____________ 
 
Email address:______________________________________________________________ 
 
Age:____ Date of Birth:__________ Social Security No.:_______________________ 
 
Marital status:    single        married         divorced        widowed        
living together 
 
Employment: 
Company/Firm: ________________________________ Position:_____________________ 
 
Education: Highest grade or degree achieved: ____________________ 
School:____________________________________  
If still in school, current grade/year___________________________ 
 
Psychotherapy:  
Briefly describe your reason for seeking help:________________________________  
______________________________________________________________________________ 
Who referred you to me?_______________________________________________________ 
Have you ever received psychiatric treatment or counseling of any kind before? 
Yes/No  If you have, please explain:__________________________________________ 
 
Medical: 
Who is your primary-care physician (PCP)? ____________________________________ 
Phone:______________________ 
Please list any major health problems or 
allergies_____________________________________________________________________ 
Is your PCP aware of these problems?__________________________________________ 
List any medications you are currently taking:________________________________ 
Date of last medical examination by a physician?______________________________ 
Are you in the care of a specialist for a medical condition?  Yes  No If 
yes, who? __________________________________________________ 
 
Family: 
Spouse/Partner: 
Name___________________________________________________DOB ___________________ 
Occupation:________________________________Employer___________________________ 
 
 
           (Over) 



 

 

Others living with you: 
_____________________________________Age ______ Occupation:___________________ 
_____________________________________Age ______ Occupation:___________________ 
_____________________________________Age ______ Occupation:___________________ 
_____________________________________Age ______ Occupation:___________________ 
_____________________________________Age_______ Occupation:___________________ 
_____________________________________Age ______ Occupation:___________________
            
Person responsible for payment: 
Name:______________________________________DOB___________SSN:_________________ 
Address (street, city, state, zip):___________________________________________ 
Home Phone:____________________Work phone:_____________Cell: _________________ 
Employer: ____________________________________________________________________ 
 
Contact Information: 
May I call you at home?   Yes No       (circle one) 
May I email you?     Yes No       (circle one) 
May I leave a message at home?  Yes No       (circle one) 
May I call you at work?   Yes No       (circle one)   
May I leave a message at work?  Yes No       (circle one) 
 
Emergency Contact: 
Please give the name of a person whom I am permitted to contact in case of 
emergency only: 
 
Name:___________________________________Relationship to you:_________________ 
Home Phone:_________________Work Phone:_____________Cell ____________________ 
    
 
 
 
 
 
              PLEASE CONTINUE TO THE OUTPATIENT SERVICES CONTRACT 


