
Intake Demographic Information

Preferred Name: ______________________________    Legal Name: ______________________________________

Address: __________________________________________________ City:  _______________________________

State: ________________________________ Zip: _______________________ Birth date: ____ / ____ / _________     

Age: ______________  Home Phone: ________________________  Cell Phone: _____________________________

Email: ________________________________________  Employer: _______________________________________

Sex: ______ Gender: _________  Pronoun: _______________ Social Security Number:  _______–______ – ________

Please list your referral source: _____________________________________________________________________

Clinic / Physician’s Name: ___________________________________________ Phone: ________________________

Address: _____________________________________________________________________________________

Subscriber to Insurance

Name: ____________________________________ Sex: __________________ Birth date: ____ / ____ / _________  

Address: __________________________________________________ City:  _______________________________

State: ________________________________ Zip: _______________Phone number: _________________________

Relationship to client: ____________________________________________________________________________

Spouse or Partner

Name: ________________________________________________________________________________________

Address: __________________________________________________ City:  _______________________________

State: ________________________________ Zip: _______________________ Birth date: ____ / ____ / _________     

Age: ______________  Home Phone: ________________________  Cell Phone: _____________________________

Email: ________________________________________  Employer: _______________________________________

Sex: _______________________________________ Social Security Number:  ___________–______ – __________

Children

Name: ___________________________________________________________ Age: ________________________

Name: ___________________________________________________________ Age: ________________________

Name: ___________________________________________________________ Age: ________________________

Name: ___________________________________________________________ Age: ________________________

Emergency Contact Information

Name: ____________________________________ Phone: _________________ Relationship: _________________ 

2101 W 69TH ST, SUITE 103 | SIOUX FALLS, SD 57108 | PHONE: 605 740 6557 | FAX: 605 271 0951 | WWW.KIMBERLYKEISER.COM


