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New Client Intake Form
Thank You For Choosing Us! Please send the Completed Form To info@pomoutreach.com

Date:______________

Client Name:___________________

Address:________________________________

Phone:____________________________


Diagnosis:_____________________________________________________
           
                ______________________________________________________


Presenting needs ( stated, psychiatric needs, support needs) and the onset and duration of problems.
_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________
 

 
Current Medical Problems:____________________________________________________


Current Medications: ________________________________________________________

Current or Past Substance Use Or Abuse:________________________________________

__________________________________________________________________________


Co-occurring Mental Health:____________________________________________________

___________________________________________________________________________

Substance Abuse Disorders:_____________________________________________________

____________________________________________________________________________
At Risk Behaviors to Self Or Others:_______________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Name Of Person Completing Form: ________________________________________________________

Print Name and Sign: ___________________________________________________________

You can print and sign or use DocuSign


FALLS ASSESSMENT FORM

Do You Have a History Of Falls?__________________________________________________

Are You Experiencing Agitation or delirium?____________________________________________________________________

____________________________________________________________________________


Are you on medication, which may cause drowsiness? _________________________________________________


Do you have a history of hypertension/hypotension?____________________________________

____________________________________________________________________________

____________________________________________________________________________

Impaired Mobility?_____________________________________________________________


Impaired Vision?_______________________________________________________________

Do you have a history of unstable blood sugar?______________________________________


Need Frequent toileting?_______________________________________________________


Are you intoxicated, or withdrawing from alcohol or other drugs?_____________________________________________________________

Have an impaired mental status?_____________________________________________________________

______________________________________________________________________


Falls Risk:____________________________

Clients Signature:___________________________________      Date:__________


Staff Signature:________________________________________


Emergency Medical Information

Client Name:_________________________________


DOB:____________________________________


Individual's Physician Name:_______________________________________________________

Address:_____________________________________________________

Phone:_______________________________________________________


Name: Legal Authorized Representative Or Relative 
(Emergency Contact 1)-  

Address:______________________________________________________________

Phone:____________________________________________


Name: Other Persons To Be Notified ( Emergency Contact 2)___________________________


Address:____________________________________________

Phone:___________________________________




Name Of Medical Insurance Company:__________________________________________________


Policy Number:______________________________________________


Group Number:_______________________________________________


Insurance Company:___________________________________________


Policy Number:_________________________________________________


Group Number:__________________________________________________


Current Prescribed and Over-The-Counter Medications
List Medication Dosages and Prescriptions.___________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________


Any Medication and Food Allergies:____________________________________________________________________

Any History Of Substance Abuse?:_______________________________________________________________________

____________________________________________________________________________





List Any Significant Medical Problems OR Conditions?:__________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

____________________________________________________________________________


List Any Significant Communications Problems?:_____________________________________________

____________________________________________________________________________

____________________________________________________________________________


List Any Significant Ambulatory Or Sensory Problems?:____________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

 
.






                                                   Thank You!
				
	                           Send to  info@pomoutreach.com
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