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Client Intake Form
1. Client Details
Full Name: _________________________
Date of Birth: _______________________
Address: _____________________________
Phone Number: _______________________
Email: ______________________________
Emergency Contact Name: ______________________
Emergency Contact Phone: _____________________
Relationship to Client: ______________________
2. Medical Information
Doctor's Name: ___________________________
Doctor's Phone: __________________________
Current Medications: _____________________
Allergies: _______________________________
Medical Conditions / Diagnoses: ______________
Mobility (e.g. walker, wheelchair, independent): _________
Cognitive or Behavioural Concerns: _____________



3. Care Needs & Preferences
Type of Care Required (tick all that apply):
☐ Personal Care (bathing, dressing)
☐ Meal Preparation
☐ Medication Assistance
☐ Household Tasks (cleaning, laundry)
☐ Companionship / Social Support
☐ Other: __________________________
Preferred Days / Times for Visits: ___________________________
Cultural / Religious / Personal Preferences: ___________________

4. Client Declaration
I declare that the above information is correct to the best of my knowledge.
Client Signature: _________________________  Date: ___________
Support Worker Signature: ___________________  Date: ___________
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