[image: A logo for a health united company

Description automatically generated]
Client Intake Form – Community Rehabilitation Clinic
	Consent

	Purpose and use of information explained to client
	☐ Yes    ☐ No

	The client consents to collection of information
	☐ Yes    ☐ No

	Client Personal Information

	Full Name:
	

	Date of Birth:
	

	Gender:
	☐  Male  ☐   Female  ☐ Other: 

	Address:
	

	Phone Number:
	

	Next of Kin:
	

	Preferred Language:
	

	Interpreter Required: 
	 ☐ Yes    ☐ No

	Referral Information

	Referring Doctor:
	

	Referral Date:
	

	Reason for Referral:
	

	Date of Injury/Surgery:
	

	Hospital Discharge Date (if relevant): 
	

	Medical History

	Condition (s)
Please list and briefly describe any medical conditions.
	

	Current Medications

	Medication Name
	Dosage
	Frequency
	Purpose/Notes

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Functional Status and Mobility

	Primary Mobility Aid:
	

	Assistance at Home:
	

	Staff member to sign off:

	Staff Name: 
	

	Signature: 
	
	Date:
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