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Intake Form 

 
Please fill out, print and fax to 310-552-5961.  
Or email as attachment to dshabani@shabani-institute.org 
 
Today’s date:    
Have you received services from the Shabani Institute in the past:   
 
Patient name: First 

     

   Last 

     

 
Social security #: 

     

 
Sex:       Date of birth:     
 
   
Primary caregiver information (legal guardian):  
 
Name:  First 

     

    Last 

     

 
Relation to patient:  

     

 
 
Home address: 

     

  
 
City:  

     

    State: 

     

  Zip:
 

     

 
 
Telephone #:  

     

   Alternate telephone #:  

     

 
 
Email address: 

     

   Alternate email address: 

     

 
 
Work address:  

     

  
 
City:  

     

    State: 

     

  Zip:
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Secondary caregiver information: 
 
Name:  First 

     

    Last 

     

 
Relation to patient:  

     

 
 
Home address: 

     

  
 
City:  

     

    State: 

     

  Zip:
 

     

 
 
Telephone #:  

     

   Alternate telephone #:  

     

 
 
Email address: 

     

   Alternate email address: 
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Emergency contact information: 
 
Name:  First 

     

    Last 

     

 
Relation to patient:  

     

 
 
Home address: 

     

  
 
City:  

     

    State: 

     

  Zip:
 

     

 
 
Regional center information: 
 
Name of regional center:  

     

 
 
Caseworker: 

     

    Phone #: 

     

 
 
Other information: 

     

 
 
Primary insurance information: 
 
Subscriber’s name: First 

     

    Last 

     

 
 
DOB of Subscriber: 

     

 
 
Subscriber’s Employer: 

     

 
 
Carrier: 

     

 
 
Case Manager: 

     

 
 
Claims address: 

     

 
 
Group #: 

     

      ID #: 

     

 
 

Phone #: 

     

     Fax #: 

     

 

 
Referral source:  
 
Name:  First 

     

    Last 

     

 
  
Relation to patient: 

     

 
 
Home address: 

     

  
 
City:  

     

    State: 

     

  Zip:
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Medical diagnosis: 
 
Select one 
 
Other: 

     

 
 
Current status: 
 
Is your child/client currently: Select one 
   Name of school: 

     

 
 
Does your child/client communicate using: Select one 
 
Does your child/client:  Select one  
 
Does your child/client:  Select one  
 
Does your child/client:  Select one  
 
Does your child/injure others:  Select one 
 
 If so, when: 

     

 
 
 If so, how: 

     

 
 
Does your child/client:  Select one  
 
Behavioral challenges (please describe any behavioral challenges or concerns): 
 

     

  
 
 
 
 
 
 
 
 
 
 
 
What is your primary concern or reason for seeking services: 
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Testing/Therapies: 
 
Any recent surgery: Select one 
 
 If so, what: 

     

 
 
 If so, when: 

     

 
 
Child/client currently receiving therapy: Select one 
 
 If so, what? Select one 
 Other:  

     

  
     
Has there been any progress in therapy: Select one 
 Please describe: 

     

 
 
Medication: 
 
Child currently on medication: Select one 
 
 If so, what: 

     

 
 
 If so, why: 

     

 
 
Additional information: 
 
Is there any other additional information you think might be helpful to us: 
 

     

 


