
 
 

Korey Eckley, LCSW 
5 Washington Street, Valparaiso, IN 46383 

219.331.9251 
www.koreyeckley.com 

koreyeckley@gmail.com 
 

INTAKE INFORMATION FORM 
 
        
 
 
 
 
 
 
 
 
      
 
 

 
 

     Referred By:___________________________________________________________________________________ 
 
 
 
 

Date:______/______/______ 
 
Name:__________________________________________________________________________________________________________ 
                  Last Name                                                                  First Name                                                                      Middle Initial 
Address:________________________________________________________________________________________________________ 
     Street         City                                  State                                             Zip 
Date of Birth _____/_____/_____   Age:  __________        Partner Status:__________________________________________________     
E-mail Address:__________________________________________________________________________________________________ 
  Can I leave confidential message?  Please circle YES   NO 
Home Telephone: ______________________________________    Work Telephone:_________________________________________ 
    Can I leave confidential message?  Please circle YES   NO                                    Can I leave confidential message?  Please circle YES   NO 

 
Occupation: ______________________________________________Length with Current Employer:___________________________ 
Employer or Institution Name:_____________________________________________________________________________________ 
Paying for Services, (please circle) Self Pay  Insurance  EAP   
If Using Insurance or EAP:       
 Insurance Company of EAP Plan Name:______________________________________________________________________ 
 Insured’s Group Number:__________________________________________________________________________________ 
 Phone Number for Insurance Benefits or EAP:________________________________________________________________ 
 Insured’s Name:_______________________________________________________Insured’s SSN:______/_____/__________ 
  (if different from the name above) 
 Insured’s Date of Birth:____/_____/_____ 
 Insured’s Employer’s Name:________________________________________________________________________________ 
  (If different from the name above) 
 Insured’s Address:________________________________________________________________________________________ 
  (If different from the name above)  City  State   Zip 
 

Emergency Contact:______________________________________________________________________________________________ 
Relationship to you: _______________________________________Telephone Number:______________________________________ 




