
Robin Furner, MFT 
4000 Broadway, Suite 1, Oakland, CA  94611 
Phone: (510) 463-1465 

 
CLIENT INTAKE FORM 
 
 
Name ______________________________________              Date ________________ 
  
Street Address __________________________________________________________________ 
 
City _______________________    State _______      Zip Code ______________________ 
 
Mailing address (if different from 
above)________________________________________________________________________ 
 
______________________________________________________________________________ 
                            
Telephone:  Home _________________________  Cell _______________________________ 
   
E-mail address __________________________________________________________________ 
 
Gender:_____________  
    
Date of Birth __________________        Age ____________ 
 
------------------------------------------------------------------------------------------------------------------------------- 
 
Insurance Plan Information  
 
Please complete this section if you would like me to bill your insurance plan. 
 
Insurance plan name:___________________________________________________________________ 
 
Insurance ID# _________________________________________________________________________ 
      
Insurance Group# ______________________________________________________________________ 
 
Primary Insured Member Name and Birth Date (complete this if your insurance coverage is under a 
spouse/partner/parent/etc.): 
 

 
 
Phone number for Provider Services (usually an 800 number on the back of your insurance membership 
card): 
_____________________________________________________________________________________ 
 
Authorization Information (authorization number and date range for authorized 
services:______________________________________________________________________________ 
 
_____________________________________________________________________________________ 


