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RHD Adult Intake Form

1.  Full Name:  ____________________________________________________________________________________

2.  Preferred Name:  ________________________________________________________________________________

3.   Suffix (ex. I, II, Jr., Sr.):  ____________________________________________________________________________

4.  Title (ex. Mr./Mrs./Ms./Dr.):  ________________________________________________________________________

5.  Gender:   Male      Female     Nonbinary/Other     Not Specified

6.   Race:   American Indian or Alaska Native   Asian   Black/African American   Other Pacific Islander   White

7.   Ethnicity:   Not Specified    No, not Hispanic/Latino   Yes, Hispanic/Latino

8.   Primary Language:  _______________________________________________________________________________

9.   Marital Status:   Married     Single     Divorced     Partner     Widowed     Legal Separated     Other  

10.  Full Mailing Address:  ____________________________________________________________________________

			   ____________________________________________________________________________

11.  Primary Phone Number:  _________________________________________   Home      Cell      Other     Relative

12.  Email Address:  _________________________________________________________________________________

13.  Employer:  _____________________________________________________________________________________ 

14.  Employment Status:    Full Time   Part Time   Self Employed   Not Employed   Retired   Military   Disabled





Signature:  ________________________________________________     Date:  _________________________________
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