
Matt Carges, LMFT (CA#39092)
 2250 NW Flanders Street, Suite 301

Portland, OR 97210
503-422-1571

mattcargeslmft@hotmail.com

INTAKE FORM

Name:____________________________ Date of Birth:________________

Address:__________________________________________________________

City:_____________________________ State:________ Zip Code:__________

Home Phone:___________________ E-mail:_____________________________

Work Phone:___________________ Cell Phone:__________________________

Other members of the household and their ages: ___________________________

__________________________________________________________________

If there is medical insurance you plan to use, please consult your benefit booklet and/or call the 800 
phone number on the back of the insurance card in order to complete the following questions: 

Insurance company’s name: ________________________________________________ 

Claims address (from back of insurance card):__________________________________ 

Name of insured (if not same as above):_______________________________________

Insured’s date of birth: ___________________ 

Insured’s ID number:___________________ Insured’s employer:__________________ 

Group number;________________________

What is your co-pay? _________ 

What is your relevant deductible amount? _________ 

When does the deductible renew?_____________________________________________


