Client Intake Form
Please complete the following questionnaire. Once submitted allow 7 -10 business to for us to review and provide you with an update.

First Name: ________________________________________________________________
Last Name: ________________________________________________________________
Mailing Address: ____________________________________________________________
City: _____________________________________	State: ________________________
Zip Code: ________________________________
Contact/Phone Number (cell/work/home): ________________________________________
Second Number (Optional) (cell/work/home): _______________________________________
Email Address: _______________________________________________________________
Age: _________________	DOB: ______________________	

Gender Identity (male/female/non-binary/trans/other):  ________________________________
Marital Status (single/married/divorced/widowed/partner): ____________________________
Name of significant other: _____________________________________________________

Do you or a loved one currently have cancer:  Yes / No
If yes, what type(s) of cancer: ______________________________________________________
What stage are you/they in? __________________________________________________________
What date were you/they diagnosed?: __________________________________________________
Date of first treatment: ___________________	Date of last treatment (if any): ______________
If so, what kind of treatment (chemo/surgery/radiation/other): ___________________________

Please provide a brief description explaining why you are seeking assistance from Find The Beat cancer:

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

SUBMIT BUTTON
