
ENCHANTED CARE LLC
Meal Preparation Services Client Intake Form

Full Name: ________________________________

Phone Number: _____________________________

Email Address: ____________________________

Emergency Contact: ________________________

Food Allergies (list all):

______________________________________________________________
______________________________________________________________

Foods to Avoid / Dietary Restrictions:

______________________________________________________________
______________________________________________________________

Current Medications that could interfere with food or require dietary considerations:

______________________________________________________________
______________________________________________________________

Additional Notes / Physician Instructions:

______________________________________________________________
______________________________________________________________

Client Signature: _____________________________ Date: ______________


