Amanda Celmer, CADC-t
(770)560-7110
Confidential Patient Intake Form

Name: _____________________________________________________________________________________
Preferred Name: _____________________________________________________________________________________
Street Address: _____________________________________________________________________________________City, State, Zip Code: ____________________________________________________________________________________
Phone: _____________________________________________________________________________________
May I leave a message for you at this number?        Yes                   No
Local Emergency Contact, Name and Phone Number: 
· Name / Relationship: ______________________________________________________________________________
· Number:
______________________________________________________________________________
Email: _____________________________________________________________________________________
Are you interested in receiving monthly email newsletters with wellness tips and special offers?
YES                NO
Date of Birth (month, day and year):
_____/_____/__________
Gender:          Male                        Female 
Parent or Guardian if you are under 18:_____________________________________________________
Please circle:
Married           Never Married           Domestic Partnership           Separated           Divorced           Widowed

Are you (Please circle one option below):         
Employed          Unemployed          Student          Retired          Homemaker          
Do you have children? If so please list name and age: __________________________________________________________________________________________________________________________________________________________________________
Who were you referred by? _____________________________________________________________________________________ 
Have you been in counseling before?                   YES                                               NO
Please list the last mental health professional you saw: _____________________________________________________________________________________
Please list any medications you are currently taking: _____________________________________________________________________________________

Please list any health problems you currently have: __________________________________________________________________________________________________________________________________________________________________________
Please list you drug(s)/substance of choice: _____________________________________________________________________________________
Date of last use: _____________________________________________________________________________________
How often do you use? _____________________________________________________________________________________
Are you currently in recovery?             Yes                   No
Have you sought treatment (counseling, rehab, detox, etc.) for your addiction before now?    Yes        No
· If yes, please explain (include dates and length of sobriety): ____________________________________________________________________________________________________________________________________________________________
Do you drink alcohol?               Yes                               No
Have you ever taken psychiatric medication?              Yes                          No
Please list the psychiatric medication with dates: __________________________________________________________________________________________________________________________________________________________________________
Are you religious or spiritual (please state faith or belief):______________________________________
Do you have any current health issues or concerns? _____________________________________________________________________________________
Do you have sleep problems?         Yes                 No
How often do you exercise? ______________________________________________________________
Are you experiencing problems with eating or loss /gain in appetite?         Yes                          No 
Are you currently depressed?                     Yes                                   No
Have you recently experienced a death of a loved one (how long ago)? _____________________________________________________________________________________
Do you have panic attacks?              Yes              No
Do you have any phobias?                Yes              No
· If yes, please explain:_____________________________________________________________
Do you have chronic pain?               Yes               No
· If yes, please explain:_____________________________________________________________
Date pain started and how often: _____________________________________________________________________________________
Have you recently experienced a stressful life event?       Yes                        No
· If yes, please explain:_____________________________________________________________
Please list any family members that have a history of the following:
· Alcoholism:_____________________________________________________________________
· Drug Addiction:__________________________________________________________________
· Anxiety:________________________________________________________________________
· Depression: ____________________________________________________________________
· Domestic violence: ______________________________________________________________
· Eating disorders: ________________________________________________________________
· Mental Illness: __________________________________________________________________
· Schizophrenia: __________________________________________________________________
· Suicide or attempts: _____________________________________________________________
In your own words please describe what would you like to get out of counseling or your reason for seeking counseling: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.


Are you currently experiencing thoughts of harming yourself or someone else? If yes, please
explain: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Cancellation Policy
Please notify me 24 hours in advance of a cancellation. Failure to notify me of cancellation within 24 hours of your scheduled appointment will result in being billed for your appointment. Please note if you miss your appointment due to an emergency you will not be billed.


Signature:__________________________________                           Date:__________________________
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