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 ATLANTA WELLNESS COUNSELING
CLIENT INTAKE INFORMATION FORM
Today’s Date: ​​​​​​​​​_______________________ 

I. GENERAL INFORMATION  (please print) 

Name:   Last:​​ ____________________________  First: ____________________________ MI:____ 

Address: ​​​​​​_______________________________ City: _________________ State: ________ Zip: _________ 
RESPONSIBLE PARTY (if different than above) 

Name:   Last:​​ ______________________________  First: ___________________________ MI:____ 

Address: ​​​​​​_______________________________ City: ________________ State: ________ Zip: _________

Email Address: _____________________________

Phone: ________________________________ 

Date of birth  : ______/ _______ / _______
          

Sex:   ______ Male    ______ Female ______ Other

Place of Employment: __________________________  Job Title: ____________________________ 

Racial/ Ethnic Identity:  


American Indian or Alaska Native 
Asian or Asian Indian 

Black or African- American 


Hispanic or Latino

Middle Eastern 

Pacific Islander or Native Hawaiian      
 
White 
Religious/Spiritual Denomination or Preference: _______________________________________________________________

Marital Status:  

   Single    
   Engaged
       Married/ Partnered 

Separated                  Divorced 
       Widowed 

Spouse/ Partner’s Name:  ____________________________________ # of years together: _________ 
Emergency Contact: ______________________ Phone #: ________________ Relationship: ______

Referred by: _______________________________________ 

         May I thank the person?   _____ Yes   _____ No 
II. MEDICAL & PSYCHOLOGICAL HISTORY 
Physician’s Name: ________________________________

Physician’s Phone: ________________________________ 

Date of last physical: ______________________________ 

List physical illnesses or pain/symptoms:  

 Current Medication 

      Dosage      
      
        Frequency 
                Prescribing MD  

How would you rate your present health?      
  ____ Excellent   _____ Good    _____ Fair  _____ Poor

How would you rate your sleep?                      
  ____ Excellent   _____ Good    _____ Fair  _____ Poor

How would you rate your diet/nutrition?         
  ____ Excellent   _____ Good    _____ Fair  _____ Poor

How would you rate your physical movement?
  ____ Excellent   _____ Good    _____ Fair  _____ Poor

How would you rate your spiritual life?                    ____ Excellent   _____ Good    _____ Fair  _____ Poor

Psychiatrist’s Name: __________________________  Psychiatrist’s Phone: __________________________

Have you ever had counseling or psychotherapy in the past?     _____YES    _____NO  

     If yes, when? _____________________________     With whom? _________________________ 

                           _____________________________                  
_________________________
(FOR WOMEN ONLY)  

Do you have any notable menstrual experiences (i.e. regarding regularity, pain, emotional experiences)?

______________________________________________________________________________ 

If your menopause has started, at what age did it start? What signs or symptoms have you had? ______________________________________________________________________________ 

Anything else about your health history? ______________________________________________________________________________
III. CHEMICAL USE 
Have you or any other family member received help for drug or alcohol dependency?   _____ YES   ____NO   


If yes, when? ___________________________________  


Where? ________________________________________ 

Check which of the following you use, and note the amount and frequency of each:  

   Caffeine:  _________________________________            Tobacco: _____________________________ 


  Coffee    Sodas     Other drinks     Pills

   Alcohol: ___________________________________ 
Marijuana: ____________________________ 

   Cocaine, Crack:_____________________________
LSD: _________________________________ 

   Inhalents: _________________________________
Other: _______________________________ 

Have you been concerned or ever felt guilty about your use of drugs/ alcohol? ___YES    ___NO 

Has anyone ever expressed concern about your use of drugs/alcohol?   _____YES     _____NO  

 If yes, who? ______________________ 

Have you ever had a DUI?    _____YES    _____NO    

If yes, how many?  ________ When?  ____________________________ 

Have you ever felt the need to cut down on your use of drugs/ alcohol?   _____YES    _____NO 
IV. FAMILY OF ORIGIN  (Family in which you were raised) 
	
	Name
	Current Age (Or Age at Death)
	Physical and/or Mental Health Illnesses (cause of death if deceased)
	Relationship (excellent, good, fair, poor)

	Mother
	
	
	
	

	Father
	
	
	
	

	Brothers & Sisters

(list separately)
	
	
	
	

	Others:

(step parents or siblings, grandparents, etc.)
	
	
	
	


Please describe the emotional atmosphere in your childhood home (e.g. displays of affection, parent’s relationship, conflict, etc.) _______________________________________________________________________________________

_______________________________________________________________________________________

Is there a history of alcohol and/or drug abuse in your family of origin?  _____Yes  _____No 

If yes, please describe: _______________________________________________________________________________________

Is there a history of emotional problems and/or treatment in your family of origin?  _____Yes _____No 

If yes, please describe: _______________________________________________________________________________________

V. COUNSELING CONCERNS
What challenges are you experiencing that led to seeking counseling?

At this point, what would you like to see happen as a result of counseling? 

Do you have any yoga, meditation, or mindfulness experience?
Do you have any other spiritual practices that you would like to share here?
BILLING, FEES, & PAYMENT INFORMATION
The standard fee for counseling and psychotherapy service is $120.00.  

I reserve a few openings in my practice for clients who require the financial support of a lower rate.   If you think you may qualify, please inquire about this option. 
BILLING, PAYMENTS AND CANCELATION POLICY
Please read and initial here ____ to indicate that you have read and agree with each policy listed below. 
1. Payment is due at the time of service. AWC accepts payment in the following ways:

a. Cash, exact change only.

b. Checks payable to Nicole Elliott, LPC, NCC, CYT can be written for services rendered at the time of session. There is a $25 fee for returned checks. 

c. Credit card (Mastercard, Visa, American Express) can be used in two ways for services rendered at the time of session:

c.i. Authorized credit card on file can automatically be charged at the time of service.

c.ii. Client may present a credit card of their choice at the time of service.

2. AWC has a 24-hour cancelation policy for all initial intake, consultation, and therapy sessions (individual, couples, family, and groups). Components of this policy include:

a. Clients are expected to notify Nicole of a cancelation via phone or email at least 24 hours prior to their scheduled appointment. Please note that this means 1 full business day before a scheduled appointment. For instance, if clients need to cancel a Monday appointment, they are expected to call or email Nicole on the previous Friday to avoid being charged. Should clients call to cancel less than 24 hours in advance, their credit card will be charged for that missed session.

b. If clients miss an appointment without notifying their assigned therapist, their credit card will be charged for that missed session.

3. AWC requires that clients provide current and active credit card information. This information is kept in each client’s file and the account is charged in the event of the following: 

a. A missed appointment or late cancelation (as noted above).

b. Returned check fees

4. Sessions begin at the designated time and end approximately 50 minutes later. If clients are tardy to session, an extension of time may not be given.

5. For clients 18 or older a written release of information must be given before any clinical information is shared with the party responsible for remuneration of services rendered (i.e., parents or caregiver).

6. If a client’s credit card is not up to date or has been canceled and the account has not been paid for more than 60 days without any attempt for payment arrangements, legal means may be used to secure payment (i.e., collection agencies or small claims courts). Information disclosed during such proceedings include: Clients’ name(s), the nature of services provided, and the amount due. If such legal action is necessary, the associated costs will be included in the claim.
INSURANCE REIMBURSEMENT
Most health insurance policies provide some coverage for mental health treatment. A “statement” (receipt, superbill, claim form) can be given to a client at the time of service rendered or on a recurring monthly schedule. A client can send these “statements” to his/her insurance company for “out-of-network” reimbursement.  Insurance companies do not provide reimbursement for canceled or missed sessions. AWC will work with the client to ensure that the insurance company has all of the information needed to process the claim. Please remember that clients (not insurance companies) are responsible for full payment of service fees. By signing this form, the client provides consent to release all information necessary to process insurance claims, as requested by the respective insurance company (further explanation of this is included in AWC's consent form as well as in the GA Notice Form).
___________________________________ 


_____________________________________________
CLIENT NAME 
 




CLIENT SIGNATURE / DATE
CREDIT CARD AUTHORIZATION:
I hereby authorize AWC to charge my credit card as follows:
Card type (circle)
MC           
Visa           
Discover         
AMEX         
Name on Card________________________ CC number____________________________________________
Exp. date___________________ CV code (security code) ___________________________________________
Address on file for card_______________________________________________________________________

City_____________________________________ State_______ Zip__________________________________

I have read, understand and agree to the above fee payment and credit card policy for services provided by BCCW.

_____________________________________

_____________________________________________
CLIENT NAME 
 




 CLIENT SIGNATURE / DATE

