
 

2023 New Client Intro 

Welcome to LifeSwitch!

Thank you for trusting me in guiding you to forge a new path, a new perspective, and a new existence. What lies ahead is a 

purposeful, fearless and regret-free life that clears the hurdles that serve to prevent most of us from even understanding our true 

potential, much less reach it.  It is true that the goals of our work together include living without drugs and alcohol; but it’s so 

much bigger than that!  Freeing oneself from the ball and chain of alcohol and drugs is a necessary and impactful beginning 

that no doubt offers many positive results all by itself.  But our short journey together can also be the catalyst towards a new life 

that is so rich and rewarding it defies even your greatest imagination.  In the words of Dr. Seuss, "Oh the places you will go!" 

Over 85% of the clients who have completed the LifeSwitch 14-week Program are still drug and alcohol free today; most with 

multiple years of continuous sobriety.  Honesty, with yourself and me is the most important attribute to carry with you in this 

journey.  Having an open-mind and being willing to change is also important.  While it may be difficult to corral right now, 

eventually your enthusiasm for success will play an important part.   I will provide the road map but you are the driver and there 

are many tempting diversions and exits that will take you off the path and over the cliff.  Sometimes these spoilers come in the 

form of another human being, but more often than not the cause of failure in our attempts to be free and sober come from within.  

Fear is the lying beast that leads the parade of self-destructive emotions that undermine our success manifesting itself as low 

self-esteem and lack of confidence.  Resentment, defined as unresolved anger, is another emotion that will trip us up time and 

time again.  Ego, pride and self-righteousness cloud our vision and make it hard to see what the right path is.  Self-

justification, which is just another word for selfishness always hangs around just waiting for an opportunity to get us off track.   

Above all, please remember this:  the problem of drug and alcohol abuse and addiction resides in our own brain.  Physical 

dependence comes later but it is our innate and baffling ability to fool ourselves, to practice self-deception - that is at the root of 

all of our problems.  Therefore keeping an open mind, taking direction and being willing to try changes create the key that opens 

up the door to your new life.       

So take a deep breath, clear your mind of preconceptions that have thwarted progress before, and get ready for a journey that 

promises to change your life.     

420 Dividend Dr., Suite C 
Peachtree City, GA  30269 
www.lifeswitch.life 

Office: 678-568-9049 
Cellular:  404-295-7076 

LaTella.Mike@ gmail.com 
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  CLIENT NAME:     LAST ___________________   FIRST __________________ MIDDLE  _____________   DATE _______________   

       Do you have a preferred name different from your first name?     YES   Preferred_____________________      NO  

    Are you under 18 years of age?  YES NO If YES, what is your current age? ______      Student?      YES   NO 

         How did you hear about LifeSwitch?   ________________________________________________________ 

 ENGAGEMENT PURPOSE 

GENERAL INFORMATION 

Please describe the primary problem for which you are seeking help    ______________________________________________ 
_______________________________________________________________________________________________________ 
_______________________________________________________________________________________________________ 
Do you have any secondary concerns or issues that you are hoping to resolve?  ______________________________________ 
_______________________________________________________________________________________________________ 
_______________________________________________________________________________________________________ 

 

DOB_______________     Sex ______     Last 4 SS# ________   Birth City__________________   State ______  Country ________ 

Current Address ______________________ City _________________   ST ___  ZIP ________  live w/parents? YES NO 

Email:  ____________________________   Cell Phone __________________  Home Phone ______________________ 

EMERGENCY CONTACT:  First Name ___________      Last Name__________________   Relation ____________________ 

City _______________________   ST ______    Cell Phone  __________________     Email ______________________________ 

Your Employment:    Full-Time     Part-Time    Student    Retired    Disabled    Unemployed    Other ___________ 

Employment Title ________________________   How long at this job?   ________   briefly describe your job role below:       

________________________________________________________________________________________________________ 

 

Marital Status:      Engaged     Married                    Divorced                     Widowed                Single    

About My Partner (spouse, fiancé, boyfriend, girlfriend, significant other-if none put NA)   First Name __________    Age _______    

In relationship for Yrs _____ Mos _____    His/Her Occupation __________________ Has children not yours Y/N? _____# ______ 

Your Biological Children First name, Sex, Age (If deceased, please write “deceased” and age when they died)   

1. _____________________________    2. __________________________________    3. _______________________________

4.. _____________________________    5. __________________________________    6. . _____________________________ 

House Mates:  Please list all persons currently living in the same dwelling as you (First name, Sex, Age, Relation) 

1. _____________________________    2. __________________________________    3. _______________________________

4.. _____________________________    5. __________________________________    6. _____________________________ 

7. _____________________________    8. __________________________________    9. ______________________________

Of the people living in the same dwelling as you, please identify which ones have or may have substance use issues and their drug 

of choice (first name only please) _____________________________________________________________________________ 

________________________________________________________________________________________________________ 

    FAMILY DETAILS 
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ALCOHOL AND DRUG USE INFORMATION 

 Please fill out the information forms below for alcohol, THC products and opiates/opioids if you have used  
 them even once in the past six months regardless of whether they are your primary drug of choice.   

Please complete the following sentences regarding Alcohol.  Honesty and accuracy are extremely important.  

  I drink alcohol      I do not drink alcohol (move on to the next section i.e.. Marijuana) 

The last time I had alcohol was   ________ and I drank (qty)  _________________ over a period of time of _________________. 

In general, I drink alcohol         Most of waking hours   DAILY    4/5X a Week    2/3X a week    1X week    < 1x week 

When I drink, my preferred beverage(s) are:     1.  __________________   2.  ___________________ 3. ____________________ 

Considering that ONE DRINK = one 12 oz. beer, 5 oz of wine or 1.25 oz whiskey (shot), how many drinks do you you usually have on 
the days that you drink _________ 

In terms of drinking, my partner (spouse, fiancé, boyfriend, girlfriend, etc if none then closest family member/friend) usually drinks:  

  A lot more than me       somewhat more than me         about the same as me        Less than me       A lot less than me 

In terms of drinking, most of the time my partner tells me:  I am an alcoholic and need help    Sometimes I drink too much  but 
I do not need professional help   My drinking is normal & not problematic     I should relax and drink more 

Please complete the following sentences regarding Marijuana and THC.  Honesty and accuracy are extremely important.  

I smoke pot or take THC            I do not smoke or intake THC products  (move on to the next section  i.e. Opiates.) 

The last time I had MJ/THC was   ________ and I took (qty)  _________________ over a period of time of _________________. 

In general, I smoke/take THC     Most of waking hours   DAILY    4/5X a Week    2/3X a week    1X week    < 1x week 

When I take THC, my preferred substance is:     1.  __________________   2.  ___________________ 3. ____________________ 

In terms of MJ/THC, my partner (spouse, fiancé, boyfriend, girlfriend, etc if none then closest family member/friend) usually takes:   

  A lot more than me       somewhat more than me         about the same as me        Less than me       A lot less than me 

In terms of smoking Pot or taking THC products, most of the time my partner tells me:  I am dependant and need help           
 Sometimes I smoke/take  too much  but I do not need professional help   My smoking/THC use is normal & not problematic    
 I should relax, quit worrying about it and smoke or take more 

My Drug of Choice is       Alcohol     THC Products        Opiates        Other ________________ 

Please complete the following sentences regarding OPIATES or OPIOIDS.  Honesty and accuracy are extremely important.  

I use Opiates/Opioids             I do use opiates or opioids (move on to the next section) 
The opiate/opioid I use most often is in the form of (pill, powder, etc)  _________ via (swallow, snort, needle) ______________ 

The last time I used was   ________ and I took (qty)  _________________ over a period of time of _________________. 

In general, I use the drug     Most of waking hours   DAILY    4/5X a Week    2/3X a week    1X week    < 1x week 

In terms of opiates, my partner (spouse, fiancé, boyfriend, girlfriend, etc if none then closest family member/friend) usually takes:  

  A lot more than me       somewhat more than me         about the same as me        Less than me       A lot less than me 

In terms of using opiates/opioids, most of the time my partner tells me:  I am dependant and need help             Sometimes I 
smoke/take  too much  but I do not need professional help   My smoking/THC use is normal & not problematic     I should 
relax, quit worrying about it and use more 
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       If you have a primary drug of choice other than alcohol, THC products, or opiates/opioids, please 
      use the form below to specify the substance and your frequency of use.   

    If there are any other substances you have used in the past six months for the primary purpose of altering your state of mind, regardless 
        of legal status, or if prescription or over the counter, please list them here along with  how many times used in the past six months.    
       _____________________________________________________________________________________________________________ 
      _____________________________________________________________________________________________________________ 
      

 NICOTINE:  Please select which of the following nicotine products you currently use (This is for profile information only. 
    LifeSwitch does not currently offer a smoking cessation program).   
 Cigarettes _____ Pks/ Day      Cigars _____ per day     Pipe ___bowls/ day    Chew Tobacco _____ wads/ day 

   Snuff/Dip _____ cans/ day     SNUS/Pouches    Vape-  Usage is  low  med   High      Other ___________  

COEXISTING (COMORBID) CONDITIONS 

SIGNATURE BOX

Currently, my drug of choice is 

The last time I used it was   ________ and I took (qty)  _________________ over a period of time of _________________. 

In general, I use this substance     Most of waking hours   DAILY    4/5X a Week    2/3X a week    1X week   
          1-2x month       3-5x month     1-2x month 

When I use it my preferred method of intake is, my preferred substance is:     1.  __________________   2.  ___________________ 

This habit started approximately ______ yr(s) and ______ mo(s) ago.   

Over time, my use has (gotten less, stayed the same or increased) until now ______________________________________ 

Comments:  __________________________________________________________________________________________ 

List any previous treatment for Substance Use Disorders 
1. Instigating Event  _____________________ Provider ________________________ Length _______  Dates ________________
2. Instigating Event  _____________________ Provider ________________________ Length _______  Dates ________________
3. Instigating Event  _____________________ Provider ________________________ Length _______  Dates ________________

Many times, alcohol and drug abuse are tied to other mental conditions and disorders.  It is important to identify these and discuss 
in detail so that we make sure we are addressing any underlying issues.   Please check any of the conditions below that have existed 
in the past six months.   

  Anxiety     Panic Attacks     Low self esteem     Depression     Suicidal thoughts      Sleep Issues 

Have you ever been diagnosed by a Psychiatrist or mental health professional with any mental condition or 
disorder?      Yes       No   

If “YES” please list disorder/condition and approximate date the diagnosis was made 
____________________________________________________________________________________________ 
____________________________________________________________________________________________

By signing below I attest to the accuracy of the information contained herein and understand that lack of honesty and transparency 
about my life and alcohol and drug use reduce the chance of my recovery.  I further understand that the information contained on 
this form is highly confidential and that without my written permission cannot be shared with anyone outside of my counselor and 
limited staff members of LifeSwitch on an as needed basis.     

              Client is under the age of 18  
 _____________________________              ________________________________ 

 Parent/Guardian Name (Please Print)         Client Name (Please PRINT)             

___________________________     _____________                 ________________________________       ______________       
Client Signature                                     Date               Parent/Guardian Signature                              Date 
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electronic signature line*

*I, agree and understand that the electronic signature above is the legal equivalent of my manual/handwritten signature and by
executing it I consent to be legally bound by the stipulations as written (__________ <---- please initial).

electronic signature line*



PERSONAL OVERVIEW

The following questions are at the heart of what you will discuss with your counselor during sessions.  Providing this 
overview now allows your counselor to get a head start on what you are currently going through, the emotional pain you 
are experiencing and the current challenges and obstacles that are in the way of being free of your addiction.  You may 
not want to complete this right now; you may prefer to share only in the privacy of your counseling sessions.  There might 
be a privacy concern at home or describing these sensitive issues is too painful to do by yourself.  It is completely your 
decision.  You can complete it, submit what is comfortable to share or leave it blank.  

In terms of alcohol and drug use, how long have they been negatively affecting your life?   _____ yr(s)  ______mo(s) 

Please describe how the use of alcohol and drugs has affected the following areas:  

 Relationships (Marriage/Intimate)     ____

 Relationships (Children)

 Relationships (Other Family)     ____

 Relationships (Friends)

 Career/Work

 Finances

 Health

 Legal/Criminal

 Other Areas

If you had never used alcohol or drugs, how do you think your life would be different today? 
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If I had to choose a “Spiritual Status” I would say I am   
 Atheist  (I do not believe in God)    
      Agnostic (not sure if God exists
  Spiritual with uncertainty (believe something is out there but I have no real  relationship with it  
 Very connected Spiritually with “God” but without any significant religious dogma   
  I am religious under the affiliation selected below but a lot of the time I feel like I am missing 

      appropriate Spirituality     
 I am Religious and have strong Spirituality through my affiliation as indicated below 

  Christian    Islam     Jewish    Hinduism      Buddhism         Other ____________ 
I attend church      At least weekly       1-2X a month          once every couple of months      A few times a year 

     COMMENTS ________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

 Using the guide below, please answer how these areas of your life are today 

(1) It couldn’t be worse    (2)  Bad but not hopeless    (3) okay but needs improvement     (4) really good but not perfect    (5) It’s Awesome! 

Overall Happiness           N/A     1      2      3            4     5 

Hope for a Bright Future     N/A     1      2      3            4     5 

Spiritual Life             N/A     1      2      3            4     5 

Relationship with God        N/A      1          2      3          4     5 

Marriage          N/A     1      2      3            4     5 
OR 
Intimate Relationship    N/A     1      2      3            4     5 

Relationship with My Children           N/A      1          2      3          4     5 

Relationship with spouse’s Children       N/A      1      2      3            4     5 

Relationships with Friends            N/A     1      2      3            4     5 

Relationship with my Parents             N/A      1      2      3            4     5 

Relationship with my sibling(s)         N/A    1    2      3     4     5 

Relationship with Co-workers              N/A     1      2      3            4     5 

Career/Work  Situation         N/A      1          2      3          4     5 

Financial Situation         N/A    1          2      3          4     5 

Health          N/A         1          2      3          4     5 

 

 

7 | Page



Describe how your life would improve if you were to be free from drugs and alcohol for the next 12 months.  What 
would change?  How would you feel?  Be specific!   ____________________________________________________ 

If you have gotten to here, good work!  I know it was exhausting.  Take this last section below to tell me anything you 
feel like you haven’t gotten out yet.  Anything at all whether related to your alcohol or drug use or not.  Problems, 
challenges and fears?  Your greatest hope?   
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electronic signature line*

*I, agree and understand that the electronic signature above is the legal equivalent of my manual/handwritten signature and by executing 
it I consent to be legally bound by the stipulations as written (__________ <---- please initial).   
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420 Dividend Drive 
Peachtree City, GA 30269 
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electronic signature*

*I, agree and understand that the electronic signature above is the legal equivalent of my manual/handwritten 
signature and by executing it I consent to be legally bound by the stipulations as written (__________ <---- please 
initial).   



2023 2023 

420 Dividend Dr., Suite C 
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*I, agree and understand that the electronic signature above is the legal equivalent of my manual/handwritten signature 
and by executing it I consent to be legally bound by the stipulations as written (__________ <---- please initial).   

*
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420 Dividend Dr., Suite C 
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*I, agree and understand that the electronic signature above is the legal equivalent of my manual/handwritten signature and by 
executing it I consent to be legally bound by the stipulations as written (__________ <---- please initial).   

*
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