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Comprehensive Adult Questionnaire

Name: Date:

Presenting Problem

What arethe main problems or symptoms that caused you to seek help now?

Describeany stresses inyour lifethat may have contributed to the problem:

Describethe history of the problem from its onset until now:

Have you had a similarprobleminthe past? _ Yes _ No Ifso, pleasedescribethe episodes and the dates they
occurred.

Were you treated for this problem? __Yes _ No Ifso, pleasedescribethe treatment you received.

Has this problem caused you to experience any decrease inyour ability tofunctionin the followingareas?Ifso,
pleasedescribe:

School performance:

Work performance:

Relationship with spouse/significant other:

Functioningas a parent:

Social life:

Ability to manage chores athome:
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Medical History
Please list all medications you are currently taking:

Prescription Medication Dose Start Date (MMYY)

Please listany health problems:

Mental Health History:
Please list any Psychiatrist/Psychologist/Therapist you have seen previously:

Name Dates Seen Reason Medications Prescribed

Have you everattemptedsuicide? _ Yes__No If yes, please describe the nature of the eventand the
date(s) of occurrence.

Please listany blood relatives who have any history of mental or emotional problems (e.g. depression,
manicdepression, alcoholism, drug abuse, suicide, schizophrenia, anxiety problems, eating disorders,
Attention Deficit Disorder, etc.)

Relative Problem
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Substance Use:

Do you use any of the following?

Substance Yes No Amount Frequency: Daily Weekly Date lastused
Tobacco

Caffeine

Alcohol
Marijuana
Cocaine .
Amphetamines__
LSD

Heroin
PainKillers

IV Drug Use

Have you everfeltthat you were abusingdrugs or alcohol? _ Yes No |Ifso, please describe:

When Nature of the Problem.

Have youtriedto stopdrinking? _ Yes __ No Ifyes, whatwas the outcome?

Have you everattended AA? _ Past _ Current Ifyes,doyouhave a sponsorand how oftendo you
attend meetings?

Have you everattended NA? _ Past__ Currentlf yes, doyou have a sponsorand how often doyou
attend meetings?

Family/Social History

Where were you born and raised?

Please listyoursiblings and their current ages:
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Are you close toyour siblings?

How would you describe yourrelationship with your father?

How would you describe yourrelationship with your mother?

Describe yourchildhood:

Were your parentsdivorced? __Yes __ No If yes, how old were you?

Withwhomdidyou live afterthe divorce?

Didyour motherremarry? __Yes __ No Didyourfatherremarry? __ Yes _ No
What was your relationship like with the stepparent(s)?
Were you eversubjected toanytype of abuse (emotional, physical, sexual)? __ Yes No

Ifyes, please describe the events and ages the abuse occurred.

Have you losta close family memberorfriend? __Yes _ No

Who? When?

Educational History
Didyou complete highschool? __Yes __ No

What kind of grades did you receive in school?

How did you get along with your peers?

How didyou get along with yourteachers?

Didyou attendcollege? _ Yes _ No

Where?

Degree?
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Occupational History

Areyou currentlyworking? _ Yes __ No
What is your occupation?

1701 Gateway Blvd.E. Ste.385
Richardson, TX 75080

What isyour current position?

Where do you work? How long have you beenthere?

Are you satisfied withyourjob? _ Yes__ No Ifno, explain:

Describe any current job stresses you may be experiencing:

How well doyou getalong with your co-workers?

How well doyou getalongwith your supervisors?

List yourlasttwo jobsand how longyou worked there:

Relationship History

Areyou currently _ Single _ Married __ Divorced __ Widowed __ Living Together

How long?

What is your sexual orientation?

Describe yourrelationship with your spouse orsignificant other:

List any stresses or problemsinyourrelationship:

If married, whatis your spouse’s occupation?

Have you been married before (orinalong-term committed relationship)? _ Yes_ No

How many times? How long did these relationships last?

Please describethe reason forthe break-up ordivorce:

If you have children, what are theirnames and ages?

Describe any problems you may be experiencing with your children:
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Spirituality

What isyour religious preference?

How often doyou attend religious services?

Other Information

Any hobbies?

Where?

Is there any otherimportantinformation aboutyou that has not been covered, whichyoufeelthe

therapist should know?

***please complete the attached symptom checklist***
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Symptom Checklist

Checkall that apply. Thencircle itemsthatare especially bothersome to you.

Recent Past

1. Please checkany ofthe following which may have been particularly stressful toyou:
_______ Jobrelatedstress
___ Marital conflict
____ Deathorlossoflovedone
________Moveto a new place and losing contact with friends or family
________ Conflictwithchildren
_______ Childrenwith behavior problems
_______ Conflictwith parents orextended family
_____ Feelingstressdue torecallingmemories of traumaor stressin my life
______ Familymemberwithanalcohol ordrug problem
_______ Beingabusedbysomeone
_____ Financial pressure
2. Anyof the following symptoms for most of the day, nearly every day, for periods longerthan
several daysata time:
____ Depressedorsad mood
_____ Lossofinterestorpleasureinthings|’'mnormallyinterestedin
______ Difficultyfallingasleep
_______ Difficulty staying asleep or waking up too early (Average number of hoursyou are

sleeping pernight? )
______ Sleepingtoomuch
______Increased appetite/weightgain (lbs. )
_______ Decreasedappetite/weightloss(lbs. )

______ Fatigue/Poorenergylevel
_____ Decreased activity (work, social, physical, sexual)
________Poorconcentration orslowed thinking
_______ Thoughtsof suicide
_____ Excessive feelings of guiltorworthlessness
_______ Decreasedsexdrive orinterest
3. Anyof the following symptoms, more days than not, for months at a time:
____ Excessive anxiety orworry for no good reason
_______ Trembling, twitching orfeeling “shaky”
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Recent Past

____ Muscle tension or muscle aches

____ Easilyfatigued

_____ Dry mouth

_____ Dizzinessorlightheadedness

_______ Nausea, diarrheaorotherstomach problems

_______Frequenturination

_______ Feelingkeyeduporonedge

__lrritability

_______Troublefallingorstayingasleep
4. Panicattacks (any period of extreme, increased anxiety lasting from afew minutes up to several

hours) with any of the following symptoms:

______ Panicattacks/anxietyattacks

______ Persistentworry that! will have a panicattack

_______ Heartpoundingorracing heart

_______ Tremblingorshaking

_______ Sweating

_____ Choking

____ Nauseaor stomach problems

_______ Feelingsofunreality

___ Numbnessortingling sensations

______ Feelingof smothering orshortness of breathe

_______ Fearofdying

_____ Fearof goingcrazy or doingsomething uncontrolled

_______ Chestpainor discomfort

____ Dizziness, unsteady feelings or faintness

_______ Flushes, hotflashes or chills

_______Avoidingsituations or places that may cause panicor severe anxiety
5. Anyof the following symptoms for most of the day, nearly every day, formore than four days at

atime:

_____ Euphoricor “high” mood

______lrritable mood

_____ Decreasedneedforsleep without feelingtired

________Increasedenergy level

______ Increased activity (work, social, physical, sexual

) Thoughtsspeededuporracing thoughts

________Increasedtalkativeness or being much more socially outgoing
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Recent Past

___ Making decisionstooimpulsively
________Goingon spendingsprees

6. Checkany of the followingrelatingto youralcohol ordrug use:
_____ l'vefeltalcohol ordrugs were causing aproblemforme
_______l'havefeltguilty about my use
________Othershave annoyed me about my use
_______lhavehad a desire (or made unsuccessful efforts) to cut down or control my use
__ I'vetriedunsuccessfully to control my use
______I'veusedalcohol or drugs more oftenorinlargeramountsthan | intended
______ I'vehadtoincrease my use of alcohol or drugs to get the desired effect
_______I'vehad problems with withdrawal (shakes, nervousness, insomnia, etc.)
____ I’'ve cutdownor stoppedusingalcohol ordrugs
______I'vebeentoameetingof Alcoholics Anonymous or Narcotics Anonymous

7. Anyof the following disturbancesin eating or maintaining normal weight:
________Insistence on maintaining body weight below expected forage and height
_______lfeel“fat” evenwhenothers see me asunderweight
____ Eatingbinges
_______ Feelingoflack of control of eating during eating binges
________Vomitingorusinglaxativesto prevent weight gain
_____ Beingover-concerned about body weightand shape

8. Checkany of the followingthatapply:
______ltendtodothingson impulse which end up being damagingto me or others
I have mood swings (depression, irritability, anger) lasting up to several hours
________lhavetriedto commitsuicide
______lhavemade cuts, burns or otherinjuries to myself without wanting to kill myself
_____ Mpyrelationships always seemto work out wrong
_____ My mood often shifts from being either overconfident to having low self esteem
_______lhaveahard time sympathizing with other’s pain
________loftenfeel othersdonotunderstand me
______ltendtogetveryhurtorangry whenlam criticized orrejected by someone
________ltendtoneedalotof reassurance orapproval from others
________lam veryconcerned about my appearance
_______ Othersoftenexpecttoo much of me

9. Anyof the followingatanytime:
_______Vividvoicesinmyheadthat donot seem like myideas
_______ Feelingthatothers mightbe putting thoughtsin my head
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Recent Past

______ Feelingothers mightbe able toread my thoughts
_______ Othersfeellamtoo suspicious or paranoid
______Feelingothers might be talkingabout me
10. Any of the following problems relatingto a past severe traumaor stress:
________I'have had an experience that was so traumaticthat nearly anyone would have been
seriously stressed by it
______ History of relatives hurting me physically ortouching me in sexual areas
______ Historyof unwanted sexual contact
_______lIhavememoriesordreams of a stressful event that | have trouble putting out of my
head
I sometimes have flashbacks of past events; orl act or feel asthough | am re-livinga
stressful eventfromthe past
_______ltrytoavoidsituations or people thatremind me of a stressful eventinthe past
11. Any of the following obsessions or compulsions:

___ Excessive doubting; orrepeated, forced unreasonable thoughts, images, or soundsthat

| cannot getout of my mind

______Urgestocheckthings, wash things, orcount repeatedly
___ Excessive concernabout cominginto contact with germs or dirt
______ Excessive concernwithright/wrong or morality

___ Excessive need forthingsto be exact or symmetrical

Thank you!
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