ADULT PERSONAL HISTORY FORM
Name: ________________________________________    Birth Date: _____________   Phone:________________________
            Last                        First                   Middle            email address:_________________________________
Emergency Contact:________________________________________________________________________________________

                                                 Name/Relationship/Phone #

Reasons for seeking treatment: (include signs and symptoms)_______________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What goals would you like to work on in therapy:________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________ FAMILY INFORMATION:  
	Family 

Member
	Name
	Gender
	Age
	Quality of
Relationship
	Live with you?
Yes/NO/
Deceased/Date

	Spouse/

Significant Other
	
	
	
	
	

	Children
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Father
	
	
	
	
	

	Mother
	
	
	
	
	

	Step-Father
	
	
	
	
	

	Step-Mother
	
	
	
	
	

	Brothers/Sisters
(indicate if step or 

half) 
	
	
	
	
	


Name: ___________________________
Children not listed or not living with you: _______________________________________________________________
Were you adopted?  {  }  Yes  {  }  No   Where were you born? ______________________________________________

Where were you raised?______________________________________________________________________________

Were your parents divorced or separated?  {  }  Yes  {  }  No  If Yes please explain (date) how were you 

 
affected:__________________________________________________________________________________________

  
_________________________________________________________________________________________________

ISSUES THAT AFFECTED YOUR DEVELOPMENT
Are you NOW or have you EVER experienced thoughts of  harming  yourself ?  {  } Yes   {  }  No  If YES, please explain:___________________________________________________________________________________________
Do you have a history of suicidal attempts?  {  } Yes  {  }  No  If YES, please explain:__________________________

__________________________________________________________________________________________
Are you NOW or have you EVER experienced thoughts or had actions of harming another person?   {  } Yes   {  }  No   If YES, please explain:_________________________________________________________________________________
Are you NOW or have you EVER experienced neglect, physical/sexual/emotional  abuse and/or exploitation?  {  } Yes   
{  }  No   If YES or you are unsure, please explain:_______________________________________________________
________________________________________________________________________________________________

Was it reported to authorities (explain):________________________________________________________________

ADULT MARITAL HISTORY
          Your Current Marital Status:  {  } Single  {  } Married  {  }  Divorced  {  } Separated  {  }  Widowed  {  }  Other
           Check the best description of your relationship with your spouse or significant other:

                      {  }  Excellent   {  }  Good   {  }  Fair   {  }  Poor
SOCIAL INFORMATION
          
Social time is usually spent:  {  }  Alone   {  }  Immediate Family   {  }  Peers  Please describe:______________
          
__________________________________________________________________________________________________
          
Do you isolate yourself from other people?_______________________________________________________

Do you have any concerns regarding:

              {  }  Peer relationships          {  }  Marital/ Significant other          {  } Social Support Networks

              {  }  Hobbies/ Interests          {  }  Relationship with your children {  }Custody issues  {  } Sexual issues

              Please explain:  ___________________________________________________________________________

 
Describe your main strengths and abilities:  ______________________________________________________

                                                                                                                         Name:_____________________________
LEISURE/RECREATIONAL
Please list hobbies/ leisure time activities/ interests:  __________________________________________________________________________________________

 
__________________________________________________________________________________________ 
 
Has your level of activity changed?       {  } Yes    {  }  No 

              If yes, please explain: _______________________________________________________________________

EDUCATION
         {  } Did not graduate High School         (  ) High School Diploma         {  } GED

         {  } Some college           {  }  College Degree (major)________________ {  } Graduate Degree (field)_________
         {  } Vocational training (please explain): __________________________________________________________

         Are you satisfied with your education level?     {  } Yes     {  }  No

              If no, please describe: ______________________________________________________________________

         Do you have any behavioral or learning issues?     {  } Yes     {  }  No

              If yes please explain: _______________________________________________________________________

EMPLOYMENT/VOCATIONAL INFORMATION
        {  }  Employed         {  }  Employed & Student         {  } Student         {  }  Unemployed          {  } Homemaker
         Are you satisfied in your current job?     {  } Yes      {  }  No   Please Explain:   ______________________________________________________________________________________________
         
Special circumstances (Laid off, medical leave, suspended, retired etc):  ____________________________

What are your primary means of support?_______________________________________________________
          
Are you experiencing any financial difficulties?  {  } Yes      {  } No 

            If yes, please explain: _ ____________________________________________________________________

PHYSICAL HEALTH
Height____________     Weight_____________    
 
Describe your current general health:

             {  } Excellent         {  } Very good         {  } Good         {  }  Fair         {  } Poor         {  } Very poor

         
Are you feeling any physical pain at this time?     {  } Yes     {  }  No

If yes, please explain (location, severity (see below), date of onset, treatment): __________________________ __________________________________________________________________________________________ Pain Rating Scale: 
(Circle One) _______________________________________________________________
                      0        1         2        3         4          5         6            7              8              9          10

                No Pain            Mild         Moderate       Severe    Very Severe            Worst Possible Pain
Date last seen by your physician: _______________  Reason for last visit:______________________________
         
Physician:  ________________________________________________________________________________

                                                               Name                                                                          Phone Number
Name: _______________________________
Family history of medical and or emotional problems: Please describe:_________________________________
__________________________________________________________________________________________
Describe any surgeries, serious accidents, or hospital admissions:__________________________________________________________________________________________________________________________________________________________________________
Are you allergic to any medications or foods?  {  }  Yes   {  }  No   If yes what medications are you allergic to:____________________________________________________________________________________

MEDICATION HISTORY
Please list all medications that you are now taking.  Also, please list all supplements, herbal remedies, and other over the counter medications that you may be taking.
Name of Medication                       Dosage              Frequency     Reason for Using             Prescribed by
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list all medications that you have previously taken: ___________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
NUTRITIONAL SCREENING
         Have you gained or lost 10 lbs or more in the last 60 days?  (  ) Yes   (  ) No

              If yes, how much and possible reasons?  ________________________________________________________

         Do you have any diet or nutritional concerns?   {  } Yes     {  }  No

              If yes, please explain: _______________________________________________________________________

         Any current dental problems? {  }  Yes      {  } No

              If yes, please list: __________________________________________________________________________

         Have you ever binged or purged?    {  }Yes      {  }  No

              If yes, please indicate duration and frequency:  ___________________________________________________

         Any recent decrease in food intake and/or appetite? {    } Yes   {   } No
              If so, please describe: _______________________________________________________________________

Name: ___________________________

SUBSTANCE USE:
	Substance
	Method of Use
	Age of 

First use
	Age of 

Regular

 Use
	Age of 

Last use
	Use in 

Last 48 

Hours
	Use in 

Last 30

days
	Amount

Used

	Alcohol
	
	
	
	
	
	
	

	Barbiturates

(Floricet, Donnatal, Amytal,

Nembutal,etc)
	
	
	
	
	
	
	

	Benzodiazepines

(Xanax, Klonopin, etc) 
	
	
	
	
	
	
	

	Cocaine/Crack

method of use:_______
	
	
	
	
	
	
	

	Methamphetamines
	
	
	
	
	
	
	

	Opiates
(Vicodin, Oxycontin, 

Heroin, etc.)
	
	
	
	
	
	
	

	Marijuana
	
	
	
	
	
	
	

	Hallucinogens

(PCP,LSD, Mescaline, etc.)
	
	
	
	
	
	
	

	Inhalants
	
	
	
	
	
	
	

	Caffeine
	
	
	
	
	
	
	

	Other:
	
	
	
	
	
	
	


         
Substance preference: 1) ___________________________________ 2) ________________________________

         
Describe any changes in your use pattern?  _______________________________________________________

         
Who in your family (present/past) has had a problem w/drugs or alcohol? ______________________________ 

         
Have you ever felt guilty about your drinking and/or drug use?  ______________________________________ 

         
Do you have increased tolerance with drugs or alcohol? Describe:_____________________________________
         
Describe where you typically use:  _____________________________________________________________

         
Describe any changes in your use patterns:  ______________________________________________________
         
Do you use to build confidence? _______________________________________________________________
What is your perception of your use? ___________________________________________________________   Described who or what has helped you: _________________________________________________________
         
Have you ever had withdrawal symptoms?  ______________________________________________________

         
Does your temperament change when you drink? __________________________________________________

         
Have you ever overdosed? {  }Yes    {  } No   If yes, please describe: __________________________________

         
__________________________________________________________________________________________
         
Have you experienced any health problems related to your alcohol or drug use? _________________________

         
Have you experienced blackouts?  {  }  Yes  {  }  No  if yes describe:__________________________________         

         
Longest length of sobriety: ___________________________________________________________________

Name: ___________________________

COUNSELING/PRIOR TREATMENT HISTORY
         
Have you had psychotherapy/counseling before?   {  } Yes     {  }  No

         
If yes, inpatient or outpatient?_________________________________________________________________

              If yes, for inpatient, name of facility? __________________________________________________________

              Address: _________________________________________________________________________________

              Length of stay: _____________________________ Number of admissions: __________

         
If yes for outpatient, name of facility:___________________________________________________________
              Address: _________________________________________________________________________________

              Name of therapist: _________________________________________________________________________
  Identify when you were in treatment and for what reason: __________________________________________

         
__________________________________________________________________________________________

         
Why did you stop?  _________________________________________________________________________

         
Have you ever attended an AA or NA group?  {  } Yes    {  } No        If yes, for how long? _________________
         
Have you attended any other support group?    {  } Yes    {  }No       If yes, which one? ___________________

LEGAL INFORMATION
         
Are you currently facing any charges?   {  } Yes     {  }  No

              If, yes, what for? __________________________________________________________________________
         
Have you ever been arrested?     {  } Yes      {  } No

              If, yes, what for?___________________________________________________________________________

              Was your alcohol or drug use a contributing factor to your arrest?       FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

	Date
	Charge
	Disposition
	Substance Abuse Related

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


             Are you currently on probation/parole?      {  } Yes      {  }  No    If, yes, what court?  __________________
MILITARY SERVICE        
 Have you ever served time in the armed forces?     {  } Yes      {  }  No

         
 What Branch? ________Enlistment Date: ___________  Discharge Date: __________  Rank: ____________________      

         
Combat experience?     {  } Yes      {  }  No  If yes, where and when? _________________________________________
SPIRITUAL/RELIGIOUS BACKGROUND
         
Were you raised in a home that practiced the above religion? {  } Yes {  } No  if yes, which religion_________
         
How important are your religious or spiritual beliefs?

        
{  } Very Important         {  } Somewhat Important         {  } Not Important

         
Do you consider yourself a spiritual person? {  } Yes   {  } No

            Do you practice a formal religion now {  }  Yes  {  }  No  if, yes what religion?__________________________
Name: _________________________
CULTURAL/ETHNIC BACKGROUND
        
{  }African-American    {  }Caucasian     {  }Native American          {  }Hispanic         {  }Asian-American

       
{  }Other: _______________________________________________

         
Would you like to talk to your therapist regarding any racial/cultural issues? {  } Yes   {  } No

         
Ethnicity of your parents? Please explain:________________________________________________________
    
Do you identify with this group or another?   Please explain:  ________________________________________

         ___________________________________________________________________________________________
Any other information you would like to add:_____________________________________________________

__________________________________________________________________________________________

_____________________________________________________________________________

PLEASE REVIEW THIS FORM AND ENSURE THAT YOU HAVE COMPLETED ALL QUESTIONS OR INDICATED “N/A” IF NOT APPLICABLE.  I ATTEST THAT I HAVE DISCUSSED ANY QUESTIONS WITH MY THERAPIST REGARDING THIS FORM.
______________________________________                                   _________________
                      Signature of Patient/Legal Guardian                                                                                Date

I  HAVE REVIEWED THIS QUESTIONNAIRE WITH THE PATIENT/INFORMANT.
____________________________________________                                          ____________________
Signature of Clinician/Credentials                                                                                      Date  
