BIOPSYCHOSOCIAL ASSESSMENT — ADULT

Today's Date Name
Date of Birth Email Address

Do you need an Interpreter?
Preferred Language OYes [INo

Please complete this form in its entirety. If you wish not to disclose personal information, please check “No Answer” {NA).

PRESENTING PROBLEM

Please describe what brings you in today?
How long have you been experiencing this problem?[JLess than 30 day[11-6 months[ J1-5 yearsD5+ years
Rate the intensity of the problem 1 to 5 (1 being mild and 5 being severe):[J1 0213 04 [15

How is the problem interfering with your day-to-day functioning?
What are your current goals for therapy? If treatment were to be successful, what would be different?

Vs W e

6. Are you currently or in the last 30 days experienced any of the following symptoms? (check all that apply)

DSadness D—Iopeless/Heipless[jMif: plng DFattgue/ 8 Dpoor Memory

Energy
. Thoughts of . Feel
t (] .
DNO Motivation Lack of Interest ing DGunIt ethisss
Prefer Being Irritable/ ) oo Much
n
D Not Hungry (-;;Lne Ry Can’t Sleep ergy
D No Need for Sleep DTaIk Too Fast Impulsive ofi:r:;ltrate S':{ Setsarll ess/lans
.. . : . . Have Speci P
Suspicious D Hearing Things ]Seemg Things Pom?gfs EEE| Wa::kf;l:g Me
People Out to Get . 1 B n‘tbein
Ve DFeelmg Nervous Fearful DPamc Attacks Crowas
Easily Startled DAvoidance Re-occurring Yes No NA
Nightmares D [:] D
7. Do you now or have you ever contemplated SUICIHE?......cciviiniamimnmmmeie 7.
8. Are you a SUNVIVOT O TraUMa?.... et st snssrsssssssassen s ssrmsasn i 8. D D

9. AT YOU PreENANT NOWT c.veieisierrmrmasresreessssaemasssss et sestasscecasscn s ssas s s s sassassssssaasasscnssins 9
1

10.1f yes, when are you due? (day/month/year)
11.Are you at risk for HIV/AIDS/Sexually Transmitted Diseases (unsafe sex, using needles?) 11,[:‘ D D
12. Please list allergies to medications or food:

13. Has your physical health kept you from participating in activities? ..o 13.D D D

For staff use only:
Client Name: Client Number:




TOBACCO Yes No NA
1. Have you ever used any forms of tobacco (cigarettes, snuff, etc.)? IF NO SKIP TO NEXT 1.
SECTION. . oo eeesseeer e eses 523281855055 288588 R RA R s 5100 —
2. Are yYOU @ fOrmMer tODACCO USETZuuururiurismimssssrmssnenssenssscssasenn s hssisss s s sassas s seeses 2.[]
. If yes, what form(s) of tobacco have you used in the past (please check all that apply)
E]tigarettesDCigars[___]SnuffL—_]Chewing Tobacco|_|Snuff| _|Other
7. How many times on an average day do you use tobacco (1-99)?

Cigarettes Cigars Snuff Chewing Tobacco Snuff
5. Have you been involved in a program to help you quit using tobacco in the past 30 5. D D D
21 SRR EERREREE R R R

6. If so, which self-help group was used?

SUBSTANCE USE/ADDICTION PRESENT N NA
1. Would you or someone you know say you are having a problem with alcohol?.......ccccc.. 1.

2. Would you or someone you know say you are having problems with pills or illegal 2.

BPUES . ecvenesesesssesensseessscbsasssaseRR R A AR SRR RS R R

gambling, POrnOgraphy or ShOPPING?......cowwuuururinriismsssrssssrissens st sis st s s
4. Have you ever been to a self-help Broup?.... s 4,

3. Would you or someone you know say you are having problems with other addictions, ie. 3_[:] D l

SUBSTANCE USE/ADDICTION PAST 3 N !Aj
1. Would you or someone you know say you had a problem with alcohol?.c i esnecees 1.

2. Would you or someone you know say you had problems with pills or illegal drugs?.......... 2. :

3. Would you or someone you know say you had problems with other addictions, fe. 3.

gambling, pornography or SNOPPING?. .t

4, Is there a family history of addiction in your family? .. s 4, D D D

5. If yes, please describe:

PERSONAL, FAMILY AND RELATIONSHIPS Yes No NA
1. Who is in your family? (parents, brothers, sisters, children, etc.) _
2. Has there been any significant person or family member enter or leave your life in the 2. D D
JBST 90 BBYS?.ouverrereraesescscaeereeerosrasasaessasasssssa st sh s et s b e AR ST Rs A SE L SS R S R

i C Str | Distant Other
3. How are the relationships in your family?....eeininnn ﬁ Ej m _L‘_Jj ﬁju ﬁ
4. How are the relationships in your support system (friends, I
extended family, et.?)......... exawmasnansleiensuns enarassnmeiinsn ST HETERENS RS D I__—_l I:] j D D

ct e Stress Loss (‘)__[ﬁr
5. Are there any problems in your family now? (check all that apply)-cereerenne
6. Were there any problems with your family in the past? (check all that l: D [ D
BNV uneeeeesernesecreesseeessoesness esaneses o 4s 44 4k R AR R R SRS SRR S —
7. Are there any problems in your support system now? (check all that D D D D D
BIPIY ) crmrereeneeme e eerse e snn it R R R SRR R SRR R R
8. Were there any problems with your support system in the past? (check D D D [:I D
all that apply)... eensbwen ormane TR RIS
9. What is your marital status now?[JSingle [ Married [}iving as Married []Divorced
[Iwidowed [ Never Married
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10. Have you ever had problems with marriage/relationships?......ccooveeenes

11. I yes, please check why{ Jstress[ JConflict[_JLoss[ ]Divorced/Separation

[Trrust Issues]_JOther,

12. Do you have any close frIEnds? . s
13. Do you have problems with friendships?. ..
14. Do you get along well with others (neighbors, co-workers, etc.)?..ceeen.

15. What do you like to do for fun?

......................... 12
......................... 13
......................... 14

EDUCATION
1. What is the highest grad you completed in school? (please check)

Yes No NA

[CINo Education[JK-5["16-8[19-12[JGED[[College Degree[ JMasters Degree

2. Would you describe your school experience as positive or negative?

3. Are you currently in school or a training Program?......emesescimecnscns

LEGAL

. If yes, how many times?

......................... 0] O

. Have you ever been arrested? IF NO SKIP TO NEXT SECT TON . cosivnomasnsann

o N THE PAST MONTN T ceeeeiiuimisnasr sttt b e essr b st et sassde e  e 2

No NA

. If yes, how many times?

1N the PAST YEAIZ . cicimncinr e eie ettt et

......................... 100 O

. If yes, what were you arrested for?

. What was the name of your attorney?

. Were you ever sentenced for a crime?...

W N s WN

. If yes, number of prison sentences served?

........ s [

10. What year(s) did this occur?

11. Are you currently or have you ever been on probation or parole?...........

12. If yes, what is the name of your attorney or probation officer?

......................... 0] [

WORK
1. What is your work history like? [JGood[JPoor [ ISporadic[JOther
2. How long do you normally keep a job?[Weeks[JMonths[Jvears

R VTR TT R T=1uT2=1s I OO SN

4. If yes, what kind of work do you do/did you do in the past?

Yes No NA

......................... =[] [

5. Have you ever served in the military?. ..o

6. If yes, are you[_JActive [ Retired [JOther

MEDICAL

1. Current Primary Care Physician:

......................... .11 []

Phone

2. Past and Current Medical/Surgical Problems:

3. Past and Current Medications and Dosages:

4. Have you seen a Mental Health Professional Before? Yes DNO
5. If yes, Name, When, and Reason for Changing:

6. Current Psychiatrist/APRN, if applicable:

7. Is there anything else you would like me to know about you?
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