[bookmark: _GoBack]Serenity Family Counseling Services

Client Social Summary

Your candid and complete observations of yourself or your child will best help your therapist to assist you with your concerns. All responses are held in the strictest confidence, and will not be shared with anyone without your expressed written consent. 

Client Name: __________________________________________________   Date: __________________

Date of Birth: _____________________________ Social Security Number: ________________________

Family Information

Name                                                          Age              Relationship              Occupation/Education Level     
________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________
                                          
Others in Home:
________________________________________________________________________________________________________

________________________________________________________________________________________________________

What are presently your main problems? ______________________________________________________________________

________________________________________________________________________________________________________

[bookmark: Check1][bookmark: Check2][bookmark: Check3]How would you describe your problem(s)?     |_| Mild            |_| Moderate     |_|Severe

[bookmark: Check4][bookmark: Check5]When were these problems the worse?    |_|More than 2 years ago        |_| Within the last year
[bookmark: Check6]|_|Within the last month

What problems are you hoping to solve as a result of counseling? __________________________________________________

________________________________________________________________________________________________________
[bookmark: Check7][bookmark: Check8]Are any of your issues of a legal nature, court-related?       |_| Yes |_|No
Check any of the following that describe you:
[bookmark: Check9][bookmark: Check15][bookmark: Check16][bookmark: Check17][bookmark: Check18]|_|Angry                               |_|Guilty                         |_| Unhappy             |_| Annoyed           |_| Jealous
[bookmark: Check10][bookmark: Check19][bookmark: Check20][bookmark: Check21]|_|Optimistic                       |_|Happy                        |_|Bored                    |_| Sad
[bookmark: Check11][bookmark: Check22][bookmark: Check23][bookmark: Check24][bookmark: Check25]|_|Envious                           |_|Energetic                   |_| Restless               |_| Fearful               |_|Regretful
[bookmark: Check12][bookmark: Check26][bookmark: Check27][bookmark: Check28][bookmark: Check29]|_|Lonely                             |_| Tense                        |_| Helpless               |_|Anxious              |_| Hopeless
[bookmark: Check13][bookmark: Check30][bookmark: Check31][bookmark: Check33]|_|Content                          |_| Depressed                |_| Relaxed                |_| Hopeful
[bookmark: Check14]|_|Excited                   Other: _______________________________________
Check any of the following that apply to you (within the last two weeks):
__Overeating/Loss of appetite            __Suicidal thoughts/attempt                __Physically abused
__Taking drugs                                       __Headaches                                            __Sexually abused
__Addiction problems                          __Sleep problems                                    __ Outbursts of temper
__Drink too much                                 __ Seizures                                                __Nervous ticks
__Uncontrollable Crying                      __ Work too hard                                    __ Worried or anxious
__Concentration difficulties               __Aggressive behavior                            __Procrastination
__Can’t keep a job                                __ Memory problems                              __ Loss of control
__Unmotivated                                      __Hearing voices                                      __Unmanageable fears
__Seeing images                                    __ Feeling unsociable                              __ Other: ____________________

Please complete the following:
If I told you what I was feeling right now, it would be: ____________________________________________
One of the things I feel proud of is: ___________________________________________________________
One of the things I feel guilty about is: __________________________________________________________
I am happiest when: _______________________________________________________________________
One of the things that saddens me most is: _______________________________________________________
I get very angry when: _____________________________________________________________________
[bookmark: Check61][bookmark: Check62][bookmark: Check63][bookmark: Check64]Relationship with your children: |_|Good              |_| Fair                |_| Poor              |_|Very Poor
Comments: _____________________________________________________________________________
[bookmark: Check65][bookmark: Check66][bookmark: Check67][bookmark: Check68]Relationship with your spouse/partner: |_|Good            |_|Fair           |_|Poor               |_|Very Poor
Comments: _____________________________________________________________________________
[bookmark: Check69][bookmark: Check70]Are your parents currently living together? |_|Yes    |_|No     If not why? _______________________________
________________________________________________________________________________________
[bookmark: Check71][bookmark: Check72][bookmark: Check73][bookmark: Check74]Relationship with siblings: |_| Good             |_|Fair              |_|Poor               |_|Very Poor
Comments: ________________________________________________________________________________________________________
Treatment History:
Name of Physician: _______________________________   Phone Number: ______________________________
Address: _________________________________________________________________________________
Date of last examination: ____________________________________

Health Problem                                                     Hospitalized                                                                     Length/Year
________________________________________________________________________________________________________
___________________________________________________________________________________________________
_____________________________________________________________________________________________________
[bookmark: Check75][bookmark: Check76]Have you ever attempted suicide or purposely tried to harm yourself?    |_|Yes    |_|No
How and when? ______________________________________________________________________________________
[bookmark: Check77][bookmark: Check78]Was this treated medically?    |_|Yes      |_|No
If yes, indicate the name and telephone number of the doctor: __________________________________________
[bookmark: Check79][bookmark: Check80]Have you ever received counseling, psychiatric, or substance abuse treatment?     |_|Yes        |_|No
When? ______________________    By whom, and where? ________________________________________
Reason and Results: ___________________________________________________________________________________
___________________________________________________________________________________________________
                                        (Please use the back of this form to list additional treatment services)

Have you ever attended psycho-educational self-help groups (i.e., AA, NA, OA, PA, STEP, PET, etc.)?
[bookmark: Check81][bookmark: Check82]|_|Yes              |_| No               When? ____________________________ Type: ______________________________

[bookmark: Check83][bookmark: Check84]Are you presently working with any other agency or health care provider?        |_|Yes     |_| No
If so, Please identify/ explain: _____________________________________________________________________________
__________________________________________________________________________________________________

[bookmark: Check85][bookmark: Check86]Have there been incidents of overdose, withdrawal, or adverse reactions to non-prescription drugs or alcohol (include self or other members of family)?     |_|Yes     |_| No                  If yes, Describe: _______________________
_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

[bookmark: Check87][bookmark: Check88]Are you currently on medication        |_| Yes    |_| No       If yes, what medication? ________________________
[bookmark: Check89][bookmark: Check90][bookmark: Check91][bookmark: Check92]Current health status:          |_| Poor                 |_|Fair                |_| Average              |_|  Excellent
Are there any health issues related to your decision to seek counseling? __________________________________
_______________________________________________________________________________________
[bookmark: Check93][bookmark: Check94]Are you currently receiving medical care?          |_| Yes             |_| No
Explain: ____________________________________________________________________________________________
Substance Use/Abuse:
Alcohol used? ______________ Frequency: ____________________Number of days in the last 30_____________
Age of first use: _______     Approximate date most recently used: ________________________________
Specify other drugs used: ___________________________________________
Substance of preference: ___________________________________________
 Substance used in the last 48 hours (include prescription and non-prescription drugs): _________________________________
___________________________________________________________________________________________________
Do you feel you have a drinking problem? ______________    Other drug use problem? ____________________
Does your family feel you have a drinking problem? _______ Other drug use problem? ___________________
[bookmark: Check95][bookmark: Check96]Is there a history of substance abuse in your family?          |_| Yes             |_|No 
If yes, explain: _________________________________________________________________________________________
[bookmark: Check97][bookmark: Check98] Have you ever received previous or current substance abuse services?  |_| Yes       |_|No                                If yes:

Type of service                                                     Agency                                                                         When
________________________________________________________________________________________
________________________________________________________________________________________
General Issues 
Please place a check next to any of the following that have happened to you or any immediate family members or others in your household in the last two years:
[bookmark: Check99][bookmark: Check108]|_|Death of a spouse/partner                 |_|Marital reconciliation
[bookmark: Check100][bookmark: Check109]|_|Death of a pet                                       |_|Divorce
[bookmark: Check101][bookmark: Check110]|_|Retirement from work                        |_|Death of close friend
[bookmark: Check102][bookmark: Check111]|_|Marital Separation                               |_|Major Change in health
[bookmark: Check103][bookmark: Check112]|_|Skipped a grade in school                   |_|Detention in jail or other institution
[bookmark: Check104][bookmark: Check113]|_|Victim of a crime                                  |_|Death of a close family member
[bookmark: Check105][bookmark: Check114]|_|Marriage                                                |_| Gaining a new family member
[bookmark: Check106][bookmark: Check115]|_|Being fired from a job                         |_|Being promoted
[bookmark: Check107][bookmark: Check116]|_|Change of employment                      |_|Unexpected physical disability

Family Mental History:
In this section below identify if there is a family history of any of the following. If yes, please indicate the family member’s relationship to you in the space provided (father, grandmother, uncle, etc). 
Please circle                                                    List Family Member
Alcohol/Substance Abuse                 Yes/No
Anxiety                                                Yes/No
Depression                                          Yes/No
Domestic Violence                             Yes/No
Eating Disorders                                 Yes/No
Obesity                                                Yes/No
Obsessive Compulsive Behavior      Yes/No
Schizophrenia                                    Yes/No
Suicide Attempts                               Yes/No

Additional Information:
[bookmark: Check117][bookmark: Check118]1. Are you currently employed? |_|No    |_|Yes
If yes, what is your current employment situation?
_____________________________________________________________________________________________
Do you enjoy your work? Is there anything stressful about your current work?
_____________________________________________________________________________________________
[bookmark: Check119][bookmark: Check120]2. Do you consider yourself to be spiritual or religious? |_|No    |_|Yes
If yes, please describe your faith or belief:
_____________________________________________________________________________________________



____________________________________________           __________________________________
                                    Client Signature                                                                                   Date



