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IDENTIFYING INFORMATION

Full Name:  _______________________________________________________________________________
Address:     ________________________________________________________________________________
Birthdate:    ____/____/_______     Age:_______     Gender:    M     F        Ethnicity:  _____________________
Primary Phone:  _________________________________    Can I leave message?         (     ) Yes    (     ) No  
Alternate Phone: _________________________________   Can I leave message?         (     ) Yes    (     ) No  
Email:  _______________________________________       Can I email this address?  (     ) Yes    (     ) No  
What are the problem(s) for which you are seeking help?  1.________________________________________________________________________________________

2.________________________________________________________________________________________

3.________________________________________________________________________________________
What are your treatment goals?  ____________________________________________________________________________________________________________________________________________________________________________________  __________________________________________________________________________________________

Current Symptoms Checklist: (check once for any symptoms present, twice for major symptoms)  

	
	Depressed Mood
	
	Racing thoughts
	
	Excessive Worry

	
	Unable to enjoy activities
	
	Impulsivity
	
	Anxiety/panic attacks

	
	Sleep disturbance
	
	Increased risky behavior
	
	Avoidance

	
	Loss of interest
	
	Increased libido
	
	Decreased Libido

	
	Hallucinations
	
	Attention/Memory problems
	
	Decreased need for sleep

	
	Suspiciousness
	
	Change in appetite
	
	Excessive energy

	
	Excessive guilt
	
	Increased irritability
	
	Hopelessness

	
	Social Isolation
	
	Fatigue
	
	Crying Spells

	
	Social Anxiety
	
	
	
	


Have you ever had feelings or thoughts that you didn't want to live?        
  (     ) Yes    (     ) No  

Do you currently feel that you don't want to live?                            
  (     ) Yes    (     ) No  

Do you feel hopeless and/or worthless?   



  (     ) Yes    (     ) No

Have you ever tried to kill or injure yourself before?


  (     ) Yes    (     ) No
Are you currently having thoughts about harming someone else? 
                 (     ) Yes    (     ) No


FAMILY/SOCIAL HISTORY

Where were you born and raised? ______________________________________________________________

Who raised you? ___________________________________________________________________________

What type of memories do you have of your childhood?_____________________________________________

List any siblings and their ages: ________________________________________________________________

Your current relationship status:    Single         Married         Partnered         Divorced         Separated          Widowed
Describe your sexual orientation: (   ) straight/heterosexual   (   ) lesbian/gay/homosexual    (   ) bisexual

                                                      (   ) unsure/questioning      (   ) asexual    (   ) transsexual  (   ) other

                                                      (   ) prefer not to answer
If in a relationship, how long? ______Describe quality of your relationship_____________________________
Previous marriages/relationships? ______________________________________________________________

List gender and ages of any children:  ___________________________________________________________
Who currently lives in your household?  _________________________________________________________

How many close friends do you have?___________________________________________________________
Who would you go to for advice and/or assistance? ________________________________________________

What do you do for fun and/or to relax? _________________________________________________________
Do you belong to a particular religion or spiritual group?______If yes, describe:_________________________

EDUCATIONAL/OCCUPATIONAL HISTORY

Your highest grade or degree completed: ________________________________________________________
Typical grades? ______Ever required to repeat a grade? _______Any special education services? ___________
Are you currently:   (   ) Working     (   ) Student     (   ) Unemployed     (   ) Disabled     (   ) Retired
If working, where do you work?_________________________________How many hours per week?  _______

How long in present position?__________________What is/was your occupation?_______________________
Any military service?___________If yes, what branch and when?_____________________________________
Have you ever been fired or let go from any employment position?___________If yes, describe_____________
__________________________________________________________________________________________

Any history of problems getting along with supervisors or coworkers?_________________________________
MENTAL HEALTH HISTORY
Have you ever been diagnosed with a psychological/emotional problem?_______________________________

If yes, who made the diagnosis and when?________________________________________________________

Current or previous OUTPATIENT mental health treatment?   (    ) Yes     (     ) No

Reason                                                     Dates Treated                                                By Whom

__________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________
Psychiatric Hospitalization?   (    ) Yes     (     ) No

Reason                                                     Dates Hospitalized                                         Where

__________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________
Current/previous psychiatric medications: _______________________________________________________
If yes, have the medications been helpful?_______________________________________________________
Does anyone in your family experience the same types of concerns? ___________________________________
Are you currently experiencing any significant stress?______________________________________________

Any history of self-harm or suicide attempt?  ___________If yes, please describe when and how:____________

__________________________________________________________________________________________
Do you have any history of being abused emotionally, sexually, physically or neglected?  __________________
If yes, when and by whom?___________________________________________________________________

SUBSTANCE USE/LEGAL HISTORY

Have you ever been treated for alcohol or drug abuse? ______If yes, for what substances__________________

__________________________________________________________________________________________

Do you drink alcohol? __________ If yes, when did you start? _______________________________________

How much do you drink? __________________________How often do you drink? _____________________

If your drink, what is your preferred drink? ______________________________________________________

Do you use any other drugs? ______If yes, what type?______________________________________________
Have you ever felt you ought to cut down on your drinking or drug use?                              (   ) Yes   (   ) No

Have people annoyed you by criticizing your drinking or drug use?

                         (   ) Yes   (   ) No                        Have you ever felt guilty about your drinking or drug use?                                                    (   ) Yes   (   ) No                                  

Have you ever had a drink or used drugs first thing in the morning as an eye-opener?          (   ) Yes   (   ) No   
Have you ever been arrested?_________If yes, for what crime?_______________________________________

Do you have any pending legal problems/issues?__________________________________________________

HEALTH/MEDICAL HISTORY
Current weight: _________   Height: __________   Current health status: ______________________________
Current medical problems: ___________________________________________________________________
Previous surgeries/hospitalizations for medical reasons: ____________________________________________
Accidents, Injuries, or Seizures: ______________________________________________________________
Current medications: ________________________________________________________________________
Do you take vitamins and/or herbal supplements? _________________________________________________
Have your eating habits changed recently? ______ If yes, please describe: ______________________________
Have your sleep habits changed recently? _______ If yes, please describe: ______________________________
Do you smoke cigarettes? ____________ If yes, how much do you smoke? _____________________________

Do you exercise regularly?   Yes (     )      No (     )  ________________________________________________
Primary Care Physician:  ______________________________________Phone:_________________________
Any additional information you would like me to know:_____________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Emergency contact:  _____________________________________Relationship to client: _________________
Cell phone:  ___________________________    Home phone:  _____________________________
_______________________________________________



________________________

Signature









Date
