	PSYCHOSOCIAL QUESTIONNAIRE (Adult)

	



Please put “N/A” in any section that doesn’t apply.

Name:
Address:

Phone:

Today’s Date:

Do you have any communication ability/restrictions (speech/hearing)?  

Referral source (who referred you to us):  

Ethnic-Cultural Origin:  

Racial Background:  

Are your church, religion, and spiritual beliefs important to you?  If so please explain to us:  

What is your marital status?  

What is your first language?  

Why are you seeking services?  

What services are you seeking?  

	Do you have a probation/parole officer?
	  
	No
	
	Yes,  Officer’s Name:
	


Do you have any difficulty with taking care of yourself? (bath, feed self, grooming, dressing self)

	
	No
	
	Yes,  Difficulties:
	

	Do you have a physical limitation or problems walking?
	
	No
	
	Yes,  Describe:
	

	Do you have the ability to access, or to use public transportation/etc?
	
	No
	
	Yes


Please list any recreational/community activities (include hobbies, school activities, sports, etc.):  

	Previous Mental Health Services:
	
	None

	
	Inpatient,  Describe where and when:  



	
	Outpatient,  Describe where and when:  




ABOUT YOUR SYMPTOMS: Please check the box (es) that best describes your experience:

	Symptom
	YES
	NO
	NOT SURE
	Symptom
	YES
	NO
	NOT SURE

	Sleeplessness
	
	
	
	Act without thinking
	
	
	

	Sleep too much
	
	
	
	Aggressive
	
	
	

	Feel hopeless
	
	
	
	Angry
	
	
	

	Feels helpless
	
	
	
	Anxious
	
	
	

	Low self-esteem
	
	
	
	Panic
	
	
	

	Tearful
	
	
	
	Feels worthless
	
	
	

	Tired
	
	
	
	Can’t remember things
	
	
	

	Loss of appetite
	
	
	
	Obsessive (constant) thoughts
	
	
	

	Increase in appetite
	
	
	
	Compulsive (excessive) behavior
	
	
	

	Nightmares
	
	
	
	See things that others do not
	
	
	

	Mood Swings
	
	
	
	Hear things that others do not
	
	
	

	Can’t concentrate
	
	
	
	Pain
	
	
	

	Restless
	
	
	
	Shaking
	
	
	


Medical

	Have you had more than one sexual partner?
	
	No
	
	Yes

	Do you practice safe sex?(use a condom during intercourse?)
	
	No
	
	Yes

	Have you ever been exposed or treated for TB?
	
	No
	
	Yes

	Have you ever been exposed or treated for hepatitis?
	
	No
	
	Yes

	Have you ever been physically, emotionally or sexually abused?
	
	No
	
	Yes


If so, please describe the abuse:  

	Were you exposed to physical, sexual or emotional abuse of other family members?
	
	No
	
	Yes


If so, please describe:  

Social History

School Attended:  

Highest grade completed:  

Did you attend:  (check all that apply)

	
	Public
	
	Special Education  What program: EI  EMI  TMI  LD  AI  SMI  POHI

	
	Private
	
	Home Schooled

	Did you have behavioral / emotional problems in school?
	
	No
	
	Yes

	Are you presently in school?     
	
	No
	
	Yes,  Where?
	


Substance Use History

	Do you use any of these?
	
	Alcohol
	
	Marijuana
	
	Cocaine
	
	Other:
	

	When was the last time you used any of these drugs?  

	Have you ever attended a substance abuse program?
	
	No
	
	Yes  Where:
	

	Are you attending substance abuse treatment now?
	
	No
	
	Yes  Where:
	


Current Legal Status

	
	No Legal Involvement
	
	Parole

	
	Incarcerated
	
	ATO –expires:
	

	
	Probation
	
	Friend of the Court

	
	Charges Pending


Please describe your past and/present legal problems:  

Financial Status

Current Employment

	
	Employed,  Employer:
	
	
	Full-time
	
	Part-time

	
	Unemployed
	
	Not Seeking Employment
	
	Retired

	
	Receives Support –Type:
	

	
	SSDI
	
	SSI
	
	Veteran Benefits

	
	Enrolled in Training Program


Tell us about your current and past employment:  

	Vocational training:
	
	No
	
	Yes,  Where?
	

	Do you have a payee?
	
	No
	
	Yes,  Name:
	

	Do you have a Medicaid/Medicare  Number?
	
	No
	
	Yes,  Number:
	

	Do you have other insurance?
	
	No
	
	Yes,  what:
	


Family

Please give family history here:  

Describe your current living arrangements:  

Please describe who lives at the same location, number of rooms, describe your home:  

Please give any other information that you feel we should know:  
