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Adult Developmental History Form


Name: _______________________________ DOB: _______________  Age: ______
Address: _____________________________________________________________
Phone Number(s): ____________________________________________
Email: ___________________________________________________________

Significant relationship status (circle one):

Single	Engaged	Married	Separated	Divorced	Remarried	
Committed Relationship	Widowed

In your own words, please state the nature of your main problems and how long they have been present:




Do you have a clinical diagnosis?  If so, please name it: _________________________________

Please identify the severity of your problems: Mild 	Moderate   Severe	Incapacitating

Have you previously been in treatment for your problem?  Y  /  N
If so, when and from whom did you receive treatment?





Are you currently on any medications?  Y  /  N
If so, please complete the following table:

	Name of medication
	Dosage of medication
	Reason for medication
	How long on medication
	Prescriber

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Place of Birth:

Mother’s condition during pregnancy (as far as you know):




General health during childhood:




General health during adolescence:




Have you ever had surgery?  Y / N
If yes, please explain:


Have you ever been in any accidents?  Y / N
If yes, please explain:


Circle any of the following that apply to you:
	Headaches	dizziness	fainting spells	palpitations	stomach trouble	anxiety
	Nightmares	fatigue		no appetite	insomnia	anger	panic	alcoholism
	Shy	depression	suicidal ideation	distracted	poor social relationships	inferiority feelings	home life difficult	memory problems	lonely	take drugs
	In an abusive relationship	sexual problems	tremors
List any additional challenges here:
	____________________________________________________________________

Present interests, hobbies or activities:




How is most of your free time occupied?




What is the last grade in school that you completed? ____________________________

Do you make friends easily?  Y / N  Do you keep them?  Y / N

What sort of work are you doing now?




Does your present work satisfy you?  Y  /  N
If not, in what ways are you dissatisfied _____________________________________________

Can you live on your earnings or do you spend more than you earn? ______________________

Significant relationship history:
How long have you known your significant other? _______
Describe the personality of your significant other in your own words:




In what areas is there compatibility? ________________________________________________

In what areas is there incompatibility? ______________________________________________

How many children do you have? _______
Their genders and ages: _________________________________________________

Do any of your children present special challenges?




Comments about previous significant relationships that you would like to share:




Are your parents living or deceased?  Please describe your relationship with your parents:




Do you have siblings?  Y / N  How many? _____
Please describe your relationships with your siblings:



Who are the most important people in your life?




Does anyone in your family suffer from substance abuse or mental illness?
 



Are there any members of the family about whom information regarding illnesses, etc, is relevant?




What do you hope to accomplish from therapy, and how long do you expect thereapy to last?




Have you ever lost control (temper, crying, aggression?)  Y  /  N
If so, please explain:


Have you ever had any legal trouble?  Y  /  N

Please add any information not brought up by this questionnaire that might aid your therapist in helping you:




Name of client: ________________________________________

Client signature: _______________________________________  Date: ___________________
