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Name: Date of Birth: Age:

Phone Number:

Sexual Orientation: Heterosexual Homosexual Bisexual I choose not to answer

Marital Status: Single Married Separated Divorced

Engaged  Widowed Cohabitation Remarried

If applicable, please complete the following:

Partner’s Name: Partner’s Age:

Partner’s Occupation:

If you have children, please include details

# Name Sex | Age Custody | # Name Sex | Age Custody
1 4
2 5
3 6

In your own words, describe the current problems as you see them:




How long has this been going on?

What made you come in at this time?

What do you hope to gain from this evaluation/counseling?

If you had difficulties in the past, what have you done to cope? Was it helpful?




Symptoms

Please check any symptoms or experiences that you have had in the last month.

|:| Difficulty talling asleep D DutTiculty staving asleep
|:| Difficulty getting out of bed ]:l Mot feeling rested in the morming
Average hours of sleep per night:
Persistent loss of interest in previously enjoyed activities
|:| Withdrawing from other people ]:l Spending increased time alone
|:| Depressed Mood ]:| Feeling Numb
|:| Fapid mood changes ]:l Irritability
[[] Anxiety [ ] Panic attacks
|:| Frequent feelings of guilt ]:l Avording people, places, acuvities or specific things

[ ] Difficulty leaving your home
|:| Fear of certain objects or situations (iL.e., flying, heights, bugs) Describe:

|:| Fepetiiive behaviors or mental acts (1.e., counting, checking doors, washing hands)

Chutbursis at'anﬁer
|| Worthlessness ]_| Hopelessness
|:| Sadness D Helplessness
[ ] Fear ]_| Feeling or acting lhike a different person
| | Changes in eating/appetite
|:| Eating more ]:| Eating less
|:| Voluntary vomiting ]:l Use of laxatives
|:| Excessive exercise to avold weight gain ]:| Binge eating

|_| Are you trying to lose weight?

Weight gain: Ihs | | Weight loss: Ibs.
e
Difficulty catching vour breath | | Increase muscle tension

|:| Unusual sweating, ]:l Easily started, feeling *jumpy™

|:| Increased energy ]:| Decreased energy

|:| Tremor ]:| Mzriness

|:| Frequent wormy ]:| Phiysical sensations others don’t have

| | Racing thoughts | | Intrusive memories

[ ] Difficulty concentrating or thinking [ ] Large gaps in memory
|:| Flazshbacks ]:l Mightmares

| | [hnuﬁh[s about harming or killing vourself [ ] Th-n-uf.htﬁ about ]:armmﬁ or killing someone else

Feeling as if vou were outside vourself, detached, observing what vou are doing
|:| Feeling puzzled as to what is real and unreal
|:| Persistent, repetitive, intrusive thoughts, impulses, or images
|:| Unusual visual experiences such as flashes of hight, shadows
|:| Hear voices when no one else 15 present

Feeling that vour thoughts are controlled or placed in vour mind
Feeling that the television or the radio is communicating with you

|:| Difficulty problem solving ]:l Difficulty meeting role expectations

|:| Dependency on others ]:l Manipulation of others to fulfill vour own desires
|:| Inappropriate expression of anger ]:| Self-mutilation/cutting

|:| Difficulty or mability to say “no’” to others ]:l Ineffective communication

|:| Sense of lack of control ]:| Decreased ability to handle stress

|:| Abusive relationship ]:l Difficulny expression emotions

| | Concerns about vour sexuality




Have you seen a counselor, psychologist, psychiatrist or other mental health professional in the

past? If so:

Name of therapist:

List of treatments:

Reason for seeking help:

Name of therapist:

List of treatments:

Reason for seeking help:

Name of therapist:

List of treatments:

Reason for seeking help:

Are you currently taking Psychiatric medications? If yes, complete below.

Medications

Dosing

How long have you
been taking?

Has it been helpful?

Have you been on Psychiatric medications in the past?

Medications

Dosing

Last time you took it?

Medication effects

Have you been hospitalized for psychiatric reasons?

Hospital

Dates

Reason

Describe Psychiatric illness history (Diagnosis, age of onset):




Have you ever been abused?

Verbally Emotionally

Medical History

Physically

Are you currently under treatment for any medical condition?

Sexually Neglected

List any prior illnesses, operations and accidents

Family History

Father:
Mother:
Brothers:
Sisters:
Grandmother:
Grandfather:

Age:
Age:
Age:
Age:
Age:
Age:

Living
Living
Living
Living
Living
Living

Deceased
Deceased
Deceased
Deceased
Deceased
Deceased

Cause & Age of Death
Cause & Age of Death
Cause & Age of Death
Cause & Age of Death
Cause & Age of Death
Cause & Age of Death

Please place a mark in the appropriate box if these are/have been present in your relatives:
If yes, please explain in the provided lines

Children

Brothers Sisters

Father | Mother

Grandparents

Mental Health Condition

Counseling

Psychiatric Medications

Psychiatric
Hospitalization

Suicide Attempt

Death by Suicide

Alcohol Abuse

Physical Abuse




Social Support

Friends/Social/Pets/Peer support relationships:

Activities:

Religion/Spirituality:

Community support/self-help groups:

Support Resources

Name:

Name:

Name:

Education

Highest grade level completed:

Relationship:
Relationship:
Relationship:

Degree Obtained:

Did you have any disciplinary problems in school?
Were you considered hyperactive/ADHD in school?

Employment

Are you currently employed?

If yes, hours of work per week:
If no, reason for unemployment:

Employment History

Type of Job

Dates

Reason for Leaving

Have you ever served in the Military?




Trauma History

Have you in the past or are you currently experiencing any of the following (please circle):

Physical abuse/neglect Verbal/emotional abuse Domestic violence
Elder abuse Sexual abuse/molestation Immigration trauma
Community violence Witness to violence

Substance Abuse

Alcohol

Do you drink alcohol? If yes, what age did you begin:

How much do you drink? How often do you drink?

Have you ever passed out from drinking?
Have you ever had the “shakes™?
Have you ever felt you should cut back on your drinking/drug use?

Have you ever felt bad or guilty about your drinking/drug use?

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

Have you ever drank/used drugs in the morning to stead nerves of relieve a hangover?
Tobacco

Do you use tobacco? How often?

Other Drugs

Drug Ever Used? Starting Age Last Use Date

Marijuana

Cocaine

Crack

Heroin

Methamphetamine

Ecstasy




Patient Health Questionnaire (PHO -9)

Over the last 2 weeks, how often have you been bothered by any of the following problems?

Not at all

Several Days

More than half
the days

Nearly every
day

Little interest or pleasure in doing things

Feeling down, depressed, or hopeless

Trouble falling or staying asleep, or
sleeping too much

Feeling tired or having little energy

Poor appetite or overeating

Feeling bad about yourself, or that you are
a failure or have let yourself or your
family down

Trouble concentrating on things, such as
reading the newspaper or watching
television

Moving or speaking so slowly that other
people could have noticed, or being so
fidgety/restless that you have been moving
around a lot more than usual

Thoughts that you would be better off
dead or of hurting yourself

If you checked off any problems, how difficult have these problems made it for you to do your work, take

care of things at home, or get along with other people?

Not difficult at all
Somewhat difficult
Very difficult

Extremely difficult




Generalized Anxiety Disorder Scale (GAD — 7)

Over the last 2 weeks, how often have you been bothered by the following problems?

Not at all

Several days

Over half the
days

Nearly every day

Feeling nervous, anxious, or on edge

Not being able to stop or control
worrying

Worrying too much about different
things

Trouble relaxing

Being so restless that it’s hard to sit
still

Becoming easily annoyed or irritable

Feeling afraid as if something awful
might happen

If you checked off any problems, how difficult have these problems made it for you to do your work, take

care of things at home, or get along with other people?

Not difficult at all
Somewhat difficult
Very difficult

Extremely difficult




Drug Abuse Screening Test

These questions refer to the last 12 months. Please check your answer.

Yes

Have you used drugs other than those required for medical reasons?

Have you abused prescription drugs?

Do you abuse more than one drug at a time?

Can you get through the week without using drugs?

Are you always able to stop using drugs when you want to?

Have you had “blackouts” or “flashbacks” as a results of drug use?

*

Do you ever feel bad or guilty about your drug use?

Does your spouse (or parent) ever complain about your involvement with drugs?

10.

Has drug abuse created problems between you and your spouse or your parents?

11.

Have you lost friends because of your use of drugs?

12.

Have you neglected your family because of your use of drugs?

13.

Have you been in trouble at work because of your use of drugs?

14.

Have you lost a job because of drug abuse?

15.

Have you gotten into fights when under the influence of drugs?

16.

Have you engaged in illegal activities in order to obtain drugs?

17.

Have you been arrested for possession of illegal drugs?

18.

Have you ever experienced withdrawal symptoms (felt sick) when you stopped
taking drugs?

19.

Have you had medical problems as a result of your drug use (Memory loss,
hepatitis, convulsions, bleeding, etc.)?

20.

Have you gone to anyone for help with your drug problem?

21.

Have you been involved in a treatment program especially related to drug use?




