Personal Questionnaire—Adult (18+)

Cient’'s nane: Dat e:

CGender: F M Date of birth: Age:

Form conpl eted by (if soneone other than client):

Addr ess: Cty: St ate: Zi p:

Phone (hone): (wor k) : ext:

If you need any nore space for any of the questions please use the back of the sheet.

Primary reason(s) for seeking services: (Circle any that apply)

Anger nanagenent Anxi ety Copi ng Depr essi on Eati ng di sorder
Fear / phobi as Ment al conf usi on Sexual concerns Sl eepi ng probl ens
Addi ctive behaviors Al cohol / drugs Car eer Parenting Sel f - Est eeml Wort h

Conmpul si ve Thi nki ng/ Behavi or

O her concerns (specify):

Rel ati onshi p Concerns:

Pl ease Describe Current Fanmily Situation

Marital Status: Single Di vor ced Remarried (How many tinmes) Quality of famly life

Chi | dren:

Your Chil dhood

Grew Up Were:

What was it |ike grow ng up:
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Soci al Rel ati onshi ps:

Cul tural / Et hni ¢ Background:

Spiritual /Religi ous Background and Current:

Legal History and Current:

Educati on

Pl ease describe any learning disabilities, gifted, how far have you gone with
education):

Enpl oyment
Begin with nobst recent job, list job history:
Enpl oyer Dat es Title Reason |l eft the jobHow often mss work?
Currently: FT PT ___ Tenp _ Laid-off Di sabl ed
Retired Soci al Security St udent O her (describe):
Mlitary
MIlitary experience? Yes No Conbat experience? Yes No
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Wher e:

Br anch: Di scharge date:

Type of discharge: Rank at di schar ge:

Lei sur e/ Recr eati onal

What kind of activities do you enjoy and participate in:

Medi cal / Physi cal Health

Li st any past heal th probl ens:

Li st any current health Problens:

Current prescribed nedications Dose Dat es Pur pose Side effects

Current over-the-counter neds Dose Dat es Pur pose Si de effects

Chemical Use History(Pl ease describe your use of al cohol and drugs)

Counseling/Prior Treatnent History
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I nformati on about client (past and present): Counseling, Psychiatric(inpatient &
out patient), Drug & Al cohol

Wher e When CQut cone

Informati on about famly nmenber’s nental health history (past and present):

Pl ease check behavi ors and synptons that occur to you nore often than you would |ike them
to take place:

__Aggression _ Hevated nood __ Phobias/fears

Al cohol dependence  Fatigue ____Recurring thoughts

__ Anger ~_ Ganbling ____ Sexual addiction

___ Antisocial behavior  Hallucinations _ Sexual difficulties

_ Anxiety _ Heart palpitations  Sick often

___Avoi ding people ___ High blood pressure Sl eeping probl ens

~__ Chest pain ____ Hopel essness ____ Speech probl ens

~_ Cyber addiction ~ lmpulsivity ~__ Suicidal thoughts

___ Depression ~_drritability ____ Thoughts di sorgani zed

~_ Disorientation ~_Judgrent errors __ Trenbling

~_ Distractibility ~___ Loneliness Wt hdraw ng

~_ Dizziness ~_ Menory inpairnment ~_Worrying

__ Drug dependence ~__ M©ood shifts ~__ Oher (specify):
Eati ng di sorder Pani c attacks

Briefly discuss how the above synptons inpair your ability to function effectively:

VWhat are your goals for therapy?:

Do you feel suicidal at this tine? Yes No

If Yes, explain:

Therapist’s signature: Date:
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