Please fill out this form, print it and bring it to your first appointment.  Press the tab key to move from one field to the next.
NAME        
I. MOTIVATION FOR COUNSELING

WHAT HAS LED YOU TO SEEK THERAPY AT THIS TIME?        
HOW LONG HAS THIS BEEN AN ISSUE IN YOUR LIFE?        
WHAT SHORT TERM GOAL(S) WOULD YOU LIKE TO ACCOMPLISH IN THERAPY?        
WHAT MAJOR CHANGE(S) WOULD YOU LIKE TO MAKE IN THE WAY YOU LIVE YOUR LIFE?       
II. PHYSICAL HEALTH HISTORY 

PRIMARY CARE PHYSICIAN:      


PHONE:      
ARE YOU DEALING WITH ANY CHRONIC HEALTH PROBLEMS THAT CONTRIBUTE TO THE SYMPTOMS YOU’RE EXPERIENCING?        
DO YOU EXPERIENCE ANY PROBLEMS WITH SLEEP? (Falling asleep, staying asleep, sleeping too much or too little)       
III. MENTAL HEALTH HISTORY

PSYCHIATRIST (if applicable):      



PHONE:      
HAVE YOU BEEN IN THERAPY BEFORE?       
IF SO, WHAT WERE THE REASONS FOR SEEKING THERAPY?      
WHAT WAS THE OUTCOME? (INCLUDE IF YOU WERE GIVEN A DIAGNOSIS, IF YOUR SYMPTOMS IMPROVED, AND ANY OTHER SIGNIFICANT INFORMATION)      
HAVE YOU TAKEN, OR ARE CURRENTLY TAKING, PSYCHOTROPIC MEDICATIONS – (ANTI-DEPRESSANTS, ETC.)? 

IF SO, WHAT KIND AND WHAT DOSAGE?       
ON A SCALE OF 0 (hopeless about life) TO 10 (hopeful about life) HOW WOULD YOU RATE YOUR MOOD?       
 

ON A SCALE OF 0 (listless, can barely move) TO 10 (active, self-starting, good stamina) HOW WOULD YOU RATE YOUR ENERGY LEVEL?        
HAVE YOU OR FAMILY MEMBER EVER BEEN IN THE HOSPITAL FOR PSYCHIATRIC REASONS, OR ATTEMPTED SUICIDE?   IF SO, PLEASE DESCRIBE THE CIRCUMSTANCES:       
HAS THE IDEA OF SERIOUSLY HARMING YOURSELF BEEN AN ISSUE IN YOUR PAST?        
IS IT NOW?        
IF YES, ANY ATTEMPTS?  PLANS?       
IV. CURRENT SYMPTOMS

CURRENT SYMPTOM CHECKLIST 

Rate intensity of symptoms currently present on a scale from 1 - 3

• None – leave blank
• Mild –1- Impacts quality of life, but no significant impairment of day-to-day functioning

• Moderate -2- Significant impact on quality of life and/or day-to-day functioning  

• Severe-3-Profound impact on quality of life and/or day-to-day functioning

	Depression      
	Hyperactivity      
	Poor Concentration      
	Obsessions/compulsions      

	Anxiety      
	Social Isolation      
	Loss of Interest/Pleasure      
	Significant Weight Loss/Gain

     

	Guilt      
	Irritability      
	Grief      
	Paranoid Feelings      

	Anger      
	
	Self Criticism      
	Delusions      

	Hopelessness      
	Fatigue/Loss of energy      
	Feelings of worthlessness

     
	Hallucinations      

	Mood Swings      
	Indecisiveness      
	Phobias      
	


OTHER (specify)      
WHICH IS THE PRIMARY SYMPTOM(S) THAT YOU ARE HOPING TO RESOLVE?      
DID SOMETHING SIGNIFICANT HAPPEN AROUND THE TIME THAT THE SYMPTOMS BEGAN (loss of loved one, job, etc)?      
HOW LONG HAVE THE PRIMARY SYMPTOM(S) BEEN PRESENT?       
HOW OFTEN DO YOU EXPERIENCE THE SYMPTOMS (CONTINUOUSLY, MORE DAYS THAN NOT, INTERMITTANTLY ETC?)      
HOW DO THE SYMPTOMS AFFECT YOUR LIFE (WHAT DO YOU DO/DON’T DO WHEN YOU’RE FEELING DEPRESSED, ANXIOUS, ETC.,)?      
ARE THE SYMPTOMS CAUSED/INTENSIFIED BY SUBSTANCE USE?      
IMPACT ON AREAS OF LIFE CHECKLIST 

Rate the intensity of how these symptoms affect your functioning on a scale from 

0 - 3

• None -0  

• Mild –1- Impacts quality of life, but no significant impairment of day-to-day functioning

• Moderate -2- Significant impact on quality of life and/or day-to-day functioning  

• Severe-3-Profound impact on quality of life and/or day-to-day functioning

	Relationships           
	School      
	Work      
	Social Activities     


V. FAMILY HISTORY

Present during childhood:
Parents' current marital status:
 

Present
Present
Not
 FORMCHECKBOX 
married to each other


entire
part of
present
 FORMCHECKBOX 
separated for      years



childhood
childhood
at all
 FORMCHECKBOX 
divorced for      years

mother
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
mother remarried       times

father
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
father remarried       times

stepmother
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
mother involved with someone

stepfather
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
father involved with someone


brother(s)
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
 mother deceased for       years


sister(s)
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

age of patient at mother's death      


other (specify)
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
father deceased for       years



        age of patient at father's death      
 
Describe childhood family experience:


 FORMCHECKBOX 
outstanding home environment


 FORMCHECKBOX 
normal home environment




 FORMCHECKBOX 
chaotic home environment



 FORMCHECKBOX 
witnessed physical/verbal/sexual abuse toward others

 FORMCHECKBOX 
experienced physical/verbal/sexual abuse from others

IF YOU HAVE EXPERIENCED OR WITNESSED ABUSE, PLEASE 

DESCRIBE TO WHATEVER DEGREE YOU FEEL COMFORTABLE.      
SPECIAL CIRCUMSTANCES IN CHILDHOOD:      
FOUR WORDS OR PHRASES THAT DESCRIBE YOUR MOTHER IN RELATION TO YOU:       
FOUR WORDS OR PHRASES THAT DESCRIBE YOUR FATHER IN RELATION TO YOU:       
LIST THE CHILDHOOD EXPERIENCES WHICH HAVE MOST IMPACTED YOUR LIFE:       
IMMEDIATE FAMILY

Marital status:
Intimate relationship:


 FORMCHECKBOX 
single, never married
 FORMCHECKBOX 
never been in a serious relationship



 FORMCHECKBOX 
engaged       months
 FORMCHECKBOX 
not currently in relationship


 FORMCHECKBOX 
married for       years
 FORMCHECKBOX 
currently in a serious relationship

 FORMCHECKBOX 
divorced for       years

 FORMCHECKBOX 
separated for       years
Relationship satisfaction:

 FORMCHECKBOX 
divorce in process

 FORMCHECKBOX 
very satisfied with relationship
 FORMCHECKBOX 
live-in for       years
 FORMCHECKBOX 
satisfied with relationship

 FORMCHECKBOX 
prior marriages (self)
 FORMCHECKBOX 
somewhat satisfied with relationship

 FORMCHECKBOX 
prior marriages (partner)
 FORMCHECKBOX 
dissatisfied with relationship


 FORMCHECKBOX 
very dissatisfied with relationship

Describe any past or current significant issues in intimate relationships:      
Describe any past or current significant issues in other immediate family relationships: 

     
SIBLINGS:  NAMES AND AGES, LISTED FROM OLDEST TO YOUNGEST (INCLUDE YOURSELF TO SHOW BIRTH ORDER)

     
DESCRIBE THE MOST IMPACTFUL EXPERIENCES YOU’VE HAD WITH YOUR SIBLINGS:      
TO WHOM WERE YOU CLOSEST AS A CHILD?        NOW?      
PRESENT DAY IMMEDIATE FAMILY/SIGNIFICANT RELATIONSHIPS

NAME OF SIGNIFICANT OTHER:      
AGE:      
HOW LONG TOGETHER?      
ANY SEPARATIONS?      
HOW LONG?      
NAMES AND AGES OF CHILDREN:      
MOST CHALLENGING ISSUES AS A PARENT:      
WHO WOULD YOU INCLUDE IN YOUR PRESENT SUPPORT SYSTEM?     
VI. LOSSES
WHAT SIGNIFICANT LOSSES HAVE YOU EXPERIENCED OVER YOUR LIFETIME?       
WHAT DO YOU THINK YOU’RE STILL GRIEVING?       
VII. ALCOHOL / SUBSTANCE ABUSE
IF YOUR USE OF ALCOHOL/SUBSTANCES IS NOT PROBLEMATIC, THEN YOU HAVE COMPLETED THIS FORM.  OTHERWISE, PLEASE CONTINUE.

ALCOHOL/SUBSTANCE ABUSE 
-WHAT DO YOU USE, AND HOW MUCH?      
WHAT ARE ALL THE WAYS YOU CAN IDENTIFY THAT THIS IS AFFECTING YOUR LIFE AND RELATIONSHIPS?      
HOW STRONG IS YOUR MOTIVATION TO QUIT?      
IS THERE A HISTORY OF ALCOHOL/SUBSTANCE ABUSE IN YOUR FAMILY?  IF SO, PLEASE DESCRIBE.      
SUBSTANCE ABUSE TREATMENT INFORMATION: (IF APPLICABLE)

DID YOU COMPLETE TREATMENT FOR CHEMICAL DEPENDENCY?      
HOW WAS THAT EXPERIENCE FOR YOU?

     
HOW LONG DID YOU REMAIN SOBER?      
ANY RELAPSES?         WHEN?      
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