Assessment Form
Referred by (if any):___________________________________________________________________

Have you received any type of mental health services in the past?  	Yes   	 No
Name of previous therapist:________________________ Dates seen:________________________
Address:__________________________________________________ Helpful? 	 Yes    	 No
Reason for leaving therapy:____________________________________________________________

Please estimate the severity of your problems (circle one):

Mildly Upsetting	    Moderately Upsetting 	  Severe           Extremely Severe	Totally Incapacitating


State in your own words the nature of your main problems for which you are seeking counseling/therapy:
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Are you currently taking any prescription and or psychiatric medication? 	Yes  	 No
Please List and provide dates: _____________________________________________________________________________________
_____________________________________________________________________________________

General Health and Mental Health

1. How would you rate your current physical health?

Very Good	Good 	    Satisfactory	     Unsatisfactory	  Poor

Please describe any health problems you are currently experiencing:
_____________________________________________________________________________________
_____________________________________________________________________________________
                      
2. How many times per week do you exercise? _________ What types of physical exercise do you participate in?________________________________________________________________________

3. How would you rate your sleep?

Very Good	Good 	    Satisfactory	     Unsatisfactory	  Poor

Please describe any change or problem you are experiencing with sleep habits: 
_____________________________________________________________________________________

4. How would you rate your appetite?

Very Good	Good 	    Satisfactory	     Unsatisfactory	  Poor

Please describe any change or problem you are experiencing with appetite or eating patterns: _____________________________________________________________________________________

5. Are you currently experiencing anxiety, panic attacks or phobias?  	Yes  	No
If yes, when did this begin and how do you manage it: _____________________________________________________________________________________

6. Do you have chronic pain? 	Yes  	 No    
Please describe:____________________________________

7. Are you experiencing any sadness, depression or grief?		Yes   	No
If yes, for how long and when did it start: _____________________________________________________________________________________

8. Any concerns of addiction, drug/alcohol abuse or dependence?  		Yes  	No
If yes, please share concern: __________________________________________________________________________________________________________________________________________________________________________

Family History

9. Is there a history of mental illness in family?			 Yes   		No
10. Is there a history of alcohol/substance abuse in the family?           Yes  		No
11. Is there a history of suicide in the family?  			 Yes  		No
12. Is there a history of physical health problems in the family?  	Yes		No
13. Is there a history of domestic violence?			 	Yes		No
14. Is there a history of abuse (emotional/physical/sexual)?		 Yes		No

15. What is your relationship with your parents and siblings? 
__________________________________________________________________________________________________________________________________________________________________________

16. What is your relationship with your spouse/partner (if in a relationship)?
__________________________________________________________________________________________________________________________________________________________________________


Additional Information


17. Do you enjoy your work? Are there current work stressors?
__________________________________________________________________________________________________________________________________________________________________________

18. Do you consider yourself to be spiritual or religious? 	 Yes 	No
If yes, please describe your faith or belief: 
__________________________________________________________________________________________________________________________________________________________________________

19. Any past or present legal issues (past/pending charges, criminal record, DUI)?   Yes 	 No
If yes, briefly describe: ________________________________________________________________
_____________________________________________________________________________________

20. What do you consider to be some of your strengths? 
__________________________________________________________________________________________________________________________________________________________________________

21. What do you consider to be some of your weaknesses?
__________________________________________________________________________________________________________________________________________________________________________


22. What would you like to accomplish in counseling/therapy?
__________________________________________________________________________________________________________________________________________________________________________
