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ASSESSMENT FORM

Date: ________________
Client Name: ______________________________ Age: _________________ DOB: _____________________

Presenting Problem: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Expectations of Therapy: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Symptoms:

· Sleep?______________________________________________________________________________
· Energy? ____________________________________________________________________________
· Appetite?____________________________________________________________________________
· Motivation/Interest?___________________________________________________________________
· Depressing Thoughts?_______________________  Hopelessness?______________________________  
· Enjoyment of activities?________________________________________________________________
· Anxiety/Panic Attacks? ________________________________________________________________
· Addiction Issues? _____________________________________________________________________
· OCD Symptoms?
Washing hands constantly?  __________________________________________________________
Always checking locks and stoves?  ___________________________________________________
Excessive cleaning?  ________________________________________________________________
Other?  ______________________________________________________________________________
· Manic symptoms? 
Extreme mood changes?  _____________________  Sexual promiscuity?  _____________________________
Racing thoughts?  ___________________________  Rages?  _______________________________________
Needing very little sleep?  _____________________  Excessive spending?  ____________________________
Speeding tickets?  ____________________________  Family history of bipolar?  _______________________






History:

Was there any physical abuse in your family of origin or previous relationships? ____________________________
____________________________________________________________________________________________ 

Is there any physical abuse in your current living situation?  ____________________________________________ 
____________________________________________________________________________________________

Was there any emotional abuse in your family of origin or previous relationships? ___________________________
____________________________________________________________________________________________

Is there any emotional abuse in your current living situation? ___________________________________________
____________________________________________________________________________________________

Have you ever been sexually abused?  _____________________________________________________________
____________________________________________________________________________________________

Is there any substance abuse in your family of origin?  ________________________________________________
____________________________________________________________________________________________

Have you ever sought our legal assistance or police assistance for any of these past abuse experiences?  When?  With whom?  Results?  ________________________________________________________________________
____________________________________________________________________________________________

Have you ever had to deal with a difficult loss or grief (ex. death, miscarriage, abortion, career change, divorce, relationship change, financial, health, etc.)___________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________
Have you had issues with any type(s) of addiction (ex. Drugs, alcohol, pornography, sex, spending, gambling, eating, etc.)? __________________________________________________________________________________
____________________________________________________________________________________________

Has anyone in your family of origin had issues with any type(s) of addiction? ______________________________
____________________________________________________________________________________________

Has anyone in your family ever committed or attempted suicide?  _______________________________________
____________________________________________________________________________________________

Are you at the present time using any type of chemical substances? If yes, what are you currently using?  ___________________________________________________________________________________________

Have you used drugs or alcohol in the past? If yes, what?______________________________________________
__________________________________________________________________________________________

What age were you when you first used?  ____________________________________________________________

What was your longest abstinence period?  __________________________________________________________
	
Have you ever received treatment for alcohol or drugs? If yes, where and when did you receive treatment?  ____________________________________________________________________________________________	



High Risk Indicators

Have you ever attempted suicide before? If yes, when and how?  ________________________________________
____________________________________________________________________________________________
Do you think about committing suicide now?  _______________________________________________________
____________________________________________________________________________________________
Do you cut yourself or have a tendency to destroy property when you’re struggling emotionally?  _______________
____________________________________________________________________________________________
Are you experiencing any legal problems at this time?  If yes, what type?  _________________________________
____________________________________________________________________________________________

Psychiatric Care

Have you ever received counseling or psychiatric care before?  If yes, where?  ______________________________
____________________________________________________________________________________________
Was this prior counseling helpful?  _______________  What was helpful?  ________________________________
____________________________________________________________________________________________
What was not helpful?  _________________________________________________________________________
Most recent and/or past inpatient or outpatient mental health treatment or hospitalizations:  Dates, locations, diagnoses, and medicine:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________

Other

What is your school/work history?  ________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What are your spiritual beliefs?  __________________________________________________________________
____________________________________________________________________________________________
Tell me about your current friendships or support system.  Who can you count on?  __________________________
________________________________________________________________________________________________________________________________________________________________________________________
What are your strengths?  What do you like about yourself?  ____________________________________________
____________________________________________________________________________________________
What do you enjoy doing?  ______________________________________________________________________
____________________________________________________________________________________________





