
ADULT PSYCHOSOCIAL 

IDENTIFYING INFORMATION:







Name of Client:








 
 FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female

Age:

 
Date of Birth:



 

Address:















Referral Source:














Education Level:





 
Employed:
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Type of employment and length of employment:










        FORMCHECKBOX 
 Employed FT              FORMCHECKBOX 
 Employed PT              FORMCHECKBOX 
 Unemployed               FORMCHECKBOX 
 Retired              FORMCHECKBOX 
 Student 

What happened in your life that resulted in this appointment?






















What would you like to see accomplished in therapy?
























RELATIONSHIPS:

 FORMCHECKBOX 
 Married         FORMCHECKBOX 
 Single        FORMCHECKBOX 
 Divorced         FORMCHECKBOX 
 Widowed         FORMCHECKBOX 
 Remarried  FORMCHECKBOX 
 Other

If married, husband’s/wife’s name, age, and occupation:








Present living situation:












Nature of relationship:












Previous relationships:












Children (names, ages):












Custody issues:













Describe the personality of your spouse:










Are you compatible with your spouse?
 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No

Do any of your children present special problems?









FAMILY OF ORIGIN:
Siblings (ages):













Relationship with siblings:
 FORMCHECKBOX 
 Excellent       FORMCHECKBOX 
 Good       FORMCHECKBOX 
 Fair
 FORMCHECKBOX 
 Poor

Give a description of the relationship with your father (past and present):





















Give a description of the relationship with your mother (past and present):





















Give a description of your home life as a child:
























MILITARY:
 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
Details:








 

LEGAL HISTORY:

 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No


Charges:













Arrests:














Convictions:













Prison:














CHECK ALL THAT APPLY TO YOU:

 FORMCHECKBOX 
 Depression

 FORMCHECKBOX 
 Low energy

 FORMCHECKBOX 
 Low self-esteem
 FORMCHECKBOX 
 Poor concentration
 FORMCHECKBOX 
 Guilt

 FORMCHECKBOX 
 Hopelessness
 FORMCHECKBOX 
 Worthlessness
 FORMCHECKBOX 
 Anger/Frustration
 FORMCHECKBOX 
 Defies rules

 FORMCHECKBOX 
 Loneliness

 FORMCHECKBOX 
 Stress

 FORMCHECKBOX 
 Anxiety/Panic
 FORMCHECKBOX 
 Sadness/Loss
 FORMCHECKBOX 
 Argues

 FORMCHECKBOX 
 Blackouts

 FORMCHECKBOX 
 Nausea

 FORMCHECKBOX 
 Phobias

 FORMCHECKBOX 
 Sweating

 FORMCHECKBOX 
 Chest pain
 
 FORMCHECKBOX 
 Flashbacks

 FORMCHECKBOX 
 Thoughts racing
 FORMCHECKBOX 
 Fear of dying
 FORMCHECKBOX 
 Blames others
 FORMCHECKBOX 
 Easily agitated/annoyed

 FORMCHECKBOX 
 Sleep Disturbance
 FORMCHECKBOX 
 Appetite disturbance
 FORMCHECKBOX 
 Trembling/shaking
 FORMCHECKBOX 
 Delusions/hallucinations

 FORMCHECKBOX 
 Spousal abuse issues
 FORMCHECKBOX 
 Sexual abuse issues
 FORMCHECKBOX 
 Physical abuse issues

 FORMCHECKBOX 
 Feeling that you are not real


 FORMCHECKBOX 
 Feeling that things around you are not real

 FORMCHECKBOX 
 Unpleasant thoughts that will not go away
 FORMCHECKBOX 
 Heart pounding/racing


 FORMCHECKBOX 
 Excessive behaviors (spending, gambling)
 FORMCHECKBOX 
 Obsessions/compulsive behaviors

 FORMCHECKBOX 
 Isolation/social withdrawal


 FORMCHECKBOX 
 Fear of going crazy

 FORMCHECKBOX 
 Thoughts of hurting yourself


 FORMCHECKBOX 
 Thoughts of hurting someone

 FORMCHECKBOX 
 Not thinking clearly/confusion


 FORMCHECKBOX 
 Can’t hold on to an idea

 FORMCHECKBOX 
 Marital/family problems


 FORMCHECKBOX 
 Relationship problems

 FORMCHECKBOX 
 Delusions/hallucinations


 FORMCHECKBOX 
 Lose track of time

 FORMCHECKBOX 
 Excessive use of drugs and/or alcohol

 FORMCHECKBOX 
 Excessive use of prescription drugs

 FORMCHECKBOX 
 Other problems/symptoms:












MENTAL HEALTH HISTORY:

Previous outpatient therapy?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If Yes, what agency?













If Yes, what was accomplished?










Previous psychiatric hospitalization?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No




If Yes, how many times?












If Yes, when?





 Where?






Psychotropic medication?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No



If Yes, names and dosage?













If Yes, who is prescribing doctor?










PERSONAL / FAMILY HISTORY OF :

Substance Abuse

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Violence

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

 

Mental Illness


 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Physical Abuse

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
 

Suicide


 
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

Sexual Abuse
  
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


Emotional Abuse


 FORMCHECKBOX 
 Yes
  FORMCHECKBOX 
 No

Explain any of the above:


























MEDICAL HISTORY:
Primary Care Physician:












Date of last medical exam:











List any medical problems that you are currently experiencing:








List any medication (and dosage) that you are currently taking:








Please add any information that may aid your therapist in understanding and helping you:





                                          Signature



                                  Date






2

