ADULT HISTORY FORM

Name: ________________________________
Date: ___________   Age: ________   DOB:____________
PRESENTING PROBLEM:

Describe the problems you are having & when they began:

SYMPTOM CHECKLIST:

Please check any symptoms you are experiencing.

___ Aggression/Anger Outbursts
___ Eating Disorders

___ Irritability


___ Suicidal Thoughts


___ Alcohol Abuse

___ Elevated Mood

___ Loneliness


___ Trembling

___ Anxiety


___ Fatigue


___ Memory Problems

___ Weight Gain/Less

___ Avoidance of People

___ Fears (List)


___ Mood Swings

___ Withdrawal

___ Chest Pains


_________________________
___ Muscle Tension

___ Worrying

___ Computer Addiction

___ Gambling


___ Panic Attacks

___ Worthlessness

___ Depression


___ Hallucinations

___ Racing Thoughts

___ Other Symptoms

___ Difficulty Concentrating
___ Headaches


___ Restlessness/On Edge

_________________

___ Difficulty Thinking

___ Helplessness


___ Sexual Addiction

_________________

___ Distractibility

___ Hopelessness


___ Sexual Difficulties

_________________

___ Dizziness


___ Impulsivity


___ Sleeping Problems

_________________

___ Drug Abuse


___ Indecisiveness

___ Stressed Out


_________________

PAST HISTORY OF MENTAL HEALTH PROBLEMS/TREATMENT:

Include therapy, hospitalizations, medications & their effectiveness.

FAMILY HISTORY OF MENTAL HEALTH PROBLEMS:

CURRENT STRESSORS:

Please check all that apply.

___ Marital Conflict

___ Poor Peer Relations

___ Legal Problems

  ___ Victim of Abuse

___ Separation/Divorce

___ Problems at Work

___ Health Problems

   ___ Physical

___ Conflict with Children
___ Job Loss or Change

___ Recent Death


   ___ Emotional

___ Conflict with Parents

___ Problems at School

___ Substance Abuse Problems
   ___ Sexual

___ Conflict with Siblings

___ Recent Move


___ Housing Problems

___ Conflict with Other Family
___ Financial Problems

___ Other (List): ________________________________

SUBSTANCE USE:

Please indicate both current and past use.



Current Use
Past Use



Substance

Yes
No
Yes
No
Amount Used

Frequency
Date Last Used     

Tobacco


___
___
___
___
_______________
_________
____________

Caffeine


___
___
___
___
_______________
_________
____________

Alcohol


___
___
___
___
_______________
_________
____________

Marijuana

___
___
___
___
_______________
_________
____________

Cocaine/Crack

___
___
___
___
_______________
_________
____________

Heroin


___
___
___
___
_______________
_________
____________

Amphetamines

___
___
___
___
_______________
_________
____________

LSD


___
___
___
___
_______________
_________
____________

Ecstasy


___
___
___
___
_______________
_________
____________

Inhalants

___
___
___
___
_______________
_________
____________

Prescription Drugs
___
___
___
___
_______________
_________
____________


(Please List: ________________________________________)

IV Drug Use

___
___
___
___
_______________
_________
____________

List any use of herbal supplements or over the counter medications:

PAST HISTORY OF SUBSTANCE ABUSE TREATMENT:

Include AA/NA, counseling, hospitalization, and residential care.

HISTORY OF LEGAL PROBLEMS:

Include any current charges

MEDICAL HISTORY:

Who is your PCP? ______________________________________________

Date of last visit: ________________________
Date of last physical: __________________

Have you had any of the following:

___ Head Injury

___ Seizures

___Thyroid Problems

___ Hypertension

___ Heart Disease
___ Lung Disease
___ Liver Disease

___ Kidney Disease

___ Hepatitis

___ TB


___ HIV



___ Sexually Transmitted Diseases

___ Hypoglycemia
___ Diabetes

___ Cancer


___ Memory Problems

___ Asthma

___ Arthritis

___Chronic Pain


___ Headaches

___ High Fevers

___ Meningitis

___ Loss of Consciousness
___ Other ___________________

___ Other _____________________________________________

Describe any checked items above, including age of onset:

List any hospitalizations/surgeries you have had:

Current Medications, including who prescribes them and what they are for:

Medication


Dosage

Date started

Prescribed by

Condition prescribed for

Allergies:

Family History of Medical Problems:

SOCIAL HISTORY:

Date of Birth: _______________
Age: __________
Place of Birth: ___________

Where did you grow up?__________________________________________

Did your family move around?  If yes, please describe: 

How many siblings do you have?

Which family members are you close to? 

Describe your childhood:

Were you ever abused (physical, sexual, emotional)? 

Who do you rely on for emotional support?

Have there been major losses, changes or crises in your life? If yes, please describe.

Do you have any type of belief system (moral, spiritual, cultural, religious) that influences your life?

EDUCATIONAL HISTORY:

What is the highest grade you completed?

Did you receive any special education services?

How did you get along with your teachers and your peers?

Did you have any discipline problems at school?

MILITARY HISTORY:

Did you or do you serve in the military? ___Yes ___No

What branch and dates of service?

Were you stationed in a combat or other high-risk zone?

Type of discharge:

OCCUPATIONAL HISTORY:

Are you currently employed? ___ Yes ___ No

Where do you work? ________________________
How long have you been there? ____________________

What is your current position? ________________________ Do you like your job? ___ Yes ___ No

Are there any current job stressors you are experiencing?

Have your ever been laid off or fired?

Do you get along with your co-workers?

RELATIONSHIP HISTORY:

What is your sexual orientation?

What is your marital status? ___ Single ___ Married ___ Divorced ___ Widowed ___ Separated __ Other

Describe your current relationship, including any stressors:

Describe any prior marriages or long-term relationships and the reason for the divorce/break up:

List any children you have, including their names & ages:

Any problems with your children?

List all people currently residing in your home:

RISK ASSESSMENT:










Past
Now

Have you ever had thoughts of hurting yourself?


___
___

Have you ever had thoughts of committing suicide?


___
___

Have you ever had a plan to commit suicide?


___
___

Have you made threats to kill yourself?



___
___

Have you ever made a suicide attempt?



___
___

Have you ever mutilated yourself?




___
___

Have you ever had thoughts of harming someone?


___
___

Have you ever had plans to harm someone?



___
___

Have you ever attempted to harm someone?



___
___

Have you made threats to harm someone?



___
___

Is there any other information that would be helpful for your counselor to know?

_________________________________________________

___________________

Your Signature







Date
Pt Name:___________________________





Pt Name:___________________________





Pt Name:___________________________





 Pt Name:___________________________








