Anna M. Adams Psy.D.
Center for Social Emotional Wellness Ltd.

Client (adult) History Form

Please complete this form as honestly and completely as possible. It is for the purpose of getting to
know you better in order to provide the best possible mental health services.

Client Information

Client Name: Date:

Client’s Age: Date of Birth / /
Gender: L] Male [] Female [ Other:

Race: [L]White [] African American [] Hispanic [] Asian [_] Native American [] Multi-racial
[ other:
Religion: [ christian [ catholic [ Jewish L1 Muslim [J None [ other:

Sexuality: [ Heterosexual L] Homosexual L] Bi-sexual [ Transgender [ Transsexual

[ other: CdPrefer not to answer
Marital Status: [] Single 1 married [ Separated [ pivorced [ widowed [ Cohabitating
[ other: Years together:
Spouse’s/Partner’s Name: Age:

Spouse’s/Partner’s Occupation:

Children:

Number | Name Sex Age Number | Name Sex Age
1 4
2 5
3 6

If separated or divorced, who has custody of the children: [self [ Spouse/Ex-Spouse 1 Joint

Employment

] Employed FT ] Employed PT ] Unemployed [] Retired [] Disabled []0ther:

Occupation:

Hours per week: Employer:

Employer Address:

City: State: Zip Code:

How would you describe your job satisfaction?
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Center for Social Emotional Wellness Ltd.

Current Living Situation

Persons residing in the home:

Name Relation Age occupation
Immediate family members residing outside the home:
Name Relation Age occupation

Current Problems

In your own words, please describe the current problems as you see them:

How long has this been going on?

What made you come in at this time?
What are your goals in treatment?

If you had difficulties in the past, what have you done to cope? Was it helpful?

Social History

Number of close friends:

Hobbies/interests : [] No [] Yes
Volunteer activities: [] No [] Yes
Services/Organization: [] No ] Yes Please list:

Please list social activities:

Please list:

Please list:

Page 2 of 7




Anna M. Adams Psy.D.
Center for Social Emotional Wellness Ltd.

Current Symptoms

Please check any symptoms or experiences you have had in the last month:

] Difficulty falling asleep ] Difficulty staying asleep [ Panic attacks

] Irritability DAnxiety ] Frequent feelings of guilt
] Difficulty getting out of bed 1 Not feeling rested in the morning

DAverage hours of sleep per night:

DRapid mood changes DDepressed Mood L] Feeling Numb
Coutbursts of anger 1 Worthlessness O Hopelessness

[ sadness ] Helplessness [ Decreased energy
] increased energy L] Fear L] unusual sweating
] Racing thoughts 1 Tremor O Frequent worry

[ pizziness [ intrusive memories [ Flashbacks

] shortness of breath ] increase muscle tension ] Rapid speech

] Nightmares ] Changes in eating/appetite O Eating more

L] Eating less L] Voluntary vomiting [] Use of laxatives

] Binge eating [ Excessive exercise to avoid weight gain

1 Are you trying to lose weight? _D Weight gain:_ Ibs. O Weight loss:_ lbs.
L] Self-harming/cutting/scratching L] Difficulty leaving your home

[ sense of lack of control [ pecreased ability to handle stress
] Difficulty problem solving ] Difficulty meeting role expectations
] Dependency on others ] Inappropriate expression of anger

] Difficulty or inability to say “no” to others [ ineffective communication

DWithdrawing from other people ] Spending increased time alone

O Thoughts about harming or killing yourself O Thoughts about harming or killing someone else
] Feeling or acting like a different person ] Easily startled, feeling “jumpy”

] Physical sensations others don’t have [ Hear voices when no one else is present

] Difficulty concentrating or thinking ] Large gaps in memory

1 Abusive relationship ] Difficulty expressing emotions

[ concerns about your sexuality ] Changes in sexual activity

] Feeling puzzled as to what is real and unreal DChanges in shopping/spending habits
] Avoiding people, places, activities or specific things
] Feeling as if you were outside yourself, detached, observing what you are doing

] Persistent, repetitive, intrusive thoughts, impulses, or images
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] Unusual visual experiences such as flashes of light, shadows

] Feeling that your thoughts are controlled or placed in your mind
] Feeling that the television or the radio is communicating with you
] Manipulation of others to fulfill your own desires

L] Fear of certain objects or situations (i.e., flying, heights, bugs) Describe:

L] Repetitive behaviors or mental acts (i.e., counting, checking doors, washing hands)

[ Persistent loss of interest in previously enjoyed activities

Mental Health History

Have you seen a counselor, psychologist, psychiatrist or other mental health professional before?

1 No [ Yes Dates of Treatment: Name of provider:
Reason for treatment:

Was it helpful: 1 No [ ves Why/Why Not:

Have you been hospitalized for psychiatric reasons?
1 No [ ves Dates of Treatment: Hospital:

Reason for hospitalization:

Mental Health Diagnoses: [Junknown [ Yes (specify):

Are you CURRENTLY taking PSYCHIATRIC medication?
[1No [ Yes if YES, please list:

Medication Dosage How long have you Has it been helpful?
been taking it?

Prescribing physician name:

Have you ever attempted suicide? 1 No [ ves If YES, please describe:
Family Mental Health History: ] No [ ves If YES, who:
Diagnosis
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Medical History

Past Medical Problems:
[ seizures ] Fainting [] Headaches [] Head Injury/Trauma
Clother (please list all)

Hospitalizations: 1 No [ Yes, number: Dates:
Reason:

Emergency Room Treatment: ] no O Yes, number: Dates:
Reason:

Surgeries: ] No [ Yes, number: Dates:
Reason:

Allergies:

[] None [] seasonal [] Nuts [] pets [] Food, please list

L] Medication, please list L] other:

Current Medical Problems:
Please list all

Please list all current medication/supplements:

Medication/Vitamin/Supplement Dosage Medication/Vitamin/Supplement

Dosage

Physician name/address:

Date of last physical: Results:

Appetite: [] Good [ Poor, explain

Sleep: [1 Good [ Poor, explain

Childhood abuse: [ No [ Yes, please check all that apply: [ verbal [ Physical [ sexual

CIemotional [ Neglect

Family Medical Health History:
Please list all and specify family member:
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Academic and Military History

Highest level of education:
] some High School ] High School Graduate; Name of school

[] Associates Degree; College ] Bachelor Degree; College

[ Graduate Degree; University Cother:

Academic accommodations: [LINo DYes, please describe

Academic experience: ClGood [ Poor; please describe

Military History: [ Nno L Yes; L] Army ] Navy L] Air Force L] Marine
Type of Discharge: [ Medical L Honorable [ Dishonorable L1 Other:

Family and Legal History

Father: [] Living L] Deceased; His age at death: Your age at his death:
Cause of death:

Mother: [ Living [] Deceased; Her age at death: Your age at her death:
Cause of death:

Parents’ Marital status: [_] Married to each other [] Divorced [ ] Remarried

Your current relationship with father:

Your current relationship with mother:

Siblings:

Name Sex Age Whereabouts Are you close to
him/her

1 No [ Yes

1 No [ Yes

[ No [ Yes

[ No [ Yes

Legal problems:

Arrests: L] No [] Yes, please describe

pul: L1 no O Yes, please describe

Bankruptcy: 1 No [ ves, please describe
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Substance Use History

Alcohol

Do you drink alcohol? CINo [ ves I yes, age of first use:

How much do you drink? How often do you drink?

Have you ever passed out from drinking? [ No [ ves Number of times:

Have you ever blacked out from drinking? ] No [ ves Number of times:

Have you ever had the “shakes”? 1 No [ ves Number of times:

Have you ever felt you should cut down on your drinking? [ No [ ves

Have people annoyed you by criticizing your drinking? [ No [ ves

Have you ever felt bad or guilty about your drinking? 1 No [ ves

Have you ever drank in the morning to steady your nerves or relieve a hangover? [ No L Yes

Have you ever had alcohol abuse treatment? ] No [ ves if yes, when/where:

Tobacco
Do you use tobacco? 1 No [ ves If yes, how much? For how long?

Type of tobacco product: L] Cigarettes ] chew [ Cigars L] Electronic/Vape L] other:
If you quit, how long ago?

lllicit Drugs
Please indicate for each drug listed below

Drug Ever used Age at 1* use Time since last # of uses in the
use past 30 days

Marijuana

Cocaine

Heroin

Crack

Methamphetamine

Ecstasy

Other:

Have you ever felt you should cut down on your drug use? 1 No [ ves

Have people annoyed you by criticizing your drug use? 1 No [ ves

Have you ever felt bad or guilty about your drug use? 1 No [ ves

Have you ever used drugs in the morning to steady your nerves? 1 No [ ves

Have you ever had drug abuse treatment? ] No [ ves if yes, when/where:

Prescription Medication Abuse

Have you ever misused/abused prescription medication? ] No [ Yes medication:
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