ADULT INFORMATION FORM


Today's date: 6/14/2011
BACKGROUND INFORMATION 

	Client Name:      
	Date of Birth:      

	Birthplace:      
	Age:     
	Social Security:      

	Home Street Address:      

	City:      
	State:      
	Zip:      

	Phone Numbers:
	Cell:      
	Home:     
	Work:      

	Number that you prefer us to contact you:         FORMCHECKBOX 
Home        FORMCHECKBOX 
 Work         FORMCHECKBOX 
 Cell   

	Emergency Contact:      
	Relationship:      

	Phone:      


REASON (BRIEFLY) FOR SEEKING TREATMENT AT THIS TIME

	     

	How long have these difficulties been present?      

	What are your goals for treatment?      


MARITAL HISTORY
	 FORMCHECKBOX 
 Married
 FORMCHECKBOX 
Partnership   FORMCHECKBOX 
Single 
 FORMCHECKBOX 
Divorced
 FORMCHECKBOX 
Separated
  FORMCHECKBOX 
Widowed

	If married, Spouse Name:      
	Years married:     
	Spouse’s Age:     

	Is this your first marriage?      
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No 

	If no, please elaborate:      


EMPLOYMENT/EDUCATIONAL HISTORY:
	Employment

Occupation:      
Place of Employment:      
Years employed:     
	Spouses’ Employment (if applicable)
Occupation:      
Place of Employment:      
Years employed:      

	Education
Highest Degree Completed:      
	Spouses' Education (if applicable)

Highest Degree Completed:      


FAMILY HISTORY:

	Children (if any)? 

	Name:       
	Age:     
	  FORMCHECKBOX 
 M   FORMCHECKBOX 
 F
	          Living at home?   FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No

	Name:       
	Age:     
	  FORMCHECKBOX 
 M   FORMCHECKBOX 
 F
	          Living at home?   FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No

	Name:       
	Age:     
	  FORMCHECKBOX 
 M   FORMCHECKBOX 
 F
	          Living at home?   FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No

	Is there anyone else living at home?      

	Your mother's name:      
	Age:     
	     FORMCHECKBOX 
 Living     FORMCHECKBOX 
 Deceased

	Your father's name:      
	Age:     
	     FORMCHECKBOX 
 Living     FORMCHECKBOX 
 Deceased

	If your parent(s) is/are deceased, how old were you when this occurred?     

	If your parents are divorced, how old were you when this occurred?     

	Briefly describe your current relationship with your parent(s):      

	Siblings (if any)?

	Name:       
	Age:     
	 FORMCHECKBOX 
 M   FORMCHECKBOX 
 F
	Relationship:      

	Name:       
	Age:     
	 FORMCHECKBOX 
 M   FORMCHECKBOX 
 F
	Relationship:      

	Name:       
	Age:     
	 FORMCHECKBOX 
 M   FORMCHECKBOX 
 F
	Relationship:      


MEDICAL HISTORY:
	Please list all medical problems:      

	Allergies:      

	Physician:     
	Phone #:      
	Fax #:      

	Current Medical Medications:      


MENTAL HEALTH HISTORY:
Previous Mental Health Treatment:

	Date(s)        
	Therapist/Facility     
	Reason for seeking treatment  
	Was treatment helpful?

	      -      
	     
	     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	      -      
	     
	     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	      -      
	     
	     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	      -      
	     
	     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Are you currently prescribed any psychiatric medications?      

	Date(s)        
	Medication     
	Reason for prescription  
	Is medication helpful?

	      -      
	     
	     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	      -      
	     
	     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	      -      
	     
	     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	      -      
	     
	     
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Have you been prescribed any psychiatric medications in the past?

	Date(s)        
	Medication     
	Reason for prescription  
	Reason stopped

	      -      
	     
	     
	     

	      -      
	     
	     
	     

	      -      
	     
	     
	     

	      -      
	     
	     
	     


	Psychiatrist:      
	Phone #:      
	   Fax#:      


	Have you ever been hospitalized for mental health reasons: 



 FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 Yes

	If yes, please describe:      


	History of suicidal thoughts or threats: 



                            FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 Yes

	If yes, please describe:      


	Suicidal gestures and/or attempts:



                                         FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 Yes

	If yes, please describe:      


	Any legal history: 



                                                                   FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 Yes

	If yes, please describe:      


	History of involvement in lawsuits:  


                                              
 FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 Yes

	If yes, please describe:      


	History of substance abuse and/or treatment for alcohol and/or drug use?

 FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 Yes

	If yes, please describe:      


FAMILY BACKGROUND INFORMATION:

	History of psychiatric/psychological disorders in family:


                            FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 Yes

	If yes, please describe:      


	History of substance abuse in family:


                                                      FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 Yes

	If yes, please describe:      


	Is there a history of suicide in the family?


                                         FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 Yes

	If yes, please describe:      


BEHAVIOR:

Check any of the following that apply to you or client if client is a minor

 FORMCHECKBOX 
 Overeat



 FORMCHECKBOX 
 Suicide attempt
 FORMCHECKBOX 
 Vomiting



 FORMCHECKBOX 
 Repeat actions over & over

 FORMCHECKBOX 
 Odd Behavior


 FORMCHECKBOX 
 Withdraw from people

 FORMCHECKBOX 
 Work too hard


 FORMCHECKBOX 
 Sleep disturbance
 FORMCHECKBOX 
 Often put things off


 FORMCHECKBOX 
 Phobic (fear) avoidance
 FORMCHECKBOX 
 Act impulsively


 FORMCHECKBOX 
 Lazy
 FORMCHECKBOX 
 Loss of control/behavior

 FORMCHECKBOX 
 Aggressive behavior
 FORMCHECKBOX 
 Crying



 FORMCHECKBOX 
 Loss of appetite
 FORMCHECKBOX 
 Sexual problem


 FORMCHECKBOX 
 Hurt self
 FORMCHECKBOX 
 Quit jobs



 FORMCHECKBOX 
 Often over sleep
 FORMCHECKBOX 
 Easily agitated


 FORMCHECKBOX 
 Day dream
FEELINGS:

Check any of the following that apply to you 

 FORMCHECKBOX 
 Anger



 FORMCHECKBOX 
 Guilty


 FORMCHECKBOX 
 Unhappy
 FORMCHECKBOX 
 Annoyed



 FORMCHECKBOX 
 Happy


 FORMCHECKBOX 
 Bored

 FORMCHECKBOX 
 Sad




 FORMCHECKBOX 
 Confused


 FORMCHECKBOX 
 Restless

 FORMCHECKBOX 
 Depressed



 FORMCHECKBOX 
 Regretful


 FORMCHECKBOX 
 Lonely
 FORMCHECKBOX 
 Anxious



 FORMCHECKBOX 
 Hopeless


 FORMCHECKBOX 
 Contented
 FORMCHECKBOX 
 Fearful



 FORMCHECKBOX 
 Hopeful


 FORMCHECKBOX 
 Excited
 FORMCHECKBOX 
 Panicky



 FORMCHECKBOX 
 Helpless


 FORMCHECKBOX 
 Optimistic
 FORMCHECKBOX 
 Energetic



 FORMCHECKBOX 
 Relaxed


 FORMCHECKBOX 
 Tense
 FORMCHECKBOX 
 Envy



 FORMCHECKBOX 
 Jealous


 FORMCHECKBOX 
 Ashamed
 FORMCHECKBOX 
 Loss



 FORMCHECKBOX 
 Grief

OTHER:

Is there anything else I should know that doesn't appear on this
or other forms, but that is or might be important?




               FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 Yes
If yes, please explain:      
My signature below indicates that I have voluntarily and accurately completed the D'Arienzo Psychological Group Questionnaire. A photocopy of this agreement will be considered as valid as an original.
X__________________________________

Client name

X__________________________________                          ______________

 

Signature of Client 



                     Date
