ISSUES YOU WOULD LIKE TO DISCUSS:

_____ AMBITION


______EDUCATION 
        ______LEGAL MATTERS

______SEE THINGS  


______ANGER


______FEARS

        ______LIFESTYLE

______SELF-CONTROL



______ANXIETY


______FINANCES

        _____LONLINESS

______SEPARATION

______APPETITE


______GRIEF/LOSS
        
        ______MAKING DECISIONS
______SEXUAL PROBLEMS


______BEING A PARENT

______HEADACHES
        ______MARRIAGE

______SHYNESS

______CAREER CHOICES

______HEALTH PROBLEMS             ______MEMORY
 
______SLEEP


______CHILDREN


______HEAR VOICES
        ______MY THOUGHTS

______SUICIDAL THOUGHTS

______CONCENTRATION

______INFERIORITY FEELINGS     ______NERVOUSNESS 

______TEMPER

______DEPRESSION

______INFERTILITY
         ______NIGHTMARES

______TIREDNESS


______DIVORCE


______INSOMNIA

        ______PANICK


______UNHAPPINESS


______DRUG/ALCOHOL 

______LACK OF ENERGY
         ______PHOBIA


______WORK

OTHER ISSUES:  _______________________________________________________________ 

TREATMENT

1.   Clinic/doctor's name: _______________________________________   Phone: _____________________

 2.   List all prescription and Over-the-Counter medications you are currently taking (include herbal supplements).  

3. List any allergies to food or drugs.__________________________________________________________________  

4. Have you been in therapy before? ________  If yes, when and with whom? _________________________________  

5. Have you ever been suicidal?  Yes    No           Homicidal?    Yes      No

CHEMICAL USE

1. How many times per week do you drink alcohol, on average? ______   How much each time?  ____________

2. How many times per week do you use other substances? _____ List any substances you currently use (including tobacco)._______________________________________________________________________________________

ABUSE HISTORY

Have you ever been physically abused? ____ Sexually? _____Emotionally/Verbally?_____

MARITAL/RELATIONSHIP  HISTORY  ( Please list marriages and/or significant relationships.)

 1st Name                   
                 Age (of both)       Length           Divorced/Separated/Ended              When

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


CHILDREN




(Check all that apply)

Name

          


   Age
 Sex       Grade       
Living         From Previous     Step-Children






            


         With You            Marriage      

	                                                          
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


FAMILY HISTORY

1. Is there a history of emotional/psychological problems in your family? _______________________________

2. Is there a history of drug or alcohol abuse in your family? _________________________

3. Is there a history of serious medical problems in your family? ______________________

