


 PSYCHOSOCIAL HISTORY

Date:   _________________                           


What specific problems do you want to address while in therapeutic treatment?

 _________________________________________________________________________________________


_________________________________________________________________________________________

Identifying Information:


Patient Name:____________________________________________________ Sex:  ______________


Address:  _________________________________________________________________________________


Telephone contact: _________________________________ email:  __________________________________


Date of Birth:  _____________    Age:  ________   Social Security #:  _________________________________


Height:  ________   Weight:  _________ Eye Color:  _________  Hair Color:  __________


Ethnic Background:  _____________________________________________________________________

Do you have trouble reading or writing English?                    Yes               No  (if yes, inform therapist for more time to be scheduled for the initial session for therapist to complete this form for you)

Do you have any type of disability, and if yes, describe?  _________________________________________

If disabled, do you receive disability insurance?            Yes            No                 Not applicable


Identifying physical characteristics (scars, tattoos, birthmarks):  ___________________________________

______________________________________________________________________________________





Emergency Contact Information:
In case of an emergency during therapy session(s) or non-appearance for scheduled session, and attempts to reach me have failed, I give permission for the following person(s) to be contacted:


Name:  ____________________________________________  Relationship:  ___________________________


Telephone #: (        )  ___________________________________


Address:   _________________________________________________________________________________


Name of Primary Care Physician: ___________________________________________________________


Telephone # of PCP:  (        )  _________________________________________

Personal Information:

Self reported mental processing strengths:  ____________________________________________________


Interests/activities/hobbies:  ________________________________________________________________


_______________________________________________________________________________________


Describe your social/peer group:  ______________________________________________________________


Spiritual beliefs, what values did you learn from parents:  ___________________________________________


_________________________________________________________________________________________ 


Would you like anyone else involved in counseling sessions:                    Yes                 No


If yes, whom:  ___________________________________________________________________________


Have you had counseling previously:                  Yes                      No 

If yes, what was your experience:  ____________________________________________________________

Mental Health History:

Ever been diagnosed with a mental health illness/ if yes, give diagnosis, year diagnosed, and by what type of medical official and name, if remembered:
 

 ________________________________________________________________________________________

Medical History:

Do you have any current or past medical issues?                   Yes                 No

If Yes, provide medications, and prescribing physician name:  ____________________________________

______________________________________________________________________________________

Have you had any operations and/or surgeries?              Yes              No    Please describe:  _____________

______________________________________________________________________________________


Currently Prescribed Medications:  ____________________________________________________________

________________________________________________________________________________________


Ever had suicidal ideations, thoughts or attempts, if yes give year and if current year month, and explanation:

  _____________________________________________________________________________________

  _____________________________________________________________________________________

Any past homicidal ideas or attempts, if yes give year and if current month and date:

 ______________________________________________________________________________________

Currently any suicidal, or homicidal ideations:  ________________________________________________

Were you or any other family member emotionally, physically, or sexually abused?  	Yes    		No

If  YES, please list who was abused, the relationship of the abuser and type of abuse:  ___________________

________________________________________________________________________________________

________________________________________________________________________________________


Approximately how old were you when the abuse started and ended/:  _______________________________

Have you ever witnessed/experienced any trauma(s) in your life?            Yes                  No

If yes, please describe the traumatic event:  ___________________________________________________


Educational Background:

What was the highest grade school completed?  ____________  GED:  	       Yes                  No


Explain any College Degree endeavors/accomplishments:  _________________________________________

________________________________________________________________________________________

Relationship/Martial History:    Status:             Married	     Divorced           Separated	          Widowed      	

          Significant other	    Single

How many times have you been married or in a live-in relationship/length of time for each?  

_________________________________________________________________________________________


Is wife/husband/partner living with you?  _______________________________________________________

Are you experiencing or have you experienced any domestic violence issues?             Yes                 No

If yes, please describe:  _____________________________________________________________________


Name of partner and/or father/mother of children:  ________________________________________________

Age of partner/father/mother of children:  _______________

One word feeling about current relationship:  _________________________________________________

Children’s names and ages:  _________________________________ age:  ________________


________________________________________________________ age:  ________________


________________________________________________________  age:  __________________


_________________________________________________________ age:  __________________


Describe current/past problems with your children:  ________________________________________________
Immediate and Extended Family History:

Family history of mental health or medical issues:  ________________________________________________


________________________________________________________________________________________


Has anyone in your family suffered from mental illness? __________________________________________


If so, who?  _____________________________________________________________________________


Employment:


Major Occupation:  _______________________________________________________________________


Current Employer:  _______________________________________________________________________


What kind of work would you prefer to do? ____________________________________________________

Legal

Legal History & Current Legal Issues:  _______________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________


Current Substance History:

Do you smoke cigarettes/cigars/marijuana ? 	           Yes              No   If yes, which? ____________________


Do you consume alcohol?                 Yes              No


 If yes, how often do you drink and how many drinks?  ___________________________________________


Do you recreationally use drugs? _____________________________________________________________


Are you dependent upon any prescribed or non-prescribed chemical drugs?  ___________________________

What, if any, drugs have you used in the past:

Which Drug                                         How Old 1st Started                                     Date of Recovery
	Opioids (Prescribed / Heroin)
	

	

	Dilaudid
	

	

	Vicodin
	

	

	Cocaine / Crack
	

	

	Stimulants
	

	

	Psychedelics
	

	

	Marijuana / Hashish
	

	

	Alcohol
	

	

	Other drugs not mentioned above

	
	






The signature given below confirms your having personally answered, as well as having a clear understanding of the questions presented within this Psychosocial History Form:




__________________________________________       __________________
Signature of Client			                                            Date




*****(if couples therapy or family therapy, please print additional copies of form and have each adult attendee complete with personal signature affixed)

***** (if child or adolescent therapy, please find appropriate form titled:  Child Assessment Form that requires the signature of the parent(s)








IDENTIFY OTHER AREAS OF CONCERN

Circle the following concerns you have:

Stress				Relationships			Weight loss
Gambling				Financial Problems		Weight gain
Anger				Trouble Sleeping		Grief
Depression				Spiritual Needs			Negative thoughts
Suicide				Worries about Children	Desire for cont. Education
Medication			Sexual Difficulties		Unemployment
Physical Pain			Physical/Sexual Abuse	Parenting Problems
Health Problems			Eating Problems/Appetite	Loneliness
Legal problems			Friends				Employment dissatisfaction
Caring for Someone		Smoking				
Alcohol/Drug			Career Decisions
Bad habits				Anxiety

What else not listed concerns you? _______________________________________

___________________________________________________________________  
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