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ADULT INFORMATION

Marital Status:    ________    ________   _________   _________   _________   ______
Check One          Single          Married      Separated     Divorced      Widowed       Child
Occupation:  ___________________________ Place of Employment: ___________________ Phone (        ) ___________________
Spouse’s Name: ________________________ Place of Employment: ____________________ Phone (        ) ___________________
Occupation: _____________________________
Primary Care Physician _________________________ Address________________________ Phone (        ) _________________                                   
Current Medications: __________________________________________________________________________________________
Current or past illnesses, injuries, health problems:___________________________________________________________________   
Previous Mental health treatment (therapy, hospitalizations, drug/alcohol rehab. etc.) _______________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Briefly describe why you are seeking counseling and what you hope to get out of it _________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Please place a check by any symptoms or problems that you are currently experiencing:
___DEPRESSION


___ANXIETY 

  
___SCHOOL/WORK PROBLEMS

___INSOMNIA



___FEEL TENSE

___FINANCIAL PROBLEMS

___NO APPETITE


___CONSTANT WORRYING 
___LEGAL PROBLEMS

___FATIGUE/LOW ENERGY

___PANIC ATTACKS

___MARITAL/FAMILY PROB.

___IRRITABILITY


___EXCESSIVE FEARS

___PHYSICAL ABUSE
___CAN’T MAKE DECISIONS

___WITHDRAWN

___EMOTIONAL ABUSE

___LOW SELF ESTEEM


___EXCESSIVE GUILT

___SEXUAL ABUSE

___MOOD SWINGS


___NIGHTMARES

___RECENT LOSS

___ANGER PROBLEMS


___STOMACH PROBLEMS
___ALCOHOL ABUSE

___INCREASED APPETITE

___MEMORY PROBLEMS
___DRUG ABUSE

___SEXUAL PROBLEMS

___PAST SUICIDE ATTEMPTS
___OVERLY SUSPICIOUS

___OTHER________________________________________________________________________________________________
__________________________________________________________________________________________________________
