Adult Initial Assessment 

Today’s Date:  				

Name:  								  Date of Birth:  			

Medical History

Are you currently seeing a physician for an ongoing medical condition such as diabetes, thyroid disorder, cancer treatment etc.? ___(Y/N)
If yes, then please explain/describe:_____________________________________________________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name of Personal Physician: __________________________________________
Phone number:_________________________________________________-

Please describe any current concerns with alcohol or drug use in yourself or in your family: ____ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you been in therapy before? ___(Y/N)

If yes, when was the last time you saw a therapist? ______________________________(date)

Have you found therapy to be helpful in the past? ___(Y/N)

What worked and what didn’t? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Work and Relationships
If you are employed, please briefly tell me about your current occupation and happiness level with your work. If you’re not employed, is unemployment a factor in seeking therapy?: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
												     	     													          

Any ongoing concerns around your job or employment history? _______________________________
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If you are in a romantic relationship, tell me about your satisfaction with your current relationship and any concerns you have: ____________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have a good support system (People you can turn to with problems, to have fun, people who enrich your life)? ____________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________

What do you see as your greatest strengths that will help you attain your therapy goals? __________
______________________________________________________________________________________________________________________________________________________________________

What are the challenges/struggles that may hold you back? __________________________________ ___________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________

Do you have children? ____(Y/N)
Name and Age of those living at home with you? _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is your relationship with your children something we will be discussing in therapy? ___(Y/N) If yes, please share your concerns: ___________________________________________________________
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	Are you living with anyone else you’d like me to know about?_________________________________ 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family Background

As a child or a teen, did you experience: ___separation from one or more parents? ____out of home placement? ____depression of primary caregiver? ___Addiction in a primary caregiver? ____death or chronic illness of a family member? _____abuse? ___neglect? ___chronic pain or illness? ___ disruption in bonding? ____witness to a death or traumatic event? ____sexual abuse/ assault?

What are three words you would use to describe your relationship with your:
	Female Caregiver:



	Male Caregiver:



	Sister(s): 


	Brother(s):






	Adopted/Step sister(s):





	Adopted/Step Brother(s):




Were you adopted or in foster care? ___(Y/N)
Were you otherwise ever out of your primary caregivers care and/or home for any reason? ___(Y/N)
If yes to either, please elaborate to the best of your ability:___________________________________
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Other significant relations that have impacted your life (Grandparent, neighbor, Aunt etc.): ___(Y/N)
If yes, who?_________________________________________________________________________

Any known addiction issues in your family of origin?




	Is there a family history of:
  Depression 
  Anxiety 
  Bipolar Disorder 

	
Borderline Personality Disorder 
  Schizophrenia
  Autism/Asperger’s


	

	

	

	

	

	



	
Cultural / Spiritual

What language(s) are spoken at home?__________________________________________________________

Do you have any cultural considerations that you would like me to know about? ___(Y/N)
If yes, please elaborate:_______________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Growing up were you raised in a particular church? ___(Y/N) 
If yes, which one(s)?__________________________________________________________________
Do you currently consider yourself to be spiritual or religious? ___(Y/N)
If yes, describe your faith or beliefs:_____________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




SI, HI, Self Harm

Note: Please check all boxes that apply

	Suicidal concerns:
  None
  Thoughts
  Planning
  Attempt
  History of
  Hospitalization

	If you have checked any boxes other then “none,” please elaborate further:







	Homicidal concerns:
  None
  Thoughts
  Planning
  Attempt
  History of
  Legal consequences

	If you have checked any boxes other then “none,” please elaborate further:

	Self Harm behavior:
  None 
  Current 
  History of

	If you have checked any boxes other then “none,” please elaborate further:





History of Abuse
Note: Please check all boxes that apply
I thank you in advance for completing this section, as it can be difficult and/or painful for people to talk about.
Have you experienced any of the following types of abuse?
	  None
  Physical
  Emotional
  Verbal
  Sexual
  Neglect/
      Abandonment

	If you have checked any boxes other then “none,” what would you like me to know or think would be helpful for me to know about your experience(s)?







































	Trauma History
I thank you in advance for completing this section, as it can be difficult and/or painful for people to talk about.

Have you ever experienced a traumatic event?
If so, what would you like me to know or think would be helpful for me to know about your experience(s)?
























Substance Abuse/Addiction

	Do you currently or have you recently struggled with substance use/abuse or a behavioral addiction (i.e. gambling, porn, etc.)? 



	In the past did you struggle with substance use/abuse or a behavioral addiction?
 



	How has substance use or a behavioral addiction effected your daily functioning (employment, housing, food, etc…)?



	Have you ever been treated for substance use/abuse or a behavioral addiction?



	Does your partner struggle with substance use/abuse or a behavioral addiction?



	Have you had legal trouble due to substance use/abuse or a behavioral addiction?



	Have you ever been in jail?




[bookmark: _GoBack]Final Step: Please complete the depression inventory found on the next page. When answering each question, make sure to answer based on your past 2 weeks.



PHQ-9 Depression Inventory

Over the last 2 weeks, how often have you been bothered by any of the following problems?

	
	Not at all
	Several days
	More than half the days
	Nearly every day

	1. Little interest or pleasure in doing things
	0
	1
	2
	3

	2. Feeling down, depressed, or hopeless
	0
	1
	2
	3

	3. Trouble falling or staying asleep, or sleeping too much
	0
	1
	2
	3

	4. Feeling tired or having little energy
	0
	1
	2
	3

	5. Poor appetite or overeating
	0
	1
	2
	3

	6. Feeling bad about yourself – or that you are a failure or have let yourself or your family down
	0
	1
	2
	3

	7. Trouble concentrating on things, such as reading the newspaper or watching television
	0
	1
	2
	3

	8. Moving or speaking so slowly that other people could have noticed? Or the opposite – bring so fidgety or restless that you have been moving around a lot more than usual
	0
	1
	2
	3

	9. Thoughts that you would be better off dead or of hurting yourself in some way
	0
	1
	2
	3

	If you checked off any problems, how have these problems made it for you to do your work, take care of things at home, or get along with other people?
 Not difficult at all
 Somewhat difficult
 Very difficult
 Extremely difficult
	







