HISTORY QUESTIONNAIRE 

Page 8 of 1

ADULT INTAKE

History Questionnaire

Name:  ____________________________
Today’s Date:_____/______/______

Gender:  Male  Female
Date of Birth:_____/______/______

SS#: ________-_______-_________
Age:  ________yrs. _______months


Name of person filling out this form:________________________________________

A. CHIEF CONCERN(S)

 1. Please describe why you are here today: ____________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

  2.  What do you hope to accomplish in today’s session:  _______________________________________________

________________________________________________________________________________________________________________________________________________________________                                                    
  B.  MENTAL HEALTH HISTORY
1.  Have you ever seen a psychologist or therapist or other mental health care provider? Yes    No  

Name of MD/therapist:____________________________
Dates of treatment:________________________

Name of MD/therapist:____________________________
Dates of treatment:________________________

Name of MD/therapist:____________________________
Dates of treatment:________________________

Name of MD/therapist:____________________________
Dates of treatment:________________________

Name of MD/therapist:____________________________
Dates of treatment:________________________

2.  Have you ever been in the hospital or other facility for a behavior or mental health problem?   Yes  No
Name of Facility
Age
Days in Facility 
How helpful was it to you? 
________________________
_________
_____________
great good  so-so  not at all

________________________
_________
_____________
great good  so-so   not at all

________________________
_________
_____________
great good  so-so   not at all

        _______________________   _________            _____________
           great good  so-so   not at all

3.  Please list any medication(s) you are currently taking for your depression, anxiety, or for other mental health reasons. 

Name of Medication          
Dosage  (mgs) 
Times per day
Does it help?  
________________________________
_____________
______________
a lot  a little none    

________________________________
_____________
______________
a lot  a little none    

________________________________
_____________
______________
a lot  a little none    

________________________________
_____________
______________
a lot  a little none    

________________________________
_____________
______________
a lot  a little none 

4.  Please list any other medication(s) you have taken related to your mental health in the past.  

Name of Medication          
Dosage  (mgs) 
Times per day
Did it help?  
________________________________
_____________
______________
a lot  a little none    

________________________________
_____________
______________
a lot  a little none    

________________________________
_____________
______________
a lot  a none    

________________________________
_____________
______________
a lot  a little none  

Others______________________________________________________________________________

C.  MEDICAL HISTORY

1.  Have you ever had seizures?  Yes    No   If so, please explain______________________________________

2.  Have you ever been knocked out or unconscious from a head injury?    Yes  No  what happened?__________
     ___________________________________________________________________________________________ 3.  Did you have any memory or thinking problems after the injury?   Yes  No If yes, explain._______________

     ___________________________________________________________________________________________

     ___________________________________________________________________________________________     4.  Have you ever had any major   accidents  injuries illnesses   diseases?   None of the above.  If yes, 

     please explain. ______________________________________________________________________________

     ___________________________________________________________________________________________

 D.  FAMILY HISTORY
1.  Are you (check all that apply): 


Married
Widowed
Separated
Committed Relationship


Single
Remarried
Divorced
Given up on others

2.  Have you ever been married?  Yes No  How many times? _________

3.  Do you have any children?  Yes No  From how many mothers or fathers? ________

4.  How old are your children?  ____________________________ Do (did) you have custody of them? Yes No  

5.  Do any of your children have physical or emotional problems?  Yes No  If yes, please explain ___________

     __________________________________________________________________________________________

6.  Has there been any physical violence or abuse in your intimate relationships or marriage(s)?  Yes No  

7.  Who lives in the home with you now (begin with yourself and the adults)?

           Name
Relation 
Age

Disabled?                  


_____________________________
_________________
________
Yes  No


_____________________________
_________________
________
Yes  No


_____________________________
_________________
________
Yes  No


_____________________________
_________________
________
Yes  No


_____________________________
_________________
________
Yes  No

 Siblings

8.  How many bros___ and sisters___ do you have?  I am the _____child out of ______kids total.   only child

9.  Have any of your Sisters___ or Brothers___ ever had depression  anxiety alcohol abuse  drug abuse disability suicide attempt trouble with the law learning trouble none of the above

Mother

10.  How far did your mother go in school?  5  6  7  8  9  10  11  12  Some College  College 

11.  Does your mother have a history of mental health problems? Yes No   If yes, please check:

Anxiety Depression Suicide Attempt Hospitalization Sexually Abused Physically Abused Domestic Violence Drug use Alcohol abuse  Legal History Other ____________________________

12.  Has anyone else on you mother's side of the family had a history of mental health problems? Yes No  If yes:  anxiety depression alcoholism drug abuse problems with the law  other__________________

Father

13.  How far did your father go in school?  5 6 7 8 9 10  11 12  GED Some College College 

14.  Does your father have a history of mental health problems? Yes No   If yes, please check:

Anxiety Depression Suicide Attempt Hospitalization Sexually Abused Physically Abused Domestic Violence Drug use Alcohol abuse  Legal History Other ____________________________

15.  Has anyone else on you father's side of the family had a history of mental health problems? Yes No  If yes:  anxiety depression alcoholism drug abuse problems with the law  other______________________

16.  Did your parents separate or divorce?  Yes No  How old were you?  ___________With whom did you stay most?  mother  father  both other ________________________________________________________

17.  Please describe your mother and father's relationship excellent good fair poor hostile no contact

18.  What was it like in your family growing up? ______________________________________________________

19.  Do you stay in touch with your family members now?  Yes  No  Whom?____________________________

20.  How often do you talk to them? ________________________________________________________________

21.  Do you get support/comfort from your family members when you are in pain?  Yes  No  

 E.  TRAUMA HISTORY

    1. Have you ever been the victim of emotional abuse?  This can include being humiliated or insulted. Yes No

Circle an answer for both as a child and as an adult.             
As a child
As an adult



    (<13)
(14 & older)

a. Has anyone ever exposed the sex organs of their body to you when you did not want it? .....  
Yes No  
Yes No  

b. Has anyone ever threatened to have sex with you when you did not want it? .........................
Yes No  
Yes No  

c. Has anyone ever touched the sex organs of your body when you did not want this? ...............
Yes No  
Yes No  

d. Has anyone ever made you touch the sex organs of their body when you did not want this?.. 
Yes No  
Yes No  

e. Has anyone ever forced you to have sex when you did not want this? ……………………….
Yes No  
Yes No  

f. Have you had any other unwanted sexual experiences not mentioned above?  ……………...
Yes No  
Yes No  


If yes, please specify: ________________________________________________

2.  When you were a child (13 or younger), did an older person do the following? 

a.  Hit, kick, or beat you?
Never
Seldom
Occasionally
Often

b.  Seriously threaten your life? 
Never
Seldom
Occasionally
Often

3.  Now that you are an adult (14 or older), has any other adult done the following: 

a.  Hit, kick, or beat you? 
Never
Seldom
Occasionally
Often

b.  Seriously threaten your life? 
Never
Seldom
Occasionally
Often

4.  Did you ever witness or experience any other major, traumatic event in your lifetime?  Yes No  


Domestic violence neglect  divorce death(s) loss of loved one(s)  catastrophe or natural disaster accident  other__________________________________________________________________________

5.  Did you ever have your mother father abandon you?  Yes No   From ages_________ to ____________

F.  SOCIAL HISTORY
1.  Do you have friends? Yes No  If yes, how often do you talk?______________ See them?_____________

2.  How many close friends do you have? ____________

3.  Have you ever had any trouble getting along with people? Yes  No  

4.  Have you ever had any trouble with:  shyness making friends keeping friends bullying others  being    

     teased physical fights arguments 

5.  Who do you talk to most on a typical week? ______________________________________________________

6.  Please describe what you do on a typical day for activities:___________________________________________

     __________________________________________________________________________________________

7.  What do you do that you enjoy more than anything else?_____________________________________________

     __________________________________________________________________________________________

G.  LEGAL HISTORY



1. Have you ever been arrested?  Yes No   In jail? Yes No    (please include DUIs and misdemeanors)

2.  How many times have you been arrested? 1  2  3  4  5  6-10  10-15  20  >25

Date of Arrest
Charge and Punishment
Length of Time Incarcerated
_____________
_________________________________________
_______________________________

_____________
_________________________________________
_______________________________

_____________
_________________________________________
_______________________________

_____________
_________________________________________
_______________________________

_____________
_________________________________________
_______________________________

_____________
_________________________________________
_______________________________

H.  DRUG/ALCOHOL HISTORY
1.  Have you ever used drugs or alcohol? Yes  No If yes, which ones?

Alcohol 
Age of first use?_____________ Date you last used?_____________
I drink___________days/wk

Marijuana 
Age of first use?_____________ Date you last used?____________
I smoke__________days/wk

Cocaine or crack
Age of first use?_____________ Date you last used?_____________
I use____________days/wk

Benzo's (Xanax, Valium) 
Age of first use?_____________ Date you last used?_____________
I take ____________pills/day

Heroin 
Age of first use?_____________ Date you last used?____________ 
I use ____________times/wk

Hallucinogens (LSD/Acid) 
Age of first use?_____________ Date you last used?_____________
I use ____________times/wk

Pain pills (oxy, percoset) 
Age of first use?_____________ Date you last used?_____________
I use ___________ times/wk

Stimulants (Speed, Ritalin)
Age of first use?_____________ Date you last used?_____________
I take ____________per day

I/V drugs 
Age of first use?_____________ Date you last used?_____________
I use____________ times/wk

Caffeine (coffee, tea, pop)
Age of first use?_____________ Date you last used?_____________
I drink ___________cups/day

Nicotine (cigarettes)
Age of first use?_____________ Date you last used?_____________ I smoke  ________packs/day

_____________________________________________________________________________________________

____________________________________________________________________________________________

2.  Have you ever been in the hospital for detox?  Yes  No  If yes, when _______________________________

3.  Have you ever gotten into trouble because of drinking or drug use?  Yes  No  ________________________

4.  Have you ever attended Alcoholics Anonymous  (AA) or Narcotics Anonymous  (NA)?  No, I have not

5.  Have you ever lost friends or girlfriends/boyfriends because of drinking/drug use?  Yes  No  

6.  Have people annoyed you by criticizing your drinking or drug use?  Yes  No 

 I.  EDUCATION HISTORY
1.  Where did you go to school? __________________________________________________________________

2.  What grade did you complete?  5 6  7 8 9 10 11 12 Some College college  GED ______

3.  What were your grades?  As  Bs  Cs  Ds  Fs

4.  Did you ever repeat a grade? Yes No Which one? K 1 2 3 4 5 6 7 8 9 10 11 12

5.  How many times did you change schools? None  1   2   3   4   5   6  7   8  >8

6.  Did you receive any special education services? Yes No - Which ones?

Classes for Behavior disorder
Speech Therapy
Tutoring

Classes for Learning Disability
Resource Room Help

7.  In what grade did you begin Special Ed? K 1  2  3  4  5 6  7 8 9 10 11 12

8.  Were you ever: suspended from school ________times  kicked out of school  ________times?  I wasn't

9.  Did you get along with your classmates?  Yes No – Why not?_____________________________________

10.  Did you ever do sports  clubs activities No, I didn't  If yes, which ones?_________________________

_________________________________________________________________________________________

J.  MILITARY HISTORY
1.  Were you in the military?  Yes  No  Which branch? Army  Navy  Air force  Marines  Reserves 

2.   For how many years? _________  Did you see combat?  Yes  No  Why were you discharged? __________

__________________________________________________________________________________________

K.  WORK HISTORY
1.  How many jobs have you had in your life time?  0  1  2-5  6-10  11-20  20-30  >30

2.  What is your current job or if currently not working, what is the last job you had?  _______________________ Who do you work for?  ____________________ For how long have you worked there?_____________________ Why did you leave that job? _____________________

3.  Please list other jobs you have held, starting from the most recent and working backward?  

Job Title
Employer
Length of employ.
Date Last worked
Reason for leaving
_______________
___________________
______________
__________________
__________________

_______________
___________________
______________
__________________
__________________

_______________
___________________
______________
__________________
__________________

_______________
___________________
______________
__________________
__________________

_______________
___________________
______________
__________________
__________________

_______________
___________________
______________
__________________
__________________

_______________
___________________
______________
__________________
__________________

_______________
___________________
______________
__________________
__________________

4.  Have you had problems getting along with people on the job?  Yes  No  ____________________________

5.  Have you had problems getting along with your boss?  Yes  No  __________________________________

6.  Have you ever been fired from a job?  Yes  No  If yes, why? _____________________________________

L.  MISCELLANEOUS
84. Please write anything additional here that you think is important to know about you or your condition ________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

**Please complete any other forms ** 

The doctor will be with you soon. 

*FOR OFFICE USE ONLY*

J.  MENTAL STATUS

Age______ Cauc.___ AA___ _________________M___  F___ Congruent with Age?____  older___   younger___  Obese?____

Dress___________________________________________________________________________________________________

Hygiene_________________________________________________________________________________________________

Identifying features________________________________________________________________________________________

Posture/Gait (e.g. non-verbal pain behavior)____________________________________________________________________

Mood and affect (e.g. depressed, anxious, manic, constricted, normal )_______________________________________________

________________________________________________________________________________________________________

Speech (rate, volume, articulation) ___________________________________________________________________________
Thought process (e.g. loose, blocked) and content (e.g. delusions) __________________________________________________

________________________________________________________________________________________________________

Perceptual abnormalities (e.g. hallucinations)___________________________________________________________________

________________________________________________________________________________________________________

Sensorium and cognition (e.g. orientation, recall, concentration)____________________________________________________

________________________________________________________________________________________________________ 

Judgment: Excellent  Good  Fair  Poor   Insight:  Excellent  Good  Fair  Poor   __________________________

________________________________________________________________________________________________________

Effort/Persistence: Excellent  Good  Fair  Poor   _________________________________________________________

Ability to understand and follow instructions: Excellent  Good  Fair  Poor_____________________________________

Test Results and Interpretation

Test scores Valid?  Yes  No  Why not______________________________________________________________________

Scores consistent across measures Yes  No  Why not__________________________________________________________
Scores consistent with education, vocational background, social adjustment? Yes  No _______________________________

Manifestations of the Mental Disorder

________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
Diagnostic Impression

Axis I___________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________

Axis II__________________________________________________________________________________________________
________________________________________________________________________________________________________
Axis III_______________________________________________________________________ 

Axis IV_______________________________________________________________________

Axis V:  Current GAF = _______

Prognosis (expected duration with and without treatment)

Summary

Medical Source Statement a)understand, retain and follow instructions, b)sustain attention to perform simple, repetitive tasks, c)Relate to others, including fellow workers and supervisors, d)Adapt (Tolerate the stress and pressures associated with day to day work activity.)
Capability of Managing Finances

