
 
Please list any events in childhood that profoundly affected your life: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Are you aware of any abuse in your background? If so, what type and by whom? 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
Please list any significant information about family members: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Social History: 
Friendships: Do you make friends easily? _____ Yes _____No 
 
Do you have close friends or family you can share problems or concerns with?_____Yes   _____No 
 
Describe your current social support:______________________________________________________ 
 
List leisure activities in which you participate: _______________________________________________ 
 
Partner Relationship: If you are currently in a relationship, please indicate on the scale below how 
satisfied you are with that relationship: 
  Very Dissatisfied     1       2       3       4       5       Very satisfied 
 
Please describe any areas of concern/conflict with your partner: ________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Health History 
Previous Counseling? If yes, when and with whom:____________________________________________ 
_____________________________________________________________________________________ 
Please list any hospitalizations:____________________________________________________________ 
 
Have you ever attempted suicide?____Yes ____No   Do you feel suicidal at this time?  ____Yes ___No 
Have any of your relatives attempted or completed suicide? ____Yes ____No 
If so, what was their relationship to you? ___________________________________________________ 
 
 
 



Please indicate history and current use of the following substances: 
 
 Alcohol _______   Tobacco ______       Marijuana________   Cocaine________  Stimulants  _________        
Hallucinogens_______Diet Pills_______   Narcotics_______   Sedatives ________           
Other (please specify):__________________________________________________________________ 
 
Have you ever been arrested for DUI/DWAI or other alcohol/drug related offenses? ____Yes ____No 
If yes, please explain: ________________________________________________________________ 
Have you ever tried to quit or cut down on your use of alcohol/drugs? ____Yes ____No 
Have friend or family expressed concern over your substance use? ____Yes ____No 
Has anyone in your family had a history of heavy drug or alcohol use? ____Yes ____No 
 
Other Legal History 
Have you ever been arrested? ____Yes ____No 
Have you ever been convicted of a crime? ____Yes ____No 
Are presently on probation or parole? ____Yes ____No 
If you answered yes to any of the above questions, please explain: _____________________________ 
_____________________________________________________________________________________ 
 
Other Clinical Information: 
 
How long do you expect counseling to last?__________________________________________________ 
 
Do you consider the severity of your problems to be: 
  Mild           Moderate           Severe            Extreme            Incapacitating 
 
Did anything trigger your problems?_______________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
What are current sources of stress in your life? ______________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
Please add any other information you feel is important about you: _______________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Thank you for sharing this confidential information. 
 
 
 
 


