THE CARE PRACTICE, INC.

The Counseling and Relationship Enhancement Center

Purpose of this Questionnaire:

The purpose of this questionnaire is to obtain a comprehensive picture of your background.  In psychotherapy, records are necessary, since they permit a more thorough dealing with one’s problems.  By completing these questions as fully and as accurately as you can, you will facilitate your therapeutic program.  You are requested to answer these routine questions in your own time instead of using up your actually consulting time.

Date:_______________________________

General Information:

Name:________________________________________________SSN_______________

Address:____________________________ City: ______________ State: ____ Zip ____

Phone:  Home:_____________________________ Work:_________________________


 Cell:_______________________________ email:_________________________

Date of Birth:__________________  Occupation:_________________________ Sex:___

By Whom Were You Referred?  Name:_______________________________________

Address:________________________________________________________________

Immediate Contact (not living with you) Name____________________Phone________

Marital Status: (circle one)  Single   Engaged   Married   Separated   Divorced   Widowed

Remarried?  How many times?  ________
Living with someone?   Yes   No

Do you live in a: (circle)    house     hotel    apartment    

Description of Presenting Problems:

State in your own words the nature of your main problems:________________________

_______________________________________________________________________

On the scale below please estimate the severity of your problem (s):

Mildly 

    Moderately 

Very

Extremely 
Totally

Upsetting_____   Upsetting_____
Severe_____    Severe

Incapacitating______

When did your problems begin (give dates):____________________________________

Have you been in therapy before or received any prior professional assistance for your problems? (circle)  YES
NO

If so, please give name (s), professional title (s), dates of treatment and results:

________________________________________________________________________

Name


Title


Date




Results: ________________________________________________________________

Expectations regarding therapy:  In a few words, what do you think therapy is all about?

________________________________________________________________________

How long do you think therapy should last? ____________________________________

What are your expectations from you therapy? _______________________________________________________________________

What (if anything) do you think could interfere with your progress in therapy?

Underline any of the following behaviors that apply to you:

Overeat


Suicidal attempts

Can not keep a job

Take drugs


Compulsions


Insomnia

Vomiting


Smoke



Take to many risks

Odd behavior 


Withdrawal


Lazy

Drink too much

Nervous tics


Eating problems

Work too hard


Sleep disturbance

Aggressive behavior

Procrastination

Phobic avoidance

Crying

Concentration difficulties
Outbursts of temper

Loss of control

Underline any of the following feelings that often apply to you:

 Angry



Guilty



Unhappy

Annoyed


Conflicted


Restless

Depressed


Regretful


Lonely

Anxious


Hopeless


Contented

Fearful



Hopeful


Optimistic

Panicky


Relaxed


Tense

Energetic


Jealous



Others:__________________

Underline any of the following physical symptoms that often apply to you:

Headaches


Stomach troubles

Skin problems

Dizziness


Tics



Dry mouth

Palpitations


Fatigue



Burning or itchy skin

Muscle Spasms

Twitches


Chest Pains

Tension


Back pain


Rapid heart rate

Sexual disturbances

Tremors


Don’t like being touched

Unable to relax

Fainting spells


Blackouts

Underline any of the following images that apply to you:

Pleasant sexual images

Unpleasant sexual images

Unpleasant childhood images

Lonely images

Helpless images


Seduction images

Aggressive images


Images of being loved

Check which of the following thoughts that apply to you:  I picture myself:

Being hurt

Hurting others

Suicidal thoughts

Not coping

Being in charge
Succeeding



Failing


Losing control

Being trapped

Being followed 
Being laughed at
Being talked about
Being promiscuous

Underline any of the following experiences that applied during your childhood/ adolescence:

Happy childhood

School problems
Medical problems

Unhappy childhood

Family problems
Alcohol abuse

Legal trouble 


Drug abuse

Others:_______________

Emotional/Behavior problems

Underline each of the following words that you might use to describe your self-image:

Intelligent


Confident

Worthwhile
 Ambitious

Sensitive


Loyal


Trustworthy
 Full of regrets

Worthless


A Nobody

Useless
 Crazy

Morally degenerate

Considerate

A deviant
 Unattractive

Unlovable


Inadequate

Confused
 Ugly

Stupid



Naïve


Incompetent
 Horrible thoughts

Conflicted


Memory problems
Attractive
 Concentration difficulties

Hardworking


Suicidal ideas

Persevering 
 Good sense of humor

Cannot make decisions

A.
Work History
1.
Where are you currently employed?__________________________________

2.
How long have you been on this job?_________________________________

B.        Marital History
Date of Marriage:____________________
1.
If married, present spouse name:______________________________________

2.
Children:

Name:_______________________ Age:____ Name:__________________ Age:____

Name:_______________________ Age:____ Name:__________________ Age:____

3.
Prior Marriage(s) and date: _____________________________________________

C.
Family History

      1.
Father (natural):  Name:_______________________________________Age:___

Occupation:________________________________________________________ 

If deceased: Year______ Age at death: _____ Cause of death:________________

2.
Mother (natural): Name________________________________________Age:___

Occupation:________________________________________________________ 

If deceased: Year_____ Age at death:______ Cause of death:________________

3.
Did your parents ever separate__________ or divorce___________?

4.
Step-parents’ Name:__________________________________________Age:___

___________________________________________________________Age:___

5.
List siblings and their ages:  

 ___________________ Age: _______     ____________________ Age: _______

___________________ Age: _______     ____________________ Age: _______

6. Who is living in your household?_______________________________________

D.
School History

Please circle the highest educational level completed

High School
  
College


Post Graduate

Specialized training after High School? ___________________________

E.
Legal History

1.
Were you every arrested? (circle)     Yes   No   If yes, how many times? __

What were you charged with?____________________________________



Legal outcome?_______________________________________________ 

2.
Are you currently on probation or parole?(circle)  Yes   No Until(year)___ 

Name of probation officer:________________________Phone_________

3.
Are you presently facing any legal actions now or have you been in the past involved in a Custody dispute? (circle)     Yes     No


Explain:_____________________________________________________


____________________________________________________________

F.
Medical History

1. Family Doctor:_______________________________________________

 
List any serious illnesses or injuries, or any surgery you have had:

What:_______________________________________________ Age:___  

Treatment:___________________________________________________

What:_______________________________________________ Age:___


Treatment:___________________________________________________

2.         Are you being treated for any medical reasons presently?  Yes    No

If yes, name of treating physician (s):______________________________

3.
Indicate any medications you are taking now:_________________

4.
Side effects:_____________________________ Allergies:________

6.
Alcohol and Drug Abuse:   What kind of street drugs are used?


____________________________________________________________

Do you drink?    Yes    No                   Do you smoke?   Yes   No

7.
Have you had periods of unconsciousness due to head injury, epilepsy, etc.?

8.
Family History of emotional problems? __________________________
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