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 Name: ___________________________________________ Date of Birth: ___________________ 

HISTORY QUESTIONNAIRE - Adult
Please take time to fill out this form.

This will aid greatly in providing appropriate therapeutic care for you.

Birth History 
Did your mother do any of the following when she was pregnant with you: 

( ) yes ( ) no Drink alcohol 

( ) yes ( ) no Smoke cigarettes 

( ) yes ( ) no Was depressed 

Describe if yes is marked: _____________________________________________________________________________

Developmental History 
Did you have any problems (physical, emotional, etc) in your early childhood? ( ) yes ( ) no 

Describe:_______________________________________________________________________________
Did you experience any developmental delays as a child? ( ) yes ( ) no 

Describe:_______________________________________________________________________________
List any childhood illnesses, serious accidents, or hospitalizations. 

What 






How old 

___________________________________________ _________ 

___________________________________________ _________ 

___________________________________________ _________ 

___________________________________________ _________ 

___________________________________________ _________ 

___________________________________________ _________ 

( ) yes ( ) no History of head injury or loss of consciousness 

Describe _____________________________________ 

( ) yes ( ) no History of Seizures

 Describe _____________________________________ 

( ) yes ( ) no Allergies

 Describe _____________________________________ 

( ) yes ( ) no Current health problems

 Describe _____________________________________ 

( ) yes ( ) no Current medications 

Name of medication(s) _____________________________________________________________________ 

Dose/frequency ___________________________________________________________________________ 

List the household members living in your home at this time 

Name _______________________________ Age _______ Relationship to  you_____________

Name _______________________________ Age _______Relationship to you______________

Name _______________________________ Age _______ Relationship to you _____________

Name _______________________________ Age _______ Relationship to you _____________

Name _______________________________ Age _______ Relationship to you _____________

Name _______________________________ Age _______ Relationship to you _____________ 

List important family members or relatives living outside of the home 

Name _______________________________ Age _______ Relationship to you _____________

Name _______________________________ Age _______ Relationship to you _____________

Name _______________________________ Age _______Relationship to you ___________

Name _______________________________ Age _______ Relationship to you _____________
Which of the following describe your current living situation?

( ) Rent apartment ( ) Rent house ( ) Own house 

( ) Foster care ( ) Condominium ( ) Shelter 

( ) Homeless ( ) Group home ( ) Residential Treatment 

Your primary language spoken at home: _________________________________________ 

Current employer 



Job title 


How long 

_____________________________________ ________________________ ______________

Family History 
List the places you lived for the past five years. 

Where /With whom /Dates (from-to) 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Have you experienced any of the following: 

( ) yes ( ) no Physical abuse Describe ______________________________________________
( ) yes ( ) no Sexual abuse Describe ________________________________________________ 

( ) yes ( ) no Assault Describe ________________________________________________ 

( ) yes ( ) no Death of parent Describe _____________________________________________
( ) yes ( ) no Death of relative Describe _____________________________________________
or friend 

( ) yes ( ) no Parental separation Describe _________________________________ 

Please describe on both parents' side of the family any history of mental illness, suicide, legal problems, chemical abuse/dependency, and physical/sexual abuse. If it is someone else, describe his or her relationship to you. (i.e. paternal uncle -alcoholic, mother- depression): 
Mother’s side of family 
Alcohol Abuse: __Yes __ No 
If yes, who?_________________________________________________________ 

Substance Abuse: __Yes __ No 
If yes, who?_________________________________________________________ 

Mental Health Problems: __Yes __ No 
If yes, who?_________________________________________________________ 

Physical/sexual abuse: __Yes __No 
If yes who? _________________________________________________________ 

Father’s side of family 
Alcohol Abuse: __Yes __ No If yes, who?_________________________________________________________ 

Substance Abuse: __Yes __ No If yes, who?_________________________________________________________ 

Mental Health Problems: __Yes __ No If yes, who?_________________________________________________________ 

Physical/sexual abuse: __Yes __No If yes, who?_________________________________________________________ 

Other current issues affecting family members 
Health Problems: __Yes __ No If yes, describe:______________________________________________________ 

Disabilities: __Yes __ No If yes, describe:______________________________________________________ 

Legal Issues: __Yes __ No If yes, describe:______________________________________________________ 

Financial Concerns: __Yes __ No If yes, describe:______________________________________________________ 

Health/Medical 
Describe yourself in the following areas: 

sleep habits: 

eating habits: 

energy level: 

Chemical Health

Have you ever had a chemical health assessment done? ( ) yes ( ) no 

If so, when? _____________ 

Have you ever had any chemical dependency treatment? ( ) yes ( ) no

 If so, when? _____________ 

Describe your use of drugs or alcohol at this time? 

( ) yes ( ) no Cigarettes Describe ________________________________________________ 

( ) yes ( ) no Alcohol Describe ________________________________________________ 

( ) yes ( ) no Marijuana Describe ________________________________________________ 

( ) yes ( ) no Inhalants Describe ________________________________________________ 

( ) yes ( ) no Methamphetamines Describe _______________________________________ 

( ) yes ( ) no Cocaine/Crack Describe ______________________________________________

( ) yes ( ) no Acid/LSD Describe ________________________________________________ 

( ) yes ( ) no Other Describe ________________________________________________ 

( ) yes ( ) no Previous chemical use problems 

( ) yes ( ) no Previous chemical dependency treatment 

Your spouse/partner (if applicable) 
( ) yes ( ) no Cigarettes Describe ________________________________________________ 

( ) yes ( ) no Alcohol Describe ________________________________________________ 

( ) yes ( ) no Marijuana Describe ________________________________________________ 

( ) yes ( ) no Inhalants Describe ________________________________________________ 

( ) yes ( ) no Methamphetamines Describe _________________________________________
( ) yes ( ) no Cocaine/Crack Describe _______________________________________________
( ) yes ( ) no Acid/LSD Describe ________________________________________________ 

( ) yes ( ) no Other Describe ________________________________________________ 

( ) yes ( ) no Previous chemical use problems 

( ) yes ( ) no Previous chemical dependency treatment 
School 
Highest grade level completed _______________________ 

Describe what school was like for you: __________________________________________________________________________________________________________________________________________________________
Please list any other stresses that may be affecting you or your family at this time: 

Supportive factors 
List any previous mental health services you have received: 

Clinic Name 


With whom 

Dates 


Was it helpful? 

_____________________________ _____________________________________ ( ) yes ( ) no 

_____________________________ _____________________________________ ( ) yes ( ) no 

_____________________________ ______________________________________( ) yes ( ) no 

_____________________________ ______________________________________( ) yes ( ) no 

Do you have a Probation Officer? ( ) yes ( ) no 

Are you involved with a County Social Worker? ( ) yes ( ) no 

Other service providers? ( ) yes ( ) no 

Describe __

Who are the people or service that you find supportive to you and your family (i.e. Church, relatives)._____________________________________________________________________Church affiliation: _________________________________________________
Please check off any areas you may be concerned about: 
__ depression       __ crying a lot              __ sexual abuse                        __ obsessive thoughts 

__ anxiety
    __ physical abuse
   __ obsessive behaviors
 __ hot temper 

__ gambling too much __ nightmares         __ worry excessively                __ gender confusion 

__ weight loss        __ strange behaviors      __ paranoia                            __ destroy things 

__ learning difficulties __ promiscuity         __ suicidal thoughts/plans        __ odd beliefs 

__ chemical use        __ hyperactivity           __ perfectionist                      __ mood changes 

__ fighting                 __ lack of friends         __ avoid others                      __ don’t pay attention 

__ stealing               __ panic attacks           __ self injurious behavior        __ vandalism 

__ fire setting           __ violence                  __ Physical problems with no known medical cause 

Use this space to elaborate about anything you mentioned you are concerned about: 

Your strengths - Circle all that apply 
stay active 

             employed

 attend school/work regularly 


copes with problems well 
  independent
          positive outlook 
           spiritual 
humorous 
    helpful             easy going
               intelligent                   caring 

share with others 

maintain friends 
hard working

 playful 

good looking 


a leader 

have a hobby 

artistic 

athletic 



liked by others

 structure time well 
responsible 

good health 

honest 

volunteers 

positive view of the world 

Others: 

What would you like to see come out of services for yourself: 

Any other information that would be helpful to know in helping you? 

COMPLETED BY: ______________________________________________ DATE: ________________
