UCA Adult History Form – Feb. 2015

UPLANDS COUNSELING ASSOCIATES

ADULT HISTORY FORM

NAME ________________________________   INITIAL APPOINTMENT DATE__________
Why are you coming to Uplands Counseling Associates? _________________________________
_______________________________________________________________________________
Did someone refer you?  ( Yes    ( No 
 If yes, who?
_______________________________
MENTAL HEALTH HISTORY:

Have you seen a psychiatrist or therapist in the past?    ( Yes    ( No 
 If yes, please list below:      

_________________________________________________________________________________

Have you ever been diagnosed with a mental health condition? Circle Y (Yes) or N (No)
Depression
Y
N
Schizophrenia
Y
N

Bipolor Disorder
Y
N
Schizoaffective
Y
N

Anxiety
Y
N
Psychosis
Y
N

Panic Attacks
Y
N
Attention Deficit/

Social Anxiety
Y
N
Hyperactivity Disorder
Y
N

Post Traumatic 


Cognitive/Learning Disorder
Y
N

  Stress Disorder
Y
N
Dementia
Y
N

Anorexia
Y
N
Pathological Gambling
Y
N

Bulimia
Y
N
Alcohol or Drug Abuse
Y
N

Addictions of any kind
Y
N

Have you ever been hospitalized for mental health treatment?
( Yes    ( No 
     If yes, how many times? __________ Most recent stay, when/where: _______________________
Family of Origin Mental Health History:
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
Current psychiatric medication(s) with dose: ______________________________________________

__________________________________________________________________________________
Previous psychiatric medication trials? ( Yes    ( No   If yes, what: ______________________
__________________________________________________________________________________
Please list any additional, current medications and doses including over the counter medications, herbs and vitamins:

__________________________________________________________________________________

__________________________________________________________________________________
Physician’s Name: _____________________________   Clinic: ______________________________

Current or Chronic Health Conditions or Allergies:

__________________________________________________________________________________

__________________________________________________________________________________

History of head injury or seizures?   ( Yes    ( No   If yes, please explain:

__________________________________________________________________________________

Do you use tobacco products and if so, how much? _________________________________________
How often and what kind of caffeinated beverages do you use? _______________________________

How many beers, glasses of wine, mixed drinks, or shots, do you have in an average week? __________________________________________________________________________________

Are you currently involved in any legal problems?  ( Yes    ( No  
If yes, please explain:  _______________________________________________________________
Please list any exercise you do: _________________________________________________________
SOCIAL HISTORY:

Where did you grow up? Describe your childhood and family of origin (parents, siblings).
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
Are there family of origin issues you would like to talk about? ________________________________

__________________________________________________________________________________
__________________________________________________________________________________
Have you been a victim of abuse?  ( Yes    ( No    If yes, please explain:
__________________________________________________________________________________

__________________________________________________________________________________

Current living situation: _______________________________________________________________
Do you feel safe in your current living situation? ( Yes    ( No   _____________________________
Marital Status: ( Single
( Married
( Divorced
( Legally Separated
( Widowed

Number and ages of children (if applicable): ______________________________________________
__________________________________________________________________________________

Current Occupation/Employment: _______________________________________________________
Student: ( Yes    ( No    School: ______________________________________________________

Education:  _________________________________________________________________________
Military service: ____________________________________________________________________
Current support systems: ______________________________________________________________
Spiritual affiliation: __________________________________________________________________

Please list any addition information that you think I should know, or that you would like to discuss at today’s visit: _______________________________________________________________________

__________________________________________________________________________________
__________________________________________________________________________________
What are your goals for mental health treatment? __________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________
What are your personal strengths and resources that will help you meet these goals? ______________
__________________________________________________________________________________

__________________________________________________________________________________
__________________________________________________________________________________
Thank you for completing this form.  Please bring it with you to your first appointment.  It will become part of your treatment record.
_____________________________________________________                          _______________
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