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Adult History Questionnaire
Name 







Date 



Date of Birth 






Age 



What led you to seek assistance now?
How long have you noticed the above behaviors having an impact in your life?

What are your greatest concerns about your present behavior?

What areas of your life are affected by your present difficulties?  How are they affected?

Family:















Social:















Career:















Other:















How long have you been aware of the difficulties that you are having at present? (circle one)


1) 0 – 1 week


2) 1 – 2 weeks


3) 2 – 4 weeks


4) 4 – 8 weeks


5) 2 – 6 months


6) 6 – 12 months


7) 1 – 2 years


8) More than 2 years
Have you ever had these difficulties or similar difficulties in the past?     Yes     No

(If yes, how long ago have you been aware of the difficulties that you are having at present?


1) 0 – 1 month


2) 1 – 2 months


3) 2 – 6 months


4) 6 – 12 months


5) 1 – 2 years 


6) More than 2 years (please specify)



a) Since adulthood (21 years old to present)



b) Since adolescence (12 years old to present)



c) Since childhood (6 years old to present)



d) Since birth 



e) Other  












Have you ever sought treatment or evaluation for these problems before?     Yes     No


(Please include any former evaluations with this Questionnaire)

If yes, when and where did you get treatment? 








If yes, describe the treatment or recommendations? 







If treatment was pursued, was it satisfactory? Why or Why not? 




Do you know anyone else who has similar difficulties?     Yes     No
   Relationship  



If yes, how were they treated for this disorder? (circle all that apply)


1) Individual, family, or group therapy?


2) Medication – Prescription or holistic?


3) Self-help books, tapes, or seminars?


4) Not sure how they were treated


5) Other (please describe): 











6) Not treated

Have you ever had difficulties other than the ones you are having now?     Yes     No


(If yes, please use the back of this sheet to describe the difficulties)

Briefly describe the members of your household and your relationship with each member.

Briefly describe other sources of support, other than your family, in your life.

Have you ever had, or do you have, difficulties with your sleep?     Yes     No

(If yes, circle all that apply)


1) Too much sleep


2) Too little sleep


3) Fitful sleep (waking up during the night)


4) Difficulties falling asleep at night


5) Difficulties waking up in the morning
Have you ever had, or do you have, problems with your weight? 






If yes, please describe: 










How much alcohol do you drink in a week?


1) I never drink


2) 0 -1 drinks


3) 2- 4 drinks


4) 5 - 10 drinks


5) More than ten drinks


6) Occasional drinking (e.g., parties, events, with dinner)(please describe below)



a) Light drinking (0 – 2 drinks)



b) Moderate drinking (2 – 4 drinks)



c) Heavy drinking (4 or more drinks)



d) I often get drunk when at events (or am told I get drunk)

Did you ever drink more heavily than you do now?     Yes     No

If yes, please state when and describe. 









Have you ever, or do you now, use drugs not prescribed to you by a doctor?     Yes     No


(If yes, circle and briefly describe all that apply.  Cross off all that do not apply.)


Drug





When


Frequency

Marijuana/Hashish










Amphetamines/stimulants/uppers/speed







Barbituates/sedatives/downers/etc.








Tranquilizers/Valium/Librium








Cocaine/crack










Heroin











Opiates other than heroin









Psychedelics (LSD/mescaline/peyote/PCP)








Other (



)






Have you ever, or do you now misuse prescription drugs?     Yes     No

If yes, please describe 










Have you ever seen a therapist or been in a psychiatric hospital before?     Yes     No

If yes, please give dates, reasons for treatment, type of treatment, and outcome of treatment
Medical History
Do you have any medical problems now? 










If yes, please describe. 










Have you ever been hospitalized for medical treatment? 







If yes, please give dates and describe. 








Have you ever had, or do you have, any of the following?:

(If yes, please give dates and describe on the back of this sheet)


1) Heart problems


2) Liver problems/disease


3) Glaucoma


4) Seizures


5) High blood pressure


6) Chest pain or shortness of breath


7) Head injury


8) Loss of consciousness


9) Encephalitis or brain infection


10) Motor tics or unusual movements of your body


11) Vocal tics or making unusual noises (Tourette’s Syndrome)


12) Thyroid gland


13) Diabetes


14) Other (please describe 





)
Which is your preferred side for the following (Right, Left, or Ambidextrous):


1) Writing 



2) Kicking 



3) Throwing 



4) Sighting 


Are you presently taking any medication?     Yes     No

(If yes, please list and briefly state reasons for each prescription) 






Do you have any allergies to medications?     Yes     No

(if yes, please list) 













Do you have any other allergies?     Yes     No

(if yes, please list) 













Are there any medical illnesses or medical conditions that run in your family?     Yes     No

(If yes, please describe) 












Is there anyone in your family that has abused alcohol or other drugs?     Yes     No

(if yes, please describe) 












Is there anyone in your family who has had problems with anxiety or depression?     Yes     No

(if yes, please describe) 












Is there anyone in your family who has had any psychiatric illness?     Yes     No

(if yes, please describe) 












Developmental History
Were there any difficulties with your mother’s pregnancy with or delivery of you?     Yes     No

(if yes, please describe) 












Did you crawl, sit up, walk, and talk on time?     Yes     No

(if no, please explain) 












Did you have any childhood illnesses?     Yes     No

(if yes, please explain) 












Did you have typical relationships with your peers as a child?     Yes     No

(if no, please explain) 












Briefly describe your school history.  Include highest grade or degree completed, best and worst subjects, grades failed or held back, special classes.  Also include behavioral difficulties with peers or school personnel (teachers, coaches, etc.).









Briefly describe your relationship with your parents and other family members growing up and at present.  (Please list each family member, including step-relatives and half-relatives).  

Social and Work History
How much do you smoke?


1) Never smoked


2) Have quit for more than a year


3) Have quit for less than a year


4) Less than half a pack per day


5) Half to one pack per day


6) One to two packs per day


7) Two or more packs per day
How much caffeine do you drink, including, coffee, tea, and caffeinated sodas?


1) None


2) One to two cups per day


3) Three to four cups per day


4) Five to six cups per day


5) Seven to ten cups per day


6) Eleven or more cups per day
Please describe the nature of your current employment, including work related problems.
Describe your last four jobs (include your reasons for leaving and any problems you had)

Position


Reason for leaving/Problems
1)



1)










2)



2)










3)



3)










4)



4)










What is your current marital status?  (Circle all that apply)


1) Never married


2) Married


3) Separated


4) Divorced


5) Widowed


6) Remarried


7) Present spouse has married more than once
If either you or your spouse is remarried, please describe the marital history of yourself and your spouse.  Include location of and relationship with previous spouses, children, and step-children. 

If you are not married, are you currently in an intimate relationship?     Yes     No

(if yes, for how long and please describe that relationship) 







If you have been in your present marriage or relationship for fewer than 5 years, please describe your previous relationship history 











Do you have troubles in your relationships with other people outside the family?     Yes     No

(if yes, please describe) 












Thank you for taking the time to complete this questionnaire.  This information is helpful to us to understand you and your situation.  If there is any further information you feel would be helpful to us in understanding you or your situation, please add it on the back of this page.
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