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_______________________________________________________________

                     ADULT HISTORY FORM
													 Purpose of this form:
The purpose of this questionnaire is to obtain a comprehensive picture of your                   background along with current strengths and difficulties.  Completing these   questions as fully and accurately as you can will be of help to you and to your   therapist in providing services to you.  You may answer these routine questions   on your own time rather than taking up your therapy session time.

You may be concerned about what happens to this information, since much or all of it is highly personal. This information is considered confidential and will be treated as outlined in the Client Information and Policy Statement.

If you do not want to answer any of the items, write: "Do not want to answer."
Referral Data
How did you find out about Eric D. McLellan,LPCC?___________________
By whom were you referred?__________________________________________
May we inform them that you have initiated psychotherapy? __________ 
Problem Description
In your own words, what are the difficulties you are currently experiencing?_______________________________________________________ ________________________________________________________________________________________________________________________________________
When did these difficulties first begin? ___________________________
Was there some specific incident or event which seemed to cause these difficulties begin?___________________________________________
What have you done on your own to attempt to resolve these concerns? ________________________________________________________________________________________________________________________________________
How have these solutions worked? ___________________________________
____________________________________________________________________
Have you contacted other professionals for help with these concerns?___________________________________________________________  
IF yes, Whom?__________________________ When?_______________________
What Aspect of this were ,most helpful?_______________________
______________________________________________________________

Family History
By whom were you raised?  (If several sets of circumstances, list   all, and your ages for each.)__________________________________________________________________________________________________________________________________
Where did you grow up?___________________________ Was this urban, rural, small town,etc.?__________________________________________________________Parents' education (highest grade completed).
  M______________ F_______________ 
Parents' occupation (Pre-retirement).
 M_______________ F_______________
Parents' religious affiliation. _______________Yours________________
Did any of the following happen to you?  If yes, indicate the age(s) at which they took place on the lines  to  the  left  of the event:   
  ____ Death of Mother           	____ Desertion by Mother
  ____ Death of Father           	____ Desertion by Father
  ____ Death of Sibling (Sex?)   	____ Parent(s) alcoholic/addicts
  ____ Separation of Parents     	____ Long-term illness in family
  ____ Parental Divorce          	____ Mental illness in family
  ____ Physical Abuse (by whom?) 	____ Sexual Abuse (by whom?)
  ____ Serious illness (self)    	____ Adopted
Use this space if you want to explain more about any of these :
  __________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________

Current Family/Significant Others
List those living with you, their ages, and relationship to you:
____________________________     ______________________________     ____________________________     ______________________________
____________________________     ______________________________     ____________________________     ______________________________
    
How many times have you been married? __________________________
Give dates of your marriages: __________________________________
How did these marriages end, and when? _________________________




Do you have children not living with you? ________ If so, list them, why they live  elsewhere, and the quality of your  relationship with them now:___________________________________________________________
____________________________________________________________________
____________________________________________________________________
Briefly describe the positive qualities of your current  marital/romantic relationship:______________________________________
____________________________________________________________________
____________________________________________________________________  
Briefly describe the negative aspects of the relationship: _________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________  

If the quality of your sexual relationship(s) is an issue you wish to address in therapy, please indicate here, and a more thorough history will be taken later: _______________________________________
____________________________________________________________________
____________________________________________________________________
  
If the quality of your relationships with children, or parenting issues, are something you wish to address in therapy, please indicate here:______________________________________________________
____________________________________________________________________
____________________________________________________________________
How many different people have you dated since the onset of adolescence? _______________________________________________________ Do you think you dated enough before making a commitment to a relationship? ______________________________________________________
Are there other important aspects of your current significant  relationships that you would like to add? __________________________
____________________________________________________________________
____________________________________________________________________

Social Relationships
How often do you socialize with others?__________________________? How many friends do you have who you see socially at least once per month?________________________________________  What sorts of activities do you participate in with them?________________________  _______________________________________________________________________________
Do you have close friends with whom you can discuss your problems, interests, and concerns?__________ How many?_________
What hobbies or leisure activities do you Pursue?________________
_________________________________________________________________
What clubs or organizations do you participate in?_________________
___________________________________________________________________

Medical/Physical Functioning
What is your height?_________  Weight?_________
When was your last physical examination?________________  Were there any abnormal or irregular findings?________________________________
____________________________________________________________________
Who is your family physician? ______________________________________
Address:____________________________________________________________                    
City, State, Zip:_______________________________Phone:______________  
Check any of the following you have had:
  _____ Breathing Problems         _____ Dizziness/Fainting 
  _____ Stroke				    _____ Epilsepy/Convulsions
  _____ High Blood Pressure        _____ Heart Condition	  
  _____ Diabetes				    _____ Circulatory Problems	
  _____ Neurological Problems      _____ Pregnancy/Abortion  
   _____ Cancer   			    _____ Heart Concitions
  _____ Headaches
  _____ Other (list)_______________________________________________
List any surgeries you've had, and dates_________________________
  _________________________________________________________________
List any current medical problems__________________________________ ____________________________________________________________________
List any medication you are currently taking:
    Medication      	Dosage      #, times/day     Why prescribed?
  _________________  __________  _______________  _______________
  _________________  __________  _______________  _______________
  _________________  __________  _______________  _______________
  _________________  __________  _______________  _______________
  _________________  __________  _______________  _______________
Note any adverse effects or side effects that you have to any medications:_____________________________________________________
_________________________________________________________________   
Check those you are currently experiencing:
_____  Sleep problems   (too much____   too little____    early awakening____   	 frequent awakening_____   sleepwalking_____   
hard to get to sleep_____) 
 _____  Eating problems  (too much___  too little___  eating when not hungry___)
List any allergies you have:  ___________________________________
____________________________________________________________________






Substance Use and Dependency
How often do you currently use the following substances?  (Place a check in the column to indicate current use; if your past use was different, indicate this by writing "past" in the appropriate column next to each substance.)

     Daily  3-5x/week  1-2x/week  2-3/month  1/month  seldom  never 
Beer _____	   _____     _____      _____      _____   _____  _____
Wine _____	   _____     _____      _____      _____   _____  _____
Distilled Alcohol
     _____	   _____     _____      _____      _____   _____  _____
Marijuana
     _____	   _____     _____      _____      _____   _____  _____
Cocaine
     _____	   _____     _____      _____      _____   _____  _____
Barbiturates
     _____	   _____     _____      _____      _____   _____  _____
Amphetamines
    _____	   _____     _____      _____      _____   _____  _____
Tranqilizers
    _____	   _____     _____      _____      _____   _____  _____
Heroin
    _____	   _____     _____      _____      _____   _____  _____
Tobacco
    _____	   _____     _____      _____      _____   _____  _____
Other
    _____	   _____     _____      _____      _____   _____  _____

Have you ever had job, relationship, financial, legal, social, or physical problems as a result of your substance use?___________     Describe.___________________________________________________________
  
Has anyone in your family ever had problems with substance abuse or dependency?__________  Who, and what substances?____________________  ____________________________________________________________________

Have you or others in your family been involved in treatment for substance use or dependency?_______________________________________
____________________________________________________________________
Have you ever been involved with a 12-step group (AA, Al-Anon, etc.)?___________  Are you now?_______  What group(s)?______________
____________________________________________________________________


Educational/Occupational Functioning
Current Occupation/vocation________________________________________
Length of time in current vocation_________________________________
Do you consider your vocation fulfilling for you?__________________
___________________________________________________________________
Are you considering changing jobs or vocations?____________________
Have you had any disciplinary actions against you at work?_________
___________________________________________________________________
List your highest educational achievement (HS diploma, B.A., 2 years college, etc.)______________________________________________________
Your grades were:    Above average______     Average______    Below Average______ Extracurricular activities you participated in:_________________________________________________________________
If you left high school before graduation, note the reason:_____________________________________________________________  Did you get a GED?_____________

Sentence Completion
Below are a list of partial sentences. Please complete the phrase  with the first thought that enters your mind. (If you have reservations about this, feel free to skip this section.) 
I feel nervous about ___________________________________________________________________
I like ____________________________________________________________________
When I was a child, I ____________________________________________________________________
What I like best about myself is ____________________________________________________________________
What I dislike most about myself is ____________________________________________________________________
Other people say I'm ___________________________________________________________________
What really makes me angry is ___________________________________________________________________
I feel sad when I think about ____________________________________________________________________
Most men ____________________________________________________________________
My mother ____________________________________________________________________
I need ____________________________________________________________________
My greatest worry is ____________________________________________________________________
People ____________________________________________________________________
I failed at ____________________________________________________________________
I am best when ____________________________________________________________________
I secretly ____________________________________________________________________
Most women ____________________________________________________________________
I hate ____________________________________________________________________
The future ____________________________________________________________________
My father ____________________________________________________________________
My mind ____________________________________________________________________
What pains me ___________________________________________________________________
Children ____________________________________________________________________

Please list here anything that has not been asked that you believe is important historical or situational information:
__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________
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