Client Life History Questionnaire

This questionnaire is used to supply us with information from your past history and present situation that will help us to understand, and help you to change those behaviors for which you seek help. By completing this questionnaire at your leisure, you will save valuable therapy time, and provide an overview of those stressors that most concern you. Your answers will be strictly confidential and will not be revealed to anyone without your full consent.

ACCT ID# (Office Use Only)_________

Name: ___________________________________________ Date: __________________ 
Address: __________________________________ State: 

Zip Code: __________

Telephone Number: (H)________________ (W) _______________Date of Birth:____________ Age:______ Sex:____ Height:______ Weight:______ 

Who referred you? 










What present complaints (behaviors) do you have that make you feel you need help?  






























How often do these occur?  Times per day_______ per week per month_______

What do you think is causing these behaviors? 



































Have you sought treatment before? Yes ___ No ___ 
If yes, please list in order of most recent to distant past, the therapists and approximate dates seen:

Name of therapist: 


Dates seen (From-To): 

What helped?:

Have you ever been hospitalized for psychiatric purposes? Yes ___ No___ 

If yes, list hospitals and dates:

Hospital: 






Dates:

If you ever have any thoughts as listed below, check the frequency of the occurrence:





Never 

Hardly ever           Occasionally 

Frequently

Life is hopeless. 





        





I am lonely.






        




The future is hopeless.





        




Nobody cares about me.





        




I want to die. 






        




I am a failure. 






        




I am inferior to other people.




        




People usually don’t like me. 
______



        




I am angry most of the time. 




        




I am going to faint. 





        




I am going to have a 





        




             panic attack. 

I think of hurting other people.
 



        




There is someone I want to kill.   



        




Other negative thoughts you may have:  









MARITAL STATUS
Married ______ Single_______ Divorced_______ Separated______ Widowed______ 

If married, wife’s/ husbands age ______ and occupation_________________________
Children (if any):

Name: 




Age/Sex: 


Dependent child










Yes 

No
If you have ever been divorced, what was the reason? 




















Who lives with you?

Name: 





Relationship to you (e.g. Mother-in-law)
FAMILY HISTORY
Mother
Name: 







  Age:_________

Religion:______________ ____________ Occupation:  







How did she punish you?  










How did she reward you?  










What did she punish?  











What did she reward?  











How would others describe your mother? ___________________________________________________

What activities did you do with your mother when you were a child? ____________________________














Describe your relationship with your mother. _______________________________________________
Stepmother   Name:  







  Age: 


Describe any relevant information as indicated above: _______________________________________














Father

Name: 









Age:__________

Religion:___________________________ Occupation:  






How did he punish you?  










How did he reward you?  










What did he punish?  











What did he reward?  











How would others describe your father? ___________________________________________________

What activities did you do with your father when you were a child? ____________________________














Describe your relationship with your father.  





















Stepfather   Name:  







  Age: 


Describe any relevant information as indicated above:  





















Names of Brothers and Sisters 


Age

Describe your relationship with them
Names of Stepbrothers and Sisters 

Age

Describe your relationship with them
Did your (Step)Mother or (Step)Father favor anyone? Yes____ No____

If so, who and why?  
























Describe your parent’s (Step Parent’s) relationship. 




















EDUCATIONAL HISTORY
Complete High School? Yes 
 No
    GED? Yes 
    No
    College? Yes  
 No____

Post -graduate school? Yes 
 No

How well did you adjust to school situations? Poorly  

  Fairly  
 Well  


Describe your grades for each level of education you have completed:   


















List any significant events relating to school that you think were important to you, especially as concerns your present problem (s):________________________________________________________















Any history of learning problems, such as ADHD or a learning disability or difference: 





























JOB HISTORY
List the jobs you have held and their dates. Then, note which aspects of each job were the most pleasurable for you, and which aspects gave you the most anxiety or trouble.
Dates 

Job Title

 Salary 


Liked 


Disliked
How often did/do you miss work?_________________________________________________________

How did you get along with your co-workers? 








What bothered you most about your fellow co-workers?  



















How did you get along with your supervisors?  





















What bothered you most about your supervisors?  




















What is your current position?  










Does it satisfy you? Intellectually  

  Emotionally  


  Physically__________
What are your career ambitions?  






















What other career issues concern you?  






















MARITAL HISTORY

How well do you and your wife/husband get along? Rate your relationship (Circle):

Very Poor 

Poor 

Fair

 Good

 Excellent
How often do you and your spouse go out socially? ______per week ______per month

Who is the dominant member of your relationship? You _____ Your spouse_____

List some of the behaviors of your spouse that you find agreeable:  


















List some of the behaviors of your spouse that you find disagreeable:  


















HEALTH HISTORY

Childhood diseases: 
























Surgical procedures:  
























Significant past illnesses or accidents: 






















Current medical problems:  























Last complete physical exam? __________________
Do you have trouble falling asleep? Yes _______No_______

How long does it take you to fall asleep once you’ve gone to bed? _____________________________

Do you wake up during the night? Yes _______ No_______

If you wake up, can you get back to sleep easily? Yes ____ No______

How is your appetite? Poor_______ Average________ Good________ Very good_______

Which medications are you presently taking and why? 




















SUBSTANCE ABUSE HISTORY

Have you ever abused any substances (drugs, alcohol, prescription medications)?  
















Involved in 12 Step Programs? Yes  

No  

Current abuse?  

























Describe any concerns you have about your use of addictive substances:  


















RELIGIOUS HISTORY

Do you identify with a particular religion? Yes 

 No

 If so, which one?  


Do you practice this religion? Yes ____ No_____

Describe any religious concerns you may have: 





















PERSONALITY ASSESSMENT

List any fault you believe you may have: ___________________________________________________














List your strong points:  
























What are your goals for counseling/psychotherapy. That is, what do you want to be different in your life when you have finished counseling/psychotherapy. 




















Please add anything you feel might help us understand your problem:  












































