Carol Miles MSW, LCSW

110 E. 7TH Avenue Covington, LA 70433


TODAY’S DATE___________________

NAME: ________________________PREFERRED PRONOUNS________________
What are the main problems that you would like help with?

	

	


What has kept you stuck or prevented you from making progress? Is there some problem or conflict you have not been facing?
	

	


What would you like to change about yourself?

	


If you achieved your goals in therapy, what would you be doing differently?

	

	

	

	


When did these symptoms and problems begin? ____________ What have you done to deal with them? 
	

	


PREVIOUS TREATMENT

List other contacts with psychiatrists, counselors, psychologist or social workers.  Dates, Facility/Md/Therapist, Presenting Problem, Outcome
	

	

	

	


Have you ever been hospitalized in a psychiatric facility?  Dates, Facility/Md/Therapist, Presenting Problem, Outcome
	
	

	


PHYSICAL/MEDICAL INFORMATION

Have you had a physical examination within the last 6 months? If YES, where? 

	YES or NO


Describe any significant illnesses/health problems you have had in the past or have now.

	


Are you on any medication? If so, what kind and dosage? Who prescribes them? When did you begin on this current medicine?

	YES or NO   


What medications have you taken in the past for emotional problems or nerves?   When?

	


Who prescribed these medications? When were they prescribed?

	


EDUCATION

Highest grade attained ___________When? _____________ Where? ________________

EMPLOYMENT

Current Job______________________________________________________________

Employer________________________________________________________________

How long have you been at this job? __________________________________________

CURRENT HOUSEHOLD

List all people with whom you are currently living:

Name


Relationship to you
      Age
Occupation
       Education

	

	

	


If any of these people have been in any kind of psychiatric treatment or counseling, fill in below:

Name of person           
Name of therapist
       Purpose

Dates of contact
	

	


OTHER FAMILY MEMBERS

List all other members of your immediate family (such as parents, brothers, sisters, spouse, children) who are not in your residence with you:

Name

Relationship to you        Age      Location
    Occupation
       Education
	

	

	


Describe your relationship with your CURRENT partner or spouse: Include level of intimacy, communication, problem-solving and conflict resolution. Identify any problems in this relationship and stressors you may be experiencing in this relationship. (Use BACK IF NEEDED) 
_____________________________________________________________

_____________________________________________________________
_____________________________________________________________

_____________________________________________________________

Describe relationship(s) with your children and partner’s children or stepchildren: 

_____________________________________________________________

_____________________________________________________________

What do you and your spouse/partner do together (as a couple alone) to relax or have fun, including sports and other events or activities? _____________________________________________________________

_____________________________________________________________
Describe any past unresolved or current problems/issues during your adult life with your family (parents/siblings) or in-laws: _____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

Describe any cultural influences on your adult life and situation: 

_____________________________________________________________

_____________________________________________________________
_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________
Have you had any thoughts of suicide or thoughts of hurting yourself since you began having these difficulties? ______ If yes, describe these thoughts, plans and when these occur:

__________________________________________________________________________________________________________________________
_____________________________________________________________
Rate your level of functioning in these areas, by level of impairment, using the scale below.

    

 CAN’T FUNCTION   
SERIOUS  
 
MODERATE
 MILD


JOB
    
   (    ) 

 (    )  


(    )  

(    )  
MARITAL      (    ) 

 (    )  


(    )  

(    )  
FAMILY        (    ) 

 (    )  


(    )  

(    )  
FRIENDS       (    ) 

 (    )  


(    )  

(    )  

SCHOOL        (    ) 

 (    )  


(    )  

(    )  
SPIRITUAL   (    ) 

 (    )  


(    )  

(    )  
DRUG AND ALCOHOL  HISTORY

ALCOHOL

Age of first use:____  Last Use: Date/type/amount drank:_______________
Alcohol Use Frequency
____None  
____Less than 1 x/month____1-4 x/month   

____2-3 x/week ____Daily

Usual Alcohol Consumption

____None  ____1-2 drinks/episode  ____3-4 drinks/episode ____5 or more/episode

Intoxication Frequency

____Never  ____Less than 1x/month   ____1-4x/month   
____2-3x/week   ____Daily

Alcohol-Related Problems: (Check all that apply)

___ Binges   ___ Job Problems   ___ Sleep problems   ___ Physical withdrawal   ___ Hangovers___ DUI’s   ___ Blackouts   ___ Other Arrests   ___ Relationship _____Problems/partner   ___Seizures    ___Family Problems ___Passing out  ___Arguments over my drinking  ___Can’t stop after 1st drink___Violent when drinking

SELF-PERCEPTION OF DRINKING: Describe how you see your drinking:

___None     ___Occasional or Social    ___Problem Use   ___Psychological Dependence    

___Do not want to stop    ___Addicted/Cannot stop    ___Want to stop

OTHER SUBSTANCE USE: Check Frequency and Duration for each drug used in the last 12 months



    FREQUENCY OF USE


 DURATION OF USE



        Daily
Weekly   Monthly     Amount

Age Began Using
Marijuana

(    )  
 (    )      (    )      _______


_________

Sedative

(    )  
 (    )     (    )      _______


_________

Stimulant

(    )  
 (    )     (    )      _______


_________

Cocaine

(    )  
 (    )     (    )      _______


_________

Opiates

(    )  
 (    )     (    )      _______


_________

Inhalants

(    )  
 (    )     (    )      _______


_________

Hallucinogens

(    )  
 (    )     (    )      _______


_________

Prescription Drugs
(    )   
(    )      (    )      _______


_________

Last Use: Date/Drug(s)/Amount used: _______________________________________

___Caffeine:  Coffee-# of cups per day ____
    ___Tobacco (If cigarettes, # per day_____)

Soft drinks-# of drinks per day ____

Drug-Related Problems: (Check all that apply)

___Binges     ___Work Problems    ___Sleep problems     ___Physical withdrawal     ___Hangovers___Arrests  ___Relationship Problems __Family Problems     ___Blackouts    ___Passing out

___Arguments over my use    ___Can’t stop using    ___Violent when using

SELF-PERCEPTION OF USAGE:  Describe how you see your drug use:
___None     ___Occasional/Social     ___Problem Use     ___Psychological Dependence  

___Don’t want to stop    ___Addicted/Can’t stop     ___Want to stop

Please circle any problems you are currently having and state how long you have had this problem:

· Vision problems

· Depression/blues

· Anxiety/Nervousness

· Too much energy

· Seeing things others aren’t seeing

· Recurring thoughts

· Recent change in sleeping pattern

· Trouble concentrating

· Thoughts of suicide

· Inability to stay still 

· Menstrual concerns

· Inappropriate laughter

· Feel like hurting someone else

· Problems with pregnancy

· Dealing with a loss

· Trouble making/keeping friends

· Feelings that life is not worth living

· Feelings of hopelessness, helplessness

· Low self esteem/self-image

· Withdrawal

· Feel scared

· Drugs/alcohol

· Problems with temper 

· Hearing things others aren’t hearing

· Weight loss

· Hearing problems 


· Shaking/tremors

· Shortness of breath 

· Feel like screaming

· Feelings of anger

· Concerns about your eating habits

· Weight gain

· Phobias/fears

· Legal difficulties

· Apathy/numb/no feelings

· Pain while urinating

· Feelings of shame

· Bed-wetting

· Nausea/vomiting

· Scary memories

· Feel like hiding

· Sexual problems/concerns

· Headaches

· Sadness

· No energy

· Restlessness

· Constipation

· Dizziness pain in chest

· Guilt

· Loneliness

· Not sleeping

· Feel like running away

· Feeling that people are out to get you

· Nightmares
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