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Adult Background Information Form

Date: __________________________

Patient's Name: ___________________________________________ 
Age: ________

Instructions: Please fill out this form as fully and openly as possible. All private information is held in strictest confidence within legal limits. If certain questions do not apply, leave them blank.

PRESENTING PROBLEM:

What caused you to seek help? ___________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

Did anything happen at the same time that may have caused the problem?  Yes _____     No _____

If yes, please explain: ___________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

How long has this problem lasted?:________________________________________________________

Under what conditions do the problems usually get worse?:_____________________________________

_____________________________________________________________________________________

Under what conditions do the problems get better?:____________________________________________

_____________________________________________________________________________________

MEDICAL HISTORY:

1) Physician’s Name:___________________________________________________________________

Most Recent Physical Exam: ______________________      Results:_____________________________

____________________________________________________________________________________

2) List any major illnesses and/or injuries:__________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

3) List any physical concerns occurring at present (e.g., high blood pressure, headaches, dizziness, etc.): ____________________________________________________________________________________

4) List any physical concerns experienced in the past (e.g., head trauma, seizures, etc.):

_____________________________________________________________________________________

_____________________________________________________________________________________

5) On average, how many hours of sleep do you receive daily?: _______________________

6) Do you have trouble falling asleep at night? ___Yes ___No

    If Yes, how long has this been a problem? ___________________________

7) Have you noticed a recent change in your appetite?: ___Yes ___No

   If Yes, _____ increase _____ decrease?

8) What medications (and dosages) are you currently taking and for what purpose (including vitamins/herbs/over-the-counter medication)?:_______________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

9) Have you ever been prescribed medication for a psychiatric diagnosis? Yes ___ No___

If yes, list medication (even if you are no longer taking it)______________________________________

____________________________________________________________________________________

10) Have you received counseling previously?________ When, where, and reason: __________________

_____________________________________________________________________________________

11) Do you or your family have any history of any mental health issues (e.g., Depression, Anxiety, Bipolar Disorder, ADHD, schizophrenia)? Yes __No___ If yes, describe__________________________

____________________________________________________________________________________

Do you or your family have any history of drug/alcohol abuse? Yes ___No___

If yes, describe________________________________________________________________________

FAMILY HISTORY:

1) Mother’s age:________ If deceased, how old were you when she died?:__________

2) Father’s age:_________ If deceased, how old were you when he died?:___________

3) If parents are separated or divorced, how old were you when this occurred?__________________

4) Number of brother(s) _________ Their ages _____ _____ _____ _____ _____

5) Number of sister(s) __________ Their ages _____ _____ _____ _____ _____

6) Client’s birth order. Number ________ being in a family of ________ children.

7) Were you adopted or raised with parents other than your biological parents?: ___ Yes ___ No

8) What was the family relationship between you and your parents during your childhood?

Check all that apply:

____ Single parent mother 
   ____ Single parent father 
____ Parents unmarried

____ Parents married, together 
   ____ Parents divorced 
____ Parents separated

____ With mother and stepfather  ____ With father and stepmother

____ Child adopted 

   ____ Other, describe_____________________________________

9) Briefly describe your relationships with family members: Past & Present

Parents:______________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Siblings:_____________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Other:_______________________________________________________________________________

_____________________________________________________________________________________

10) Parents’ occupations: Mother ____________________ Father____________________________

11) Briefly describe the style of parenting used in the household:_________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

12) Was there a history or recent occurrence(s) of child abuse? ____ Yes ____ No

If Yes, which type(s) of abuse? ____ Verbal/Emotional _____ Physical ____ Sexual

Comments:___________________________________________________________________________

____________________________________________________________________________________

DEVELOPMENTAL HISTORY:

1) Briefly describe any problems your mother had during pregnancy and/or childbirth:

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

2) List any drugs used by your mother or father at time of conception, or by your mother during pregnancy:

_____________________________________________________________________________________

_____________________________________________________________________________________

3) Please fill in when the following developmental milestones took place:

Behavior 
Age began 

Comments

Walking _____________________________________________________________________________

Talking ______________________________________________________________________________

Toilet trained _________________________________________________________________________

4) Please rate your opinion of the developmental milestones (compared to others the same age) in the following areas:

Below Average 

About Average        
Above Average

Social 

________ 

________ 

________

Physical 
________ 

________

________

Language
 ________ 

________ 

________

Intellectual 
________ 

________ 

________

Emotional 
________ 

________ 

________

For each type of development that you rated as Below Average, please describe current areas of concern. 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

EDUCATIONAL HISTORY:

1) Highest grade completed? ______________
If currently enrolled, where?______________________

2) List your main difficulties at school (present and/or past):

a)___________________________________________________________________________________

b)___________________________________________________________________________________

c)___________________________________________________________________________________

3) Did you repeat any grades or receive special education services? Please indicate when and reason.

__________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________

4) What report card grades do or did you usually receive?:______________________________________

Have these changed lately?: ___ Yes ___ No 

If Yes, how?:__________________________________________________________________________

WORK HISTORY:

1) Occupation/Employer: ________________________________________________________________

2) Length of time at current job:  __________________________________________________________

3) Career goals:  _______________________________________________________________________

4) Any current difficulties at work?: ___ Yes ___ No 

If Yes, explain?:_______________________________________________________________________

SOCIAL HISTORY:

1) Marital Status: 

_____ 1) never married


______  5) separated

_____ 2) engaged to be married 
 
_______6) divorced and not remarried

_____ 3) married now for first time 
_______7) widowed and not remarried

_____ 4) married now after first time 
_______8) dating 

_______ 9) other (specify) ______________________________

a) If married, are you living with your spouse at present?: Yes____ No____

b) If married, years married to present spouse: ______________

2) Do you have any children?: ___ Yes ___ No 

If Yes, how many? ages?:________________________________________________________________

3) List your main love and sex difficulties:__________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

4) List your main friendship difficulties:____________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________

5) Briefly describe your hobbies and interests:_______________________________________________

____________________________________________________________________________________

ALCOHOL AND DRUG USE:

Current Substance Use (past 30 days)

Alcohol ________________________ (frequency) 
_____________ (amount)

Marijuana ______________________ (frequency) 
_____________ (amount)

Cigarettes ______________________ (frequency) 
_____________ (amount)

Other (specify) ___________________ (frequency) 
_____________ (amount)

Past Use (in the last year)

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________
SYMPTOMS:

Check the behaviors and symptoms that occur to you more often than you would like them to take place:

_____ aggression
 
_____ fatigue 


_____ sexual difficulties

_____ alcohol dependence 
_____ hallucinations 

_____ sick often

_____ anger


_____ heart palpitations
 
_____ sleeping problems

_____ antisocial behavior 
_____ high blood pressure
_____ speech problems

_____ anxiety 


_____ hopelessness 

_____ suicidal thoughts

_____ avoiding people 

_____ impulsivity 

_____ thoughts disorganized

_____ chest pain 

_____ irritability 

_____ trembling

_____ depression 

_____ judgment errors

_____ withdrawing

_____ disorientation

_____ loneliness 

_____ worrying

_____ distractibility 

_____ memory impairment 
_____ other (specify) ______________

_____ dizziness


_____ mood shifts 


_____ drug dependence 

_____ panic attacks 

_____ eating disorder

_____ phobias/fears _______________________

_____ elevated mood

_____ recurring thoughts _______________________

Please give examples of how each of the symptoms that you checked impairs your ability to function (e.g., socially, emotionally, occupationally, physically, etc.). 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Additional information you believe would be helpful:__________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________
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