Teaching Family Homes of Upper Michigan

Adult Assessment Questionnaire

Please complete the information in this questionnaire to the best of your abilities and return it to Teaching Family Homes.  The information will remain confidential and will be used to assure you the best available placement with our clinicians.

Name of Person Completing Form: ___________________________Date: ___________

Form completed for (Name of Client): _______________________________

Reason for requesting a counselor: _______________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Client’s Name: 
	Date of Birth:
	Age:    ( Male 

            ( Female

	Address:
	City/State/Zip
	Home Phone:

Alternate Phone:

	Referred by:
	Relationship to Referral Source:

	Race:  ( White   (  Native American   (  Black  ( Asian  

           (  Hispanic  (  Other _____________

Ethnic/Cultural Background: ______________________________________________

Tribal Affiliation: _______________________________________________________

	Religious Orientation: _______________ Current affiliation: ______________________

Importance of Religion to you: ( Extremely Important ( Moderately Important

                                                  (   Minimally Important ( Not Important


	Current Occupation: _______________________How long with current employer? _________

Past employment: ______________________________________________________________

Military Experience: (  Yes  (  No If yes, Number of years served_____ Branch ____________ 

Rank_____________ Type of Discharge ___________________________________________

	Is your household income sufficient to meet your personal/family needs?  (  Yes  ( No

Are finances currently a source of personal/family stress?  (  Yes  ( No

If yes, explain: ________________________________________________________________

_____________________________________________________________________________

	Level of education: _______________________What kind of grades do/did you get? ________

Did you ever receive or where you considered for special education services?  ( Yes  ( No

	Legal Status:  Are you currently on probation/parole?  (  Yes  ( No  

If yes: ( State ( Federal ( Tribal

Name of probation/parole officer (s): ______________________________________________

Contact # for probation/parole officer(s): ___________________________________________

Any previous arrests/convictions? (  Yes  ( No 

Are you currently awaiting sentencing?  ( Yes ( No

Total number of arrests in the past 6 months ___________ past 5 years ___________________

Please describe the nature/date of any offenses: ______________________________________

____________________________________________________________________________

____________________________________________________________________________



	Socialization:  With whom do you tend to socialize?  (check all that apply)

( Family ( Friends ( Co-workers ( Church or other organization ( Others ( None

Do you feel supported by family and friends?  ( Yes ( No

Have you had difficulty in making or keeping friends?  ( Yes ( No

If yes, explain: ________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

Recreational/Leisure Activities: ___________________________________________________

__________________________________________________________________________________________________________________________________________________________

Community Organization Affiliations: _____________________________________________

__________________________________________________________________________________________________________________________________________________________


	Family History:  Are both parents currently alive?  Father ( Yes ( No Year of death: ________

                                                                                  Mother ( Yes ( No Year of death: _______

Were parents married? ( Yes ( No   if yes, number of years married to each other: _________

Were parents divorced? ( Yes ( No If yes, at what age did your parents divorce? ___________

If divorced, number of marriages for each: Mother __________ Father __________

Where do your parents live?  Mother ___________________ Father ____________________

Describe the quality of your current relationship with your parents: 

Mother: _____________________________________________________________________

Father: ______________________________________________________________________

Stepmother: __________________________________________________________________

Stepfather: ___________________________________________________________________

Number of siblings: Full _________ Half __________ Step __________ Adoptive __________

What is your birth order in your family? ____________________________________________

How would you describe your family relationships during your childhood and/or adolescence?

( Warm and supportive         ( Frequent conflict         ( Distant             ( Abusive

Describe any serious disruptions to your family life as a child (e.g. deaths, economic crisis, 

frequent moves, removal from the home, illness of a family member): ____________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

	Describe any known family history (including parents, grandparents, siblings, aunts, uncles or 

cousins) of mental illness or alcohol or chemical dependence, listing any known resulting symptoms: 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________


	Have you been a victim of:

· Physical abuse ( Sexual abuse ( Domestic Violence ( Other crime

Comments: ___________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

	Health Status:   (  Good     (  Fair      (  Poor

Primary Physician Name & Address: ______________________________________________

                                                            ______________________________________________

Primary Physician Phone:                  _______________________________________________

Date of last physical exam:           _________________________________________________

Results:                                               _______________________________________________

Do you have physical disabilities or limitations?        (  Yes  (  No

If yes, please explain:                         _______________________________________________

_____________________________________________________________________________

Do you struggle with persistent physical pain?             (  Yes  (  No

If yes, please explain:                         _______________________________________________

_____________________________________________________________________________

Please rate your pain (1=minimal through 10=extreme):   ______________________________

Location/type of pain (e.g. migraines): _____________________________________________

Are you under a doctor’s care for the management of pain?    (  Yes  (  No

If yes, please provide the treating physician’s name and clinic:  __________________________

_____________________________________________________________________________

Do you have any serious/chronic communicable diseases?  (  Yes  (  No

If yes, please explain: ___________________________________________________________

_____________________________________________________________________________

Do you have any allergies?  (  Yes  (  No  If yes, please list:  ___________________________

Please list any surgeries or hospitalizations, including conditions and dates:

_____________________________________________________________________________

Are you pregnant?  (  Yes  (  No  (  Unsure

Please rate the quality of your sleep:  (  Very Good   (  Good       (  Fair  (  Poor

Check any persistent problems with sleep:  

· More than 2 hours needed to fall asleep

· Frequent waking other than bathroom use, with difficulty resuming sleep

      (       Early morning waking (1-2 hours before regular rising time) with difficulty resuming                                     sleep 


	Please provide the names and dosages of current prescription or over the counter medication 

used and/or prescribed.

	Name of Medication:

Dosage (include strength, frequency and when used)

Condition for which medication used/prescribed

Please list any other prescriptions used/prescribed in the last two years:  ________________

_____________________________________________________________________________

	Please indicate if you have experienced any of the following:

Condition

Yes

Explanation

Adverse reaction or overdose to any prescription or over the counter medications

Weight gain/loss in the last 6 months

Changes in appetite

Cravings for foods such as sugar or caffeine

Self-induced vomiting

Use of drugs to control weight



	Do you smoke or chew tobacco?  (  Yes (  No  How often daily?________________

When did you start? ____________  Have you ever attempted to stop?  (  Yes  (  No

Where you exposed to alcohol, tobacco or other drugs before you were born?  (  Yes  (  No

In the past two weeks, how many days did you drink? __________________

When you drank how many drinks did you consume? __________________

Did you ever feel that you should cut down on your drinking?  (  Yes (  No

Have people annoyed you by criticizing your drinking?  (  Yes (  No

Have you ever felt bad or guilty about your drinking?  (  Yes (  No

Have you ever drunk in the morning to alleviate a hangover?  (  Yes (  No

At what age did you start drinking? __________________

Did your parents or siblings drink? __________________

Is drinking affecting your family, school or work?  (  Yes (  No


	Have you used marijuana or other illicit recreational drugs?  (  Yes (  No

What drugs have you used? _______________________________________________________

______________________________________________________________________________

Have you used prescription drugs for recreational purposes?  (  Yes (  No

Are you addicted to any drugs? (  Yes (  No

Have you received treatment for drug abuse? (  Yes (  No

List any treatment you’ve received:

Approximate Dates

Type of Treatment

Institution or Provider

Problem addressed

Effectiveness of Treatment



	Please check all symptoms that you are currently experiencing:

(  Depression  ( Panic Attacks ( Excessive Worry ( Parenting ( Alcohol Abuse ( Drug Abuse ( Grief/loss ( Low Self Esteem ( Family Conflict ( Past Trauma ( Stealing ( Conflict at Work ( Eating Disorder ( Weight Problems ( Gambling ( Relationships Problems ( Stress 

( Hearing Voices ( Seeing Things ( Fears ( Repetitive Thoughts/Behaviors ( Sleep Problems 

(  Self Assertion Issues ( Legal Problems ( Sexual Problems ( Thoughts of Suicide  

· Flashbacks  ( Poor Coping Skills ( Thoughts of Harming Others ( Memory Lapses 

· Other: ________________________________________________________________________

· ________________________________________________________________________

	___________________________________________     ________________________________

Signature                                                                            Date


____________________________________________   __________________________

Clinician Signature                                                            Date Reveiwed

___________________________________________    ___________________________

Supervisor’s Signature                                                      Date Reviewed















Sexual preference: ( Heterosexual (attracted to the opposite sex) ( Homosexual (attracted to the same sex) ( Bisexual (attracted to both sexes)








