Pamela J. Kowal, MS, LMFT

Licensed Marriage & Family Therapy, Reiki, & Intuitive Counseling

Psychosocial Assessment

This is a form that you will fill out and then we will discuss together.  No one else will see this unless you give me written permission to do so.  Please take the time before our first session to answer the questions as best as you can.  If there is anything that you are uncomfortable answering or do not understand, please place a  question mark (?) next to the item. 

Thank you for taking the time to fill this out along with all the other forms.  This will save time in gathering history and allow us to quickly address the reasons that you are coming to see me.  
Client Name:_______________________________    Date of Birth:____________   Today’s date:______________

Presenting Problems

Please list the reasons that you are seeking treatment

____________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________
Have you been in counseling before?  Y   N


Counselor’s name or agency


How old


 How long did

  Positive 

were you? 

you see them ? 

experience?

____________________________________             _________     
       ___________________
    Y     N

____________________________________             _________     
       ___________________
    Y     N

What are your strengths?
____________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________
What do you do for fun?  What are your hobbies?
____________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________

What do you currently do for stress relief?
____________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________
Are you open to alternative forms of healing/stress reduction?:______________________________

Mental Health History
Please place a STAR (*) by any issues you are currently struggling with and a check (X) next to any issues that you have struggled with in the past. Remember, you can always us the question mark (?) if you don’t understand or don’t want to comment.

____ Depression/sadness
_____Sleep problems
_____Appetite concerns

____Feel hopeless

____ Feel helpless
_____Feel hopeless
_____Fatigue/ loss of energy
____Hard to have fun

____Trouble concentrating
_____Restlessness
_____Loss of sex drive

____Thoughts of death 
____Self harm

_____Suicide Attempts
_____Thoughts of Suicide

____Decreased need for sleep
____More talkative than usual

____Racing thoughts
____Can’t sit still

____Can’t stop myself from doing things that feel good or are risky
____Easily distracted

____Anxiety
____Panic attacks
____Intense fears of places or things
 ____Stomach/bowel distress


____Trembling
____Muscle tension
____Fear of losing control or going crazy  ____Obsessions    ____Irritability

____Repetitive behaviors 
____Avoid situations
____Flashbacks to traumatic events
 ____Nightmares

____Memory problems  

____Lose temper easily 
     ____Easily annoyed
     ____Resentful     ____Vindictive or spiteful
 ___Blame others

____Physical fights   ____Cruelty to people or animals
____Stealing  ____Damaging property  ____Fire setting ____Running away 
____Problem with authority
____Legal problems ____Homicidal thoughts

____Trouble paying attention   ____Trouble staying on task  ____Trouble finishing assignments/duties ___Forgetful

____Avoid things that require concentration  ____Fidgeting   ____Too much energy
____Interrupts others 

Name:______________________________


Mental Health History (cont’d)
____Loss of time or inability to recall where I have been or conversations I have had  

____Feeling detached from myself or like I am in a dream
      ____Feel like people are watching me or out to get me

____Seeing and/or hearing things that others don’t 

____Physical abuse

____Sexual abuse
____Emotional abuse
_____Spiritual abuse  

___Grief/loss Issues

___Relationship concerns ____Sexual concerns
____Self-esteem concerns ___Learning Disabilities 

___Academic Concerns
Education/Occupation
What is the highest level of education you have completed?__________________

If in High School what is your plan after you graduate?_______________________________________________________

Did you or do you receive any Special Education Services?   Y  N    If yes, what kind_______________________________

If money were not a concern, would you seek higher education/training programs?   Y  N   

If yes, what for?_________________________________________________________

What is your occupation?______________________________________________ Do you enjoy what you are doing?  Y  N 

Please explain any work or school related concern you may have?

____________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________
Name:____________________________
Physical Health

Please list any current concerns you have with your physical health. Think of your entire body.  Where do you feel aches and pains?  For example, do you get a lot of headaches, stomach aches, have repeated trips to the doctor?

________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
Is there any health history that you think is important for me to know? For example, surgeries, head injuries, developmental delays as a child, any problems or trauma your mom had when she was pregnant with you?

________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
List Medications and Supplements:


To treat what symptoms?


  
Helpful?

__________________________________
_________________________________________________
Y      N

__________________________________
_________________________________________________     
Y      N

__________________________________
_________________________________________________
Y     N

__________________________________
_________________________________________________
Y     N

__________________________________
_________________________________________________
Y    N

Who prescribes your medications?_____________________________________________  Is this person a psychiatrist?  Y   N

If the above is not your Primary Care Physician, who is? ______________________________________________________
Are you willing to sign Authorizations for me to have contact with your physician and/or psychiatrist?
Y   N

What do you do for exercise and how often? 
_____________________________________________________________________________________________

_____________________________________________________________________________________________

What do you eat and drink in a typical day?  

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Do you eat breakfast?    Y   N  
Do you eat organic foods  Y   N  
 
Do you crave sugar?     Y    N

Do you eat ‘fast-food’ more than once a week?  
Y  N  

Are you concerned about your weight?  Y   N

Name:____________________________
Chemical Health History

Do you drink alcohol?  Y   N   If so, on an average, how many drinks do you have in a week?_________________

Do you use recreational drugs (including drugs that may be prescribed)?  Y   N   

If so which ones:______________________________________________________________________________

Have you participated in any alcohol or drug treatment (including AA, NA, etc)?  Y   N  

Where?__________________________________________

When?___________________________

Do you have any concerns about your alcohol or drug use?  Y  N

Family History

Are you adopted?  Y   N   
Did you live outside the home when you were younger (e.g.) with a relative or in a foster home?   Y   N
      Name
             Age    Living?
   Occupation
                      List any medical or







     mental health concerns

Mother
_________________________  ______  Y    N  ______________________     _______________________________
Father
_________________________  ______  Y    N  ______________________     _______________________________
Other parental figures


_________________________  ______  Y    N  ______________________     _______________________________

_________________________  ______  Y    N  ______________________     _______________________________
Brothers_________________________  ______  Y     N  ______________________     _______________________________

_________________________  ______  Y    N  ______________________     _______________________________

_________________________  ______  Y    N  ______________________     _______________________________
Sisters   _________________________  ______  Y     N  ______________________     _______________________________

_________________________  ______  Y    N  ______________________     _______________________________

_________________________  ______  Y    N  ______________________     _______________________________
Spouse(s)/Partner(s) Significant others

_________________________  ______  Y    N  ______________________     _______________________________

_________________________  ______  Y    N  ______________________     _______________________________

_________________________  ______  Y    N  ______________________     _______________________________
Children_________________________  ______  Y     N  ______________________     _______________________________

_________________________  ______  Y    N  ______________________     _______________________________

_________________________  ______  Y    N  ______________________     _______________________________
_________________________  ______  Y    N  ______________________     _______________________________
Name:____________________________
Sources of Support

Have you or do you use Complementary or Alternative healers (chiropractor, acupuncture, massage, Healing Touch, energy work, etc)    Y    N   If yes, please explain below, if no, are you interested in learning more about this   Y   N 

________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
________________________________________________________________________________________________________________

What is your spiritual and/or religious path, belief, and/or denomination?

________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
How do you practice this?

________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
Who in your life do you trust and would consider a support to you?

________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
Is there anything else that was not asked that you would like me to know?

________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
What are your goals for therapy?

________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
________________________________________________________________________________________________________________
Thank you!  

I look forward to meeting with you and helping you achieve your goals.
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