Centerpoint Client Information

Symptoms Checklist

NAME









  DATE:




reason for COUNSELING at this time:










previous counseling? ( yes   ( no  if yes, when and with whom:






in/outpatient hospitalizations (please explain):









LEGAL status (current/past):












alcohol/drug use (past/present), please describe:








exercise habits:













PLEASE CHECK ALL THAT APPLY (WITHIN THE PAST TWO WEEKS):


DIFFICULTY WITH SLEEP


DIFFICULTY FALLING ASLEEP

EXCESSIVE SLEEPING


FREQUENT AWAKENING


HOPELESSNESS



LOW ENERGY


CRYING EXCESSIVELY


WEIGHT GAIN/LOSS


APPETITE DECREASE/INCREASE


GUILTY FEELING


IRRITABILITY



SHORT-TEMPERED


DECREASED ATTENTION


EASILY DISTRACTED


HEARING VOICES


LOSING TIME



MEMORY LOSS



Increased ALCOHOL/drug use


excessive worry


money problems 


spiritual/religious concerns

job problems



sexual problems


MARITAL/RELATIONSHIP PROBLEMS

please respond to all questions below:

are you currently depressed?







(  Yes 
(  no

have you had past episodes of depression? 





(  Yes 
(  no

do you have suicidal thoughts?







(  Yes 
(  no

have you ever had suicidal thoughts?






(  Yes 
(  no

have you ever attempted suicide?






(  Yes 
(  no

do you or have you ever had HOMICIDAL THOUGHTS? 




(  Yes 
(  no

have you ever been diagnosed with bipolar disorder or manic DEPRESSION?
(  Yes 
(  no

have you had excessive anger, rage, or violent outbursts?


(  Yes 
(  no

are you frequently nervous or ANXIOUS?





(  Yes 
(  no

have you had panic attacks/hyperventilation?




(  Yes 
(  no

have you had a fear of objects or SITUATIONS?




(  Yes 
(  no

do you do a lot of hand washing or going back and checking windows,

doors, stoves, lights, ETC?







(  Yes 
(  no

are you bothered by THOUGHTS that keep coming back into your mind?

(  Yes 
(  no

have alcohol or drugs ever been a problem?





(  Yes 
(  no

are alcohol or drugs currently a problem?





(  Yes 
(  no

have you ever had a dui or blackout?






(  Yes 
(  no

have loved ones been concerned about your alcohol/drug usage?

(  Yes 
(  no

do you have any blood relatives with alcohol/drug problems?


(  Yes 
(  no

do you have any blood relatives with psychiatric problems

who have COMMITTED suicide?







(  Yes 
(  no

have you ever been arrested?







(  Yes 
(  no

has gambling ever been a problem?






(  Yes 
(  no

have you had AN eating disorder or have CAUSED yourself to vomit 

to lose weight?









(  Yes 
(  no

have you ever been physically, emotionally, or sexually abused?

(  Yes 
(  no

have you EXPERIENCED any other type of TRAUMA or had a bad accident?
(  Yes 
(  no

please LIST any significant losses or deaths in your life:

Date:


  description:











other PERTINENT information:











