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Strengths Weaknesses 

PSYCHOSOCIAL ASSESSMENT 
Age 18 and Above 

Name: Record# 

Age: Sex: Clinician:  

DIRECTIONS: Please answer the following questions as fully as possible. 

Problem Assessment 
Present Problem/Stressors: Please check all that apply: 

Marital issues  Health issues  Job issues  Financial issues

 Parent/child issues  Issues of past (guilt, abuse, neglect, family of origin issues, etc.)

 Other

Symptoms: Please check all that apply: 

 Change in sleep pattern  Depressed mood Mood swings

 Decreased energy  Decreased interest or pleasure  Anger problems

 Decreased concentration  Change in appetite  Thoughts of death
 Decreased motivation  Anxiety/Worry/Panic

 Other

Suicidal/Homicidal Ideation 

Have you attempted to commit suicide or homicide in the past?   yes  no

If yes, how? 

Is there a history of suicide in your nuclear and/or extended family?   yes  no
Have you ever inflicted burns or wounds on yourself?   yes  no 

Are you presently suicidal or homicidal?   yes  no 

Are there any other risk-taking behaviors that you engage in?    yes  no

If yes, please explain   

What event(s) in the recent past has prompted you to seek counseling? 

Describe additional problems you are experiencing. 

When did these problems develop? 

Check any recent losses you have experienced. 

 Family  Health  Disruption of lifestyle  Job  Significant other

 Other

List your strengths and weaknesses. 



If this questionnaire is completed by an informant, what is your relationship with the individual? ___________________ 
In a typical week, approximately how much time do you spend with the individual? ____________________ hours/week 

Instructions: The questions below ask about things that might have bothered you. For each question, circle the number that best 

describes how much (or how often) you have been bothered by each problem during the past TWO (2) WEEKS.  

During the past TWO (2) WEEKS, how much (or how often) have you been 
bothered by the following problems? 

None 
Not at 

all 

Slight 
Rare, less 
than a day 

or two 

Mild 
Several 

days 

Moderate 
More than 

half the 
days 

Severe 
Nearly 
every 
day 

Highest 
Domain 

Score 
(clinician) 

I. 1. Little interest or pleasure in doing things? 0 1 2 3 4 

2. Feeling down, depressed, or hopeless? 0 1 2 3 4 

II. 3. Feeling more irritated, grouchy, or angry than usual? 0 1 2 3 4 

III. 4. Sleeping less than usual, but still have a lot of energy? 0 1 2 3 4 

5. Starting lots more projects than usual or doing more risky things than
usual?

0 1 2 3 4 

IV. 6. Feeling nervous, anxious, frightened, worried, or on edge? 0 1 2 3 4 

7. Feeling panic or being frightened? 0 1 2 3 4 

8. Avoiding situations that make you anxious? 0 1 2 3 4 

V. 9. Unexplained aches and pains (e.g., head, back, joints, abdomen, legs)? 0 1 2 3 4 

10. Feeling that your illnesses are not being taken seriously enough? 0 1 2 3 4 

VI. 11. Thoughts of actually hurting yourself? 0 1 2 3 4 

VII. 12. Hearing things other people couldn’t hear, such as voices even when no
one was around?

0 1 2 3 4 

13. Feeling that someone could hear your thoughts, or that you could hear
what another person was thinking?

0 1 2 3 4 

VIII. 14. Problems with sleep that affected your sleep quality over all? 0 1 2 3 4 

IX. 15. Problems with memory (e.g., learning new information) or with location
(e.g., finding your way home)?

0 1 2 3 4 

X. 16. Unpleasant thoughts, urges, or images that repeatedly enter your mind? 0 1 2 3 4 

17. Feeling driven to perform certain behaviors or mental acts over and over
again?

0 1 2 3 4 

XI. 18. Feeling detached or distant from yourself, your body, your physical
surroundings, or your memories?

0 1 2 3 4 

XII. 19. Not knowing who you really are or what you want out of life? 0 1 2 3 4 

20. Not feeling close to other people or enjoying your relationships with them? 0 1 2 3 4 

XIII. 21. Drinking at least 4 drinks of any kind of alcohol in a single day? 0 1 2 3 4 

22. Smoking any cigarettes, a cigar, or pipe, or using snuff or chewing tobacco? 0 1 2 3 4 

23. Using any of the following medicines ON YOUR OWN, that is, without a
doctor’s prescription, in greater amounts or longer than prescribed [e.g.,
painkillers (like Vicodin), stimulants (like Ritalin or Adderall), sedatives or
tranquilizers (like sleeping pills or Valium), or drugs like marijuana, cocaine
or crack, club drugs (like ecstasy), hallucinogens (like LSD), heroin,
inhalants or solvents (like glue), or methamphetamine (like speed)]?

0 1 2 3 4 
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Psychiatric History 

Have you ever had any previous outpatient counseling?   yes  no   If yes, please complete information

below. 
Place Length of Time Date(s) 

Have you ever been admitted to the hospital for mental health or addiction issues?   yes  no

Place:       Dates:    

Name of current doctor and/or therapist:    

Have you ever received a psychiatric diagnosis?    yes  no If yes, please explain.  

Do you feel medications you have been on, past or present, have been effective?   yes  no

Please explain:    

List all medications you have taken in the past for anxiety, depression, and/or sleep.    

Medical Information 
How would you describe your current condition of health? 

Do you have any disabilities and/or disorders?    yes  no If yes, explain.  

Explain any special adjustments needed for the disability or disorder: 

Are you currently on any medication?   yes  no If yes, please complete the information below.

Name of Medication Dosage/Frequency Prescribing Physician 

Are you allergic to any medications or have you ever had an adverse reaction to medication?   yes  no

If yes, please list:  

Has it been more than a year since your last physical exam, including blood tests?   yes  no 

Have you ever had an abortion?   yes  no  Males: Has a child of yours ever been aborted?  yes  no

Do you have allergies?   yes  no If yes, explain.     

List any previous health problems, operative procedures, and medical hospitalizations. 

Problem Dates Treatment 

Substance Use History 
Describe your current usage, or usage within the past year (includes alcohol, any illegal drugs, caffeine and tobacco). 

Substance Amount Frequency 
Age of 

1
st 

Use 
Age regular 

use started Last use 



4   

Have you experienced a recent increase in the use of alcohol and/or other substances?   yes  no

Do you, your family, or your friends see your current usage as a problem?   yes  no   If yes, when did it

become problematic?    

Please describe any previous experience with drugs or alcohol. 

Describe any significant family history of substance abuse.    

Nutrition 
Do you feel you have balanced, healthy eating patterns?   yes  no 

Do you have a lot of concerns about your weight and shape?   yes  no 

Do you often eat out of depression, boredom, anger?   yes  no 

Do you ever binge eat or fear losing control of your eating?   yes  no 
Do you ever self-induce vomiting?   yes  no 

How do you feel about eating with others in a group? 

Do you use laxatives, diuretics (water pills), or diet medications to control your weight?   yes  no

Do you or others believe you exercise excessively?   yes  no 

Legal History Please explain all that apply. 

Charges as a minor: 

Charges presently: Arrests 

(How many): Incarcerations 

(How many): Parole: 

Convictions (How many): 

Probation: 

Bankruptcy: 

Civil Suits: 

Child Custody Problems: 

Developmental History 

List members of your family of origin and comment on how you got along with each one. 

Name Relationship Comment 

What was your birth order? I was the    of children.  Who primarily raised you? 

How would you describe your childhood?   Traumatic  Painful  Uneventful  Good  Happy

What were you like as a child (include friends, school, hobbies, and personality)? 

Did you have any unusual or traumatic experiences as a child? 

Date Age Event 

Have you ever been the recipient of unwanted sexual acts?   yes  no

If yes, please explain:     

Have you ever been the victim of abuse, neglect, or violence?   yes  no

If yes, please explain:     
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Have you ever been the perpetrator of abuse, neglect, or violence towards another person?   yes  no

If yes, please explain:     

What is your sexual orientation?  Heterosexual  Homosexual  Bisexual

Living Arrangements 

 Satisfactory?  Unsatisfactory?

Where do you currently live?   How long there? 

With whom are you living?

Describe your current relationships with family members.

Social Relationships/Support System 
Who can you count on for support? Check as many as apply. 

Parents   Spouse Siblings Extended Family Employer Church Pastor Co-worker
Neighbor(s) Close Friend Self-help Group Community Services Therapist Medical Doctor

List close friends, outside of family, if any.  

What are your hobbies or leisure activities?  

Marital History (if applicable) 
When were you married?                                  Name and age of spouse.  

      Previous marriage(s)?    yes      no   If yes, date of divorce(s).  ______________________________________

 How many children from above marriage(s)?  ______________________________________________________ 

 What is your perception of your current marriage (include communication patterns, problems, sexual relations). 

List names and ages of children. How do you get along with each one? 

Name Age Comment 

Financial Situation 

Describe briefly your financial situation.  

Religious/Cultural Factors 
What is your religious background?  

Describe the religious atmosphere in your home (past or present). 

Do you currently attend church, synagogue, mosque, or other religious services?   yes  no
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What does God seem like to you? 

Describe your relationship with God.  

What do you consider to be the role of God in your recovery? 

Please list any issues (positive or negative) which are important or may have affected you in regard to religion or 

ethnic/cultural background.    

Educational History 

What was school like for you? 

Highest grade level achieved.    What type of grades did you make?  

Are you currently in school?    yes  no   If yes, what grade level?

Work Adjustment History 

Describe your current job/career. 

Would you enjoy doing this job on a long-term basis? 

How do you deal with authority figures?  __________________________________________________________ 

 __________________________________________________________________________________________ 

 __________________________________________________________________________________________ 

 __________________________________________________________________________________________  

 Describe your relationship with co-workers.  _______________________________________________________   

__________________________________________________________________________________________  

 __________________________________________________________________________________________  
 __________________________________________________________________________________________   
 Describe your job performance.  _________________________________________________________________ 

 __________________________________________________________________________________________ 

 __________________________________________________________________________________________ 

 __________________________________________________________________________________________  

 Have you ever been fired or laid-off?    yes      no   If yes, explain.  __________________________________

 __________________________________________________________________________________________ 

 __________________________________________________________________________________________ 

 __________________________________________________________________________________________  

 How many jobs have you held within the previous five years?  _________________________________________ 

 __________________________________________________________________________________________ 

 __________________________________________________________________________________________ 

 __________________________________________________________________________________________  
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Military History 

List branch, dates, and duties. 

Family 
Would it be beneficial for any member(s) of your family/legal guardian to be involved in your treatment? 

 yes    no   If yes, explain who and why.

May we contact any of the persons you have mentioned above for their input and involvement in your care? 

 yes   Contact Information:

 no

What is your family/legal guardian’s perception of your difficulties?  

Miscellaneous 

Are there any other things that would be helpful for us to know about you? 

With your permission, is there anyone else that would be appropriate to contact in regard to your care? 

 yes   Name and phone number.

 no

 no

How were you referred to Prestera? 

Is there anyone that we are legally required to notify in regard to your care?   

yes If yes, please give us the necessary information to contact them.    

Is there a need for assistive technology in your treatment?    yes  no   If yes, what is that need?

What would you like to accomplish during your treatment with Prestera?  

Client Signature:  Date:  

Read and Reviewed by 

(Clinician) 

Date: 



P S Y C H I A T R I C M E D I C I N E S 

ANTI- 
DEPRESSANTS

MOOD

STABILIZERS
ANTI-ANXIETY

Major 

Tranquilizers  
ADHD  SLEEP PAIN

Anafranil Carbatrol Ativan (Lorazepam) Abilify Adderall Ambien Amerge 

Aplenzin Celontin Buspar Clozaril Clonidine Ambien CR Anaprox 

Brintellix Depakote Klonopin (Clonazepam) Fanapt Concerta Dalmane Axert 

Celexa Dilantin Librium Geodon Cylert Doxepin Butalbital 

Cymbalta Felbatol Moban Haldol Daytrana Lunesta Codeine 

Desyrel Gabitril Neurontin Invega Dexadrine Restoril Darvocet 

Effexor Keppra Restoril Latuda Focalin Rozerem Esgic 

Elavil Lamictal Serax Loxitane Intuniv Silenor Fiorcet 

Emsam Lithium Tranxene Mellaril Metadate  Sonata Frova 

Fetzima Lyrica Valium (Diazepam) Navane Methylin Trazadone Hydrocodone 

Lexapro Myosline Vistaril Prolixin Nuvigil Imitrex 

Luvox Phenobarbital Xanax Risperdal Provigil Lorcet 

Nardil Tegretol Saphris Ritalin Lortab 

Norpramin Topamax Seroquel Strattera Midrin 

Pamelor Trileptal Stelazine Tenex Norco 

Parnate Zarontin Thorazine  Vyvanse Percocet 

Paxil Zonegran Trilafon Phrenilin 

Pristiq Zyprexa Stadol 

Prozac Ultracet 

Remeron ALCOHOL/DRUG Ultram 

Serzone CRAVINGS Vicodin 

Sinequan Campral Zomig 

Viibyrd Naltrexone Zydone 

Vivacti PSUEDOBULBAR AFFECT(PBA) Neurontin 

Wellbutrin Nuedexta Suboxone 

Zoloft 

Place a check mark next to any medications you think you may have taken in the past even if it was for a very short time. Then, off 
to the side please write a one to two word description or phrase describing your experience with the medicine (e.g. “good” “bad” 
“great” “made me dizzy” “made me sleepy” etc.).   Knowing how you responded on certain medication in the past will help us in your 
treatment. 

MEDICATIONS: Please list medications you are currently taking (psychiatric or other) 

List any Medications you are allergic to: 
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SYMPTOM CHECKLIST 

 Depressed or Sad Mood

 Irritability/Short tempered

 Anxiety about everything

 Intense episodes of fear

Suicidal thoughts?  Yes  No 

 passing thoughts/no intent
 Lack of Motivation/Drive  Fear of Going crazy/losing control  persistent thoughts
 Poor Concentration  Chills/Hot flashes  current plans/definite intent

 Can’t sleep well  Abdominal distress/nausea  recent attempt

 Appetite/weight changes  Chest discomfort/choking  past attempts

 Loss of pleasure in activities  Dizziness

 Diminished self-esteem  Numbness/tingling  Pulling hair out

 Hopeless/Helpless  Feeling jumpy/on edge/easily startled  Anger/Emotional outburst
 Decreased Energy/fatigue  Constantly Alert/Vigilant  Binge Eating/Purging

 Excessive guilt or worry  Nightmares/reliving trauma  Uncontrolled Gambling

 Crying Spells  Avoiding of stressors/stimulus  Stealing or Lying

 Decreased sex drive  Heart racing/palpitations  Ritualized behaviors/obsessions

 Intense fear of being fat  Sweating

 Trembling  Attention/concentration issues
 Spending sprees  Shortness of Breath  Impulsive/can’t wait turn

 Special Abilities  “Lump in Throat”/can’t swallow  Hyperactive/restless

 Increased self-esteem  Intense anxiety, fear, or panic  Can’t perform at work/school
 Decreased need for sleep  Unable to leave home  Aggressive/Assaultive

 Lots of great ideas to get out  Self-mutilation/Self-harm

 Racing thoughts/can’t keep up  Counts things constantly  Sleeping all the time

 Increased energy/hyperactive  Impaired intellect/thinking  Staring spells

 Increased Sex Drive  Language/speech difficulties  Chronic Pain

Making lots of plans/schemes  Impulsive/poor judgment  Self induced vomiting
 Rapid speech  Unusual sleep pattern  Constant agitation

 Nonstop talking/can’t interrupt  Disorganized/Confused  Intense fear of rejection

 Day-to-Day mood swings  Poor Memory  Legal Troubles
 Unexplained body complaints

 Suspiciousness/Paranoia

 Hallucinations (see/hear things) SUBSTANCE ABUSE 

 Unusual facial expressions  Amphetamines/Stimulants
 Strange posture/gestures  Cocaine/Crack

 Disorganized thoughts Marijuana/Cannabis
 Confusion  Alcohol
 Bizarre Behaviors  Sedative/Hypnotics

 Unusual or unwanted thoughts  Opiates/Narcotic pain pills/Heroin

 Constantly washes hands

Personal Past Psychiatric History:  Counseling  Psychiatrist  Hospitalization   Suicidal Attempts 

Past or Current Medical Issues (thyroid/high blood pressure/etc): 

Please List your top 3 symptoms: 
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Instructions: Please answer each question to the best of your ability. 

1. Has there ever been a period of time when you were not your usual self and… Yes No 

…you felt so good or so hyper that other people thought you were not your normal self or you □ □ 
were so hyper that you got into trouble? 

…you were so irritable that you shouted at people or started fights or arguments? □ □ 

…you felt much more self‐confident than usual? □ □ 

…you got much less sleep than usual and found you didn’t really miss it? □ □ 

…you were much more talkative or spoke much faster than usual? □ □ 

…thoughts raced through your head or you couldn’t slow your mind down? □ □ 

…you were so easily distracted by things around you that you had trouble concentrating or □ □ 
staying on track? 

…you had much more energy than usual? □ □ 

…you were much more active or did many more things than usual? □ □ 

…you were much more social or outgoing than usual, for example, you telephoned friends in □ □ 
the middle of the night? 

…you were much more interested in sex than usual? □ □ 

…you did things that were unusual for you or that other people might have thought were □ □ 
excessive, foolish, or risky? 

…spending money which got you or your family into trouble? □ □ 

2. If you checked YES to more than one of the above, have several of these ever □ □ 
happened during the same period of time?

3. How much of a problem did any of these cause you‐ like being unable to work; having
family, money or legal troubles; getting into arguments or fights?
Please circle one response only.
No Problem Minor Problem Moderate Problem   Serious Problem

4. Have any of your blood relatives (i.e. children, siblings, parents, grandparents, aunts, □ □ 
uncles) had manic‐depressive illness or bipolar disorder?

5. Has a health professional ever told you that you have manic‐depressive illness or □ □ 
bipolar disorder?

© 2000 by the University of Texas Medical Branch. Reprinted with permission. This instrument is designed for screening purposes only and is not 
to be used as a diagnostic tool. 
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Patient Name Today’s Date 
Please answer the questions below, rating yourself on each of the criteria shown 
using the scale on the right side of the page. As you answer each question, place an 
X in the box that best describes how you have felt and conducted yourself over the 
past 6 months. Please give this completed checklist to your healthcare professional 
to discuss during today's appointment. N

ev
er

 

R
ar

el
y 

So
m

et
im

e
s 

O
ft

en
 

V
er

y 
O

ft
en

 

1. How often do you have trouble wrapping up the final details of a
project, once the challenging parts have been done?

2. How often do you have difficulty getting things in order when you
have to do a task that requires organization?

3. How often do you have problems remembering appointments or

obligations?
4. When you have a task that requires a lot of thought, how often do

you avoid or delay getting started?
5. How often do you fidget or squirm with your hands or feet when

you have to sit down for a long time?
6. How often do you feel overly active and compelled to do things, like

you were driven by a motor?

Part A 
7. How often do you make careless mistakes when you have to work

on a boring or difficult project?
8. How often do you have difficulty keeping your attention when you

are doing boring or repetitive work?

9. How often do you have difficulty concentrating on what people say
to you, even when they are speaking to you directly?

10. How often do you misplace or have difficulty finding things at home
or at work?

11. How often are you distracted by activity or noise around you?

12. How often do you leave your seat in meeting or other situations in
which you are expected to remain seated?

13. How often do you feel restless or fidgety?

14. How often do you have difficulty unwinding and relaxing when you
have time to yourself?

15. How often do you find yourself talking too much when you are in
social situations?

16. When you’re in a conversation, how often do you find yourself
finishing the sentences of the people you are talking to, before they
can finish them themselves?

17. How often do you have difficulty waiting your turn in situations

when turn taking is required?
18. How often do you interrupt others when they are busy?

Part B 
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