Initial Assessment

Name:

Address:

Tel no:

Date:

DOB:



   

Nationality:

Email address:
Please answer the following questions as best you can. If you are unsure about any of the questions, just leave them blank and we can fill them in together. The aim of this form is to provide me, your therapist, with as much background in formation as you feel is necessary in order for us to begin therapy together.  The aim is NOT to give the right answer! Your answers can be as long or as short as you like. 

Presenting problem, why are you looking for therapy now? ( as opposed to a few months ago).

What are you hoping to  get from therapy?

How will you know that you have got what you are looking for?

General Health

Do you suffer from any sleep disturbances ( eg. delayed sleep, nightmares)?

Do you have any recurring dreams or nightmares?

Do you have suffer from any appetite disturbances ( eg. poor appetite, anorexic symptoms, over-eating, bulimia etc)?

Do  you suffer from mood disturbances (eg. depression, mania, motivation, interest, negative thought patterns etc)?

Suicidal ideation and intent: Have you ever tried to commit suicide? If yes, please state when.

Do you suffer from anxiety (eg. panic attacks, generalised anxiety, social anxiety and avoidance, OCD etc)?

Do you feel you suffer from any psychotic disturbances (eg. depersonalisation, paranoia, hallucinations, thought disorders etc)?

Do you use any of the following substances in excess (drugs, alcohol, prescription meds etc)?

Do you have any special health and or disability issues?

Please name any medications you are currently taking and state what each is for:

Do you have over-excessive outbursts of anger and aggression (self mutilation, physical violence etc)?

If you have experienced a traumatic event do you have the feeling that you have not yet fully returned to yourself (Some symptoms might be flashbacks, feeling numb, being on edge, feeling very unsafe etc.. )?

Please state in a few lines your previous psychiatric and or counselling history:

Developmental History:

How would you describe your childhood? Please note down any events, like parenting, education, fostering, adoption etc. which were especially significant for you. 

Do you have any relationship difficulties, either with your partner or family members?

Are there any sexuality issues which are difficult for you? (fear of losing control when sexually intimate, disgust, lack of feeling etc..)

Please take a moment to think about the support systems which are available to you and write them down. (eg. friends, family, work colleagues, self-help group, etc.)

What resources do you have? (what kind of things help when things are not going so well for you?)

What are your strengths? What would your mother, father, partner say your strengths are?

I look forward to meeting you in our first session where we can discuss any questions which may have arisen for you as you were filling out the form.

