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LIFE HISTORY QUESTIONNAIRE

Purpose of This Questionnaire:


The purpose of this questionnaire is to obtain a comprehensive picture of your background.  By completing these questions as fully and accurately as possible, you will facilitate and speed up the process of assessment and treatment planning.  You are requested to answer these routine questions in your own time instead of using up consulting time.  Although this looks very long, you’ll find that many pages can be answered quickly with underlines, checks and circles.   Please bring the completed questionnaire to your first consultation appointment.


It is understandable that you might be concerned about what happens to the information about you because much of this information is highly personal.  Case records are highly confidential.  Under the regulations of HIPAA (Health Insurance Portability and Accountability Act of 1996), your medical records are kept in a very secure location and no outsider is permitted to see your case record without your permission.  

Confidentiality requirements may be reviewed at:

http://www.hhs.gov/news/facts/privacy.html
http://hyper2.unm.edu/policies/main.cfm
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If you choose to not answer any of these questions, please write “do not care to answer” in the appropriate places.


Date:

1. General Information:

Name:

Address:

Telephone numbers 

Home:

Work:

Cell:

e-mail address:

Age:                              Date of Birth:                       Place of birth:

Your ethnicity:  


By whom were you referred?

With whom are you now living?  (list people and relationship to you):

Do you live in a house, hotel, room, apartment, dorm, other arrangement (please circle one)?  

What and who are the primary sources of your income and support?


Name, address, phone number and specialty of your current primary care provider (MD or nurse practitioner):

Names, addresses and phone numbers of other physicians you currently see on a regular basis (e.g. gynecologist, cardiologist, psychiatrist)




Names, addresses and phone numbers of other health professionals you currently see on a regular basis (e.g. psychologist, nutritionist)

2. Clinical Information:

a. State in your own words the nature of your main problems and their duration:



b. State in your own words what you hope to achieve from this consultation:



c. State in your own words what you believe any other people hope you will achieve from this consultation:




d. Please give a brief account of the history and development of your complaints and problems from the time they began to the present time, starting with: 1) the first time that you or anyone else recognized that there was a problem (including your age and your life circumstances at that time); and including: 2) the first time that you saw a health professional and/or mental health professional for these problems; (including your age and your life circumstances at that time); and:
3) the most recent issues, circumstances and events leading to the problems and to the current consultation.

PLEASE USE AS MUCH SPACE AS NECESSARY INCLUDING EXTRA SHEETS OF PAPER TO ANSWER THIS QUESTION.





































































e.   Please describe how issues related to each of the following may have been present in the months leading up to your current major problems:

a. Interpersonal disputes and ongoing conflicts with important people in your life (family members, friends, colleagues at work or at school):





b. Serious losses or disappointments (e.g. the death of someone close to you – even a pet; a serious injury or illness that you or someone close to you suffered; a significant disappointment in personal relationships, school or work):






c. A major change in your usual situation, role or occupation at home or work (e.g. someone important moving away, losing a job, a marital separation or divorce, moving away from home):



d. Your personality style leading to emotional difficulties (e.g. being too shy, too weak or wimpy, too irritable or argumentative, too strange, too irresponsible and flakey):


f. Please describe any patterns of negative thoughts you’ve noticed that keep repeating in your head and that bring you down or urging or causing you to do things that are not good for you or others (e.g. self criticisms or self-doubts about your personality or body or abilities, etc; hard-to-resist thoughts urging you to do impulsive things that are ultimately self-destructive such as being violent to yourself or others, craving alcohol or substances that are no good for you, gambling, committing other acts you consider illegal or immoral; jealous or envious thoughts; other odd or weird thoughts, etc.).  Use additional sheets if necessary


a. frequently occurring thought #1:



b. frequently occurring thought #2:



c. frequently occurring  thought #3:



d. frequently occurring thought #4:



e. frequently occurring thought #5:



f. frequently occurring  thought #6:



g. On the scale below, please estimate the severity of your problem:


__________     __________     __________     __________     __________
mildly               moderately       very                 extremely         totally

upsetting           severe               severe              severe              incapacitating



h. Whom have you previously consulted about your present problems (please list names/qualifications or degree, and approximate dates of consultations/treatments):



i. What do you believe has caused your psychological, emotional or behavioral problems?   
                                                                     Not at all  A little bit  Moderately  Quite a bit  Extremely
	To what extent do you believe your problems are caused by each of the following? 
	
	
	
	
	

	1.  These problems run in my family – many relatives have similar problems. Maybe it’s genetic.
	
	
	
	
	

	2.  I have had several previous episodes of these problems.  This is a repeat episode.
	
	
	
	
	

	3.  My problems are due to my bad medical health (for example diabetes, heart disease, stroke, high blood pressure, liver, smoking, lung disease, cancer) or from side effects of medicines I take for your medical health
	
	
	
	
	

	4.  My problems are caused by drinking too much alcohol or taking street drugs
	
	
	
	
	

	5.  My major problem now is caused by other psychiatric problems I’ve had previously such as panic attacks, gambling, psychosis, trauma or abuse in early life, obsessions, compulsions, personality problems.
	
	
	
	
	

	6.  My problems are caused by family problems – such as arguments, disagreements with parents, children, spouse, partner
	
	
	
	
	

	7.  My problems are caused by worrying about the health of other close relatives – parents, children, spouse, partner
	
	
	
	
	

	8.  My problems are caused by the death or loss of important people in my life that I haven’t been able to get over – family members, close friends, romantic partners, through death, illness, divorce, other separation 
	
	
	
	
	

	9.  My problems are caused by ongoing physical violence and threats of violence at home or outside the home
	
	
	
	
	

	10. My depression is caused by other family members or my partner using too much alcohol or street drugs
	
	
	
	
	

	11. My problems are caused by having too many responsibilities and being alone, without another adult to help me out or be with me
	
	
	
	
	


	12.  My problems are caused by serious financial problems – not enough money to pay the bills
	
	
	
	
	

	13.  My problems are caused by unemployment or fear of being fired – I or my close family members, spouse or partner lost a job and can’t find a job, or are very worried about losing a job
	
	
	
	
	

	14.  My problems are caused by problems I’ve been having at school – with my friends or teachers
	
	
	
	
	

	 15.  My problems are caused by problems I’ve been having at school academically
	
	
	
	
	

	16.  My problems are caused by my not taking care of my body nutritionally – eating too much or too little
	
	
	
	
	

	17.  My problems are caused by romantic problems – with boy/girlfriends.  
	
	
	
	
	

	18.  My problems are caused by exercising too much or too little
	
	
	
	
	

	19.  My problems are caused by not getting enough sleep
	
	
	
	
	

	20.  My problems are caused by not having enough opportunity or training to improve my situation
	
	
	
	
	

	21.  My problems are caused by my having disappointed or shamed myself by not doing what I’m supposed to be doing, or by expecting too much of myself
	
	
	
	
	

	22.  My problems are caused by my always having low self-esteem
	
	
	
	
	

	23.  My problems are caused by my difficult personality – I get into fights or arguments too easily; I can’t get along with people
	
	
	
	
	

	24.  My problems are due to my always having been a very anxious, nervous, worrying person
	
	
	
	
	

	25.  Other things that I believe are causing my problems (specify)

* 

*

*

*
	
	
	
	
	


3. Past Information:

a. Mother’s condition during pregnancy (as far as you know):


b. Circumstances of your birth (as far as you know):

i. Normal_____

ii. Premature (how much)____

iii. Complications (specify what you know)____


c. In what kind of household(s) and by whom were you raised?  (e.g. biological parent(s); single parent, grandparents, parent and step-parent; 

d. adopted; foster care, etc.)  If several circumstances, please give your ages for each one:




e. Underline any of the following that applied during your childhood and adolescent years:


	Night terrors
	Bed wetting
	Sleepwalking

	Thumb-sucking
	Nail biting
	Stammering

	Fears*
	Happy Childhood
	Unhappy childhood

	Psychological Abuse
	Physical Abuse
	Sexual Abuse

	Neglect by parents or others
	Perfectionism
	Compulsive behaviors

	Obsessional thoughts
	Depressed mood
	Low self-esteem

	Temper tantrums
	Firesetting
	Violent behavior

	Anxiety or panic attacks
	Mood swings
	School problems

	Difficulty sitting still
	Learning problems
	Problems getting along

	Fussy eating
	Excessively stubborn
	Perfect child

	Everybody’s favorite
	Lonely
	Outsider

	Outgoing
	Shy
	High strung

	Afraid of new things, places
	Bold and adventurous
	Calm and easygoing

	Alcohol abuse
	Substance abuse
	Hyperactivity


Were there times when you were raised by adults other than your mother or father?  Please indicate the circumstances, who raised you at what ages, and for how long.






Specify the types of fears you recall as a child (e.g. of the dark, being left alone, strangers, germs, spiders, snakes, speaking in public, others):

Any other childhood problems (please specify)?




f. Your health from childhood on:

i. Please list all of your significant illnesses and your age when first contracted




ii. Please list all of your significant injuries/accidents and your age when they occurred



iii. Please list all of your previous medical or surgical hospitalizations, the reasons for the hospitalizations, location, and your age when they occurred.




iv. Please list any surgical operations you may have had and your age at the time



v. Please list any head injuries, concussions and your age at the time



vi. By whom, when and where were you last examined by a physician or nurse practitioner?



vii. Please list any allergies, including allergies to medications



viii. Menstrual history (if applicable):  Age of onset?  Current regularity, duration and frequency?


ix. Height and Weight?

Adult height?                               Current weight?    

Highest weight at this height (and how long ago was that)?

Lowest weight at this height (and how long ago was that)?


   What do you desire to weight?



4. Current Information:


a. List your five main current fears :

b. Underline any of the following that apply to you:  


	Headaches
	Dizziness
	Fainting spells

	Palpitations
	Stomach trouble
	No appetite

	Bowel disturbances
	Fatigue
	Can’t fall asleep

	Can’t stay asleep
	Restless sleep – not restful
	Nightmares

	Take sleeping pills
	Drink too much alcohol
	Use street drugs

	Feel tense
	Feel panicky/panic attacks
	Tremors

	Depressed
	Suicidal ideas
	Unable to relax

	Sexual problems
	Shy with people
	Bad temper – verbal

	Bad temper – physical
	Cut, burn or harm self
	Violent rages

	Violent thoughts or impulses
	Don’t like weekends or vacations
	Overambitious

	Odd thoughts
	Can’t make friends
	Dramatic

	Strange behaviors * 
	Perfectionist
	Compulsive behaviors*

	Obsessional thoughts*
	Memory problems
	Concentration problems

	Too much energy
	Racing thoughts
	Grandiose ideas and plans

	Hear voices that aren’t there
	See things that aren’t there
	Paranoid thoughts

	Delusional thoughts
	Suspicious
	Jealous

	Preoccupied *
	Social problems
	Can’t keep a relationship

	Financial problems
	Can’t keep a job
	Can’t finish school

	Exercise excessively
	Binge eating
	Purging

	Excessive dieting
	Obese
	Undernourished

	Family disputes/arguments
	Disputes/arguments at work
	Socially isolated

	Grieving
	Withdrawn
	Depend too much on others

	Too self-involved
	Antisocial
	Legal problems

	Too much pride
	Thin skinned—easily offended
	Shoplifting

	Impulsive shopping
	Excessive credit card debt 
	Gambling

	Mood swings
	Too trusting
	Victim of  abuse

	Too needy
	
	


*  Please specify for these items exactly what you experience: 

Any other problems (please specify)?



5. Current mental state:


a. Underline any of the following words that apply to you:
 
Worthless, useless, a “nobody”, “life is empty”, inadequate, stupid, incompetent, naïve, “can’t do anything right”, “I hate myself”,

guilty, evil, morally wrong, horrible thoughts, full of hate, bad temper
      anxious, agitated, cowardly, unassertive, wimpy, panicky, aggressive,
      ugly, deformed, unattractive, repulsive, depressed, lonely, unloved,
      misunderstood, bored, restless, confused, “don’t know who I really am”, 
      “can’t shake certain troubling thoughts”, hopeless case, helpless, “a loser”,
      “bad judgment”, “clueless”, “nerdy”, “flaky”, “airhead” ,  nerdy, 

constantly bothered by cravings, “can’t think straight”, racing thoughts, 

jumbled thoughts, weird thoughts, can’t sit still, too much energy,

no energy at all, “addicted”. 

     Worthwhile, sympathetic, good friend, good listener, kind hearted, 

intelligent, talented, self-confident, considerate, capable, dependable,  trustworthy, has integrity.


Other mental states you frequently have?

Right now, on a scale of 1 to 10 (with 1 being extremely sad and 10 being extremely happy) how would you rate your mood? 



b. List your present interests, hobbies, activities:


c. How is most of your free time occupied?


d. What is the last grade of schooling you completed?


e. Scholastic abilities?  Strengths and weaknesses


f. Were you ever bullied or severely teased?  If yes, at about what ages?  About what sorts of things?



g. Do you make friends easily?


h. Do you keep them?



i. How long have you had your current “best friends”?


6.  Past and Current treatments:


a. Please list any past outpatient psychiatric, psychological, substance abuse or mental health treatment you’ve had for your problems (dates, nature and length of treatment, name and location of clinician who treated you, how helpful)






b. Please list any past inpatient psychiatric or substance abuse treatment you’ve had for your problems (dates, location/facility, length of treatment, how helpful)



c. Please list anything you’ve tried besides professional therapy for your problems (e.g. self-help, alternative or complementary medicine, herbalists, chiropractors, massage, 12 step, etc.  For each, list for what problem, and to what extent it was helpful




d. Please list all of your past medications for psychiatric or emotional problems – How long did you take each one? How helpful?  Side effects?  Why stopped?





e. Please list all of your current medications for psychiatric or emotional problems -- How long have you been taking each one? What is your current dose?  How helpful is this medication?  Side effects?  


7.  Educational information:

a.   Please indicate what grade of school you completed.


b. In elementary and high school, were you placed in special education classes?  If so, for what reasons?


c. Please indicate any extra vocational, technical or professional education you’ve taken.

8.  Occupational information:


a. What sort of work/occupation/schooling are you doing now?



b. What kinds of jobs/work/education have you done in the past?



c. To what extent does your present occupation/schooling satisfy you?  (If not, in what ways are you dissatisfied?)



d. To what extent does your current income meet your current expenses?



e. Ambitious?

i. Past:


ii. Present: 

9. Sexual Information:

a. Problems (specify)? 



10. Arrests and legal problems?  Please note if you’ve ever been arrested, the circumstances, and how this turned out.  Please indicate time in jail or prison


11. Family, Social and Health Information:

a. Who are your current biggest sources of practical support both locally and elsewhere (e.g. if you needed to borrow $100 in a hurry, from whom could you quickly borrow the money or who would quickly give you the money)?



b. Who are your current biggest sources of emotional support both locally and elsewhere (e.g. if you needed a hug or a shoulder to cry on, to whom would you turn)?



c. In whom are you currently able to confide your most private thoughts?


d. Detailed Family History


Below, please circle the appropriate letter (e.g. L for “living” or D for “dead”).  For Quality of your relationship use G for “good”; M for “mixed”, B for “bad”, T for “terrible”).   If you do not have a certain type of relative please leave the entire line blank.  If you have additional relatives not listed here, please write about them in the spaces marked “other” or on the back of the sheet.  Please include important step children, step uncles and step aunts, cousins, etc.       

	Relationship
	Living or dead
	Current age or age at death (and date)
	Location
(city or state)
	Occupation
	Quality of your relationship

	Father


	L D
	
	
	
	G M B T

	Mother


	L D
	
	
	
	G M B T

	Step father


	L D
	
	
	
	G M B T

	Step mother


	L D
	
	
	
	G M B T

	Spouse or long term partner
	L D
	
	
	
	G M B T

	Ex spouse or Ex partner #1
	L D
	
	
	
	G M B T

	Ex spouse or Ex partner #2
	L D
	
	
	
	G M B T

	Child #1(name?)
	L D
	
	
	
	G M B T

	Child #2
	L D
	
	
	
	G M B T

	Child #3
	L D
	
	
	
	G M B T

	Child #4
	L D
	
	
	
	G M B T

	Father’s father (paternal grandfather)
	L D
	
	
	
	G M B T

	Father’s mother (paternal grandmother)
	L D
	
	
	
	G M B T

	Your sib #1

(Name? Gender)
	
	
	
	
	

	Your sib #2
	
	
	
	
	

	Your sib #3
	
	
	
	
	

	Your sib #4
	
	
	
	
	

	Your sib #5
	
	
	
	
	

	Your sib # 6
	
	
	
	
	


Family History (continued):

	Relationship
	Living or dead
	Current age or age at death (and date)
	Location
(city or state)
	Occupation
	Quality of your relationship

	Please write about any additional sibs on back of this sheet
	
	
	
	
	

	Father’s sib 1 (uncle/aunt?)
	L D
	
	
	
	G M B T

	Father’s sib 2
	L D
	
	
	
	G M B T

	Father’s sib 3
	L D
	
	
	
	G M B T

	Father’s sib 4
	L D
	
	
	
	G M B T

	Father’s sib 5
	L D
	
	
	
	G M B T

	Father’s sib 6
	L D
	
	
	
	G M B T

	Mother’s father (maternal grandfather)
	L D
	
	
	
	G M B T

	Mother’s mother (maternal grandmother)
	L D
	
	
	
	G M B T

	Mother’s sib1 (uncle/aunt?)
	L D
	
	
	
	G M B T

	Mother sib 2
	L D
	
	
	
	G M B T

	Mother sib 3
	L D
	
	
	
	G M B T

	Mother sib 4
	L D
	
	
	
	G M B T

	Mother sib 5
	L D
	
	
	
	G M B T

	Mother sib 6
	L D
	
	
	
	G M B T

	Other relative

(specify)


	L D
	
	
	
	G M B T

	Other relative

(specify)


	L D
	
	
	
	G M B T

	Other relative

(specify)


	L D
	
	
	
	G M B T

	Other relative

(specify)


	L D
	
	
	
	G M B T


Please check off whether you or any of your relatives have had these particular problems:

	RELATIONSHIP 


	Self
	Father
	Mother
	Sibling (which ones)
	Grandparents (which ones)
	Aunt/Uncle (which side)
	Cousins (which side)

	PROBLEM
	
	
	
	
	
	
	

	Heart disease
	
	
	
	
	
	
	

	High blood pressure
	
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	
	

	Migraine
	
	
	
	
	
	
	

	Epilepsy (seizures)
	
	
	
	
	
	
	

	Other neurological disease
	
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	
	

	Ulcers
	
	
	
	
	
	
	

	Colitis
	
	
	
	
	
	
	

	Kidney disease
	
	
	
	
	
	
	

	Liver disease
	
	
	
	
	
	
	

	Immune problems
	
	
	
	
	
	
	

	Tuberculosis
	
	
	
	
	
	
	

	Obesity
	
	
	
	
	
	
	

	Other medical problems (specify)
	
	
	
	
	
	
	

	Smoking tobacco
	
	
	
	
	
	
	

	Alcoholism
	
	
	
	
	
	
	

	Drug abuse
	
	
	
	
	
	
	

	Depression
	
	
	
	
	
	
	

	Bipolar illness (manic depression)
	
	
	
	
	
	
	

	Schizophrenia
	
	
	
	
	
	
	

	Anxiety disorder
	
	
	
	
	
	
	

	Obsessive compulsive disorder
	
	
	
	
	
	
	

	Eating disorder
	
	
	
	
	
	
	

	Personality disorder
	
	
	
	
	
	
	

	Violence
	
	
	
	
	
	
	

	Post traumatic stress disorder
	
	
	
	
	
	
	

	Suicide
	
	
	
	
	
	
	

	Legal problems
	
	
	
	
	
	
	

	Alzheimer’s disease or dementia
	
	
	
	
	
	
	

	In counseling
	
	
	
	
	
	
	

	Takes psychiatric medications
	
	
	
	
	
	
	

	Other emotional problems (specify)
	
	
	
	
	
	
	


d. Please briefly describe your father’s personality, his attitude toward you, and your relationship with your father (and/or stepfather if both played a major role in your life)




e. Please briefly describe your mother’s personality, her attitude toward you, and your relationship with your mother (and/or stepmother if both played a major role in your life)



f. Please briefly describe your sibling’s personalities, their attitudes toward you, and your relationships with them



g. Please briefly describe the personality of any other major caretakers in your life and your relationships with them




h. If you’re married or in long-term relationship, how long?


i. Quality of your marriage/long term relationship?


ii. Describe your spouse/partner’s personality in your own words:


iii. Areas of compatibility?


iv. Areas of incompatibility?




i. Divorces, major separations and dates?  Who’s decision?



j. Please briefly describe your children’s personalities and your relationships with your children



k. Major current family problems and issues:



l. Major ongoing chronic family problems and issues (if different from above):



m. Previous major issues for you regarding deaths, miscarriages, abortions?



n. Significant pets and/or death of important pet?



o.  What was your religious upbringing, and what are your current religious and/or spiritual practices and thoughts?



p. In addition to what you’ve already written, what other major traumatic events have occurred in your life?




q. Please add any additional information not previously asked in this questionnaire that you believe is important to know to fully understand who you are and what your problems are about?


Who are the most important people currently in your life?  (use extra pages if necessary):

1. Name and relationship_______________________________________


How often do you see this person?__________________________


How often do you speak with this person by phone?____________


How often do you e-mail with this person?___________________

2. Name and relationship_______________________________________


How often do you see this person?__________________________


How often do you speak with this person by phone?____________


How often do you e-mail with this person?___________________


3.  Name and relationship_______________________________________


How often do you see this person?__________________________


How often do you speak with this person by phone?____________


How often do you e-mail with this person?___________________


4.  Name and relationship_______________________________________


How often do you see this person?__________________________


How often do you speak with this person by phone?____________


How often do you e-mail with this person?___________________


5. Name and relationship_______________________________________


How often do you see this person?__________________________


How often do you speak with this person by phone?____________


How often do you e-mail with this person?___________________


6. Name and relationship_______________________________________


How often do you see this person?__________________________


How often do you speak with this person by phone?____________


How often do you e-mail with this person?___________________

10.  Self-description

Please complete the following sentences:



	I am

	I am

	I am

	I am

	I feel

	I feel

	I feel

	I feel

	I think

	I think

	I think

	I think

	I believe

	I believe

	I believe

	I believe

	I wish

	I wish

	I wish

	I wish


Please give a word picture of yourself, using the words and language that you imagine the following people would use to describe you: 



Yourself:


Your spouse/partner (if you have such a relationship):



Your father:



Your mother:



Your children (if applicable):

Your  closest friend:



Your boss/supervisor/teacher


Subordinates at work or elsewhere:




Someone who seems not to like you:




Your best fan and strongest advocate:

