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Client Name ___________________________________ Date ________________ 

Race _____________________________ Religious Affiliations _____________________ 

Primary Health Care Provider 

Name of Doctor _______________________________________________________________ 

Phone __________________________________ Fax __________________________________ 

I give my therapist permission to consult with my health care provider regarding my 
health and treatment. � Yes � No  If yes, please sign and date. 

Signature _________________________________      Date __________________________ 

List Mental Health Concerns 

� Mild     � Moderate    � Disabling    � Intermittent 

Any suicidal thoughts in the last 6 months? 

Have you ever received Psychotherapy before? 

� Yes � No Frequency? ____________________ 

Type of things you learned 

Mental Health History
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Exercise Activities 

Please fill in the approximate amount for each type of exercise that you do. Include the amount 
of time spent and the frequency.  

Type Hours Never 0-1 Times
a week

0-2 times
a week

0-3 times
a week

Daily 

e.g., Swim 1 x
Bike 

Run 

Hike 

Ski 

Weights 

Walk 

Yoga 

Pilates 

Other: 
__________ 
Other: 
___________ 

Daily Activities 

Do you now or have you ever worked the night shift?    � Yes  � No 

Current job _________________________    Work Schedule _________________________ 

Hobbies ________________________          Volunteer ___________________________ 

Please describe in a few sentences what food means to you. There may be both positive and 
negative associations. There is no right or wrong to this answer. For example, is food important 
to you? Are you preoccupied with it? Does it feel nourishing? Does food cause fear or 
discomfort? 

Lifestyle Factors

Current Dietary Habits 
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In the table below please list any medications, including pharmaceuticals and antibiotics that 
you are currently taking. 

Medication Prescribed for Dosage Frequency Duration 

 

Current   Past Times per week / please circle 

� � tobacco/nicotine  ______________________________________ 
� � alcohol/weed _________________________________________ 
� � coffee/soda __________________________________________ 
� � Monster/Red Bull ______________________________________ 

Are you a recovering alcoholic? � Yes � No 
History of drug or alcohol abuse? � Yes � No 
Current use of illegal prescription/recreational drug (opiates, heroin, meth, etc.)? � Yes� No 

If yes, how often and in what form? ________________________________________________ 

 

In the table below, please list any supplements, including vitamins, minerals, herbs, 
amino acids, and hormones that you are currently or have previously taken. 

Supplements Manufacturer/Brand Dosage Frequency Date/Duration 

Medications (Current and Past Use)

Use of Non-Pharmaceutical Substances

Use of Nutritional Supplements/ Herbs/ Minerals
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Identify three reasons to improve your mental health: 

Identify three obstacles to improving your mental health: 

Please describe/circle 
the location and 
experience of pain: 

Rate your stress level as of today 

         1           2           3           4         5   6    7   8   9     10  

Pain / Discomfort

1.____________________________________________________________________

2. ___________________________________________________________________

3. ___________________________________________________________________

1. __________________________________________________________________

2. __________________________________________________________________

3. __________________________________________________________________

Motivation for Change
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LOW  HIGH 

 

 

 

 

 

 

 

 

 

Check all Current and Previous Conditions (please explain)

General 

Current    Past 
�  �    Headaches/migraines 
�  �    sleep disturbances 
�  �    fatigue 
�  �    Infections in the ears   
�  �    fever  
�  �    sinus  
�  �    other __________ 

Skin Conditions 

C P 
� � Rashes  
� � Athlete’s foot, warts 
� � other ________  

Nervous System 

C P 
� � Head injuries, concussions 
� � dizziness, ringing in ears      
� � loss of memory, confusion 
� � numbness, tingling 
� � sciatica, shooting pain  
� � chronic pain  
� � depression 
� � other ____________  

Allergies 

C P 
� � Scents, oils, lotions 
� � detergents 
� � gluten 
� � other _________ 

Respiratory & Cardiovascular 

C P 
� � heart disease 
� � blood clot 
� � stroke 
� � lymphedema 
� � high, low blood pressure 
� � irregular heart beat 
� � poor circulation 
� � swollen ankles 
� � varicose veins 
� � chest pain, shortness of breath 
� � asthma 
� � palpable heartbeat in abdomen 
� � other __________ 

Muscles & Joints 

C P 
� � rheumatoid arthritis 
� � osteoarthritis 
� � scoliosis 
� � broken bones 
� � spinal problems 
� � disk problems 
� � lupus 
� � TMJ, jaw pain 
� � spasms, cramps 
� � sprains, strains 
� � tendonitis, bursitis 
� � stiff or painful joints 
� � weak or sore muscles 
� � neck, shoulder, arm pain 
� � lower back, hip, leg pain 
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Digestive System 

C P 
� � bowel dysfunction 
� � gas, bloating bladder/kidney dysfunction 
� � abdominal pain 
� � ulcers, colitis 
� � belching/ gas within 1 hr. after eating 
� � heartburn/acid reflux 
� � bloating within 1 hr. after eating  
� � bad breath (halitosis) 
� � sweat has strong odor 
� � feel like skipping breakfast 
� � feel better if you don’t eat 
� � sleepy after meals 
� � stomach pains/ cramps 
� � diarrhea 
� � undigested food in stool 
� � pain between shoulder blades 
� � stomach upset by greasy foods 
� � gallbladder attacks 
� � gallbladder removal 
� � hemorrhoids  
� � chronic fatigue/fibromyalgia 
� � heart races after eating 
� � airborne allergies, “stuffy head” 
� � crave bread or noodles 
� � alternating constipation/diarrhea Crohn’s disease 
� � sinus infections 
� � use over-the-counter pain medications 
� � history of antibiotic use 
� � fungus or yeast infections 
� � irritable bowel/colitis 
� � other _____________ 

Endocrine System 

C P 
� � thyroid dysfunction 
� � HIV/AIDS 
� � diabetes 
� � prostate issues 
� � other ____________ 

Reproductive System 

C P 
� � pregnancy, how many? _____ 
� � reproductive problems 
� � painful, emotional menses 
� � fibrotic cysts 
� � cancer/tumors 
� � benign malignant 
� � miscarriages, how many? ____ 
� � abortions, how many? ____ 
� � menopause, began? ____ 



 

Adverse Childhood Experience Questionnaire for Adults 
California Surgeon General’s Clinical Advisory Committee 

Our relationships and experiences—even those in childhood—can affect our health and well-being. Difficult 
childhood experiences are very common. Please tell us whether you have had any of the experiences listed 
below, as they may be affecting your health today or may affect your health in the future. This information will 
help you and your provider better understand how to work together to support your health and well-being. 

Instructions: Below is a list of 10 categories of Adverse Childhood Experiences (ACEs). From the list 
below, please place a checkmark next to each ACE category that you experienced prior to your 18th 
birthday. Then, please add up the number of categories of ACEs you experienced and put the total 
number at the bottom. 

Did you feel that you didn’t have enough to eat, had to wear dirty clothes, or had 
no one to protect or take care of you? 

Did you lose a parent through divorce, abandonment, death, or other reason? 

Did you live with anyone who was depressed, mentally ill, or attempted suicide? 

Did you live with anyone who had a problem with drinking or using drugs, including 
prescription drugs? 

 Did your parents or adults in your home ever hit, punch, beat, or threaten to harm each other? 

Did you live with anyone who went to jail or prison? 

Did a parent or adult in your home ever swear at you, insult you, or put you down? 

Did a parent or adult in your home ever hit, beat, kick, or physically hurt you in any way? 

Did you feel that no one in your family loved you or thought you were special? 

Did you experience unwanted sexual contact (such as fondling or oral/anal/vaginal 
intercourse/penetration)? 

Your ACE score is the total number of checked responses

Do you believe that these experiences have affected your health? Not Much Some A Lot

Experiences in childhood are just one part of a person’s life story. 
There are many ways to heal throughout one’s life. 

Please let us know if you have questions about privacy or confidentiality. 
5/5/20
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Instructions: Listed below are a number of difficult or stressful things that sometimes happen to people. For 
each event check one or more of the boxes to indicate that (A) it happened to you personally; (B) you 
witnessed it happen to someone else; (C) you learned about it happening to a close family member or close 
friend; (D) you were exposed to it as part of your job; (E) you’re not sure if it fits.  

Be sure to consider your entire life as you go through the list of events. 
Event Happened 

to me 
Witnessed 

it 
Learned 
about it 

Part of my 
job 

Not sure 

1. Natural disaster (flood, hurricane, tornado,
earthquake)

2. Fire or explosion

3. Transportation accident (e.g.; car or boat
accident, train wreck, plane crash)

4. Serious accident at work, home or during
recreational activity

5. Exposure to toxic substances (e.g.; radiation,
dangerous chemicals)

6. Physical assault (e.g.; being attacked, hit
slapped, kicked, beaten up)

7. Assault with a weapon (e.g.; being shot,
stabbed, threatened with a knife, gun bomb)

8. Sexual assault (e.g.; rape, attempted rape,
made to perform any type of sexual act
through force or threat of harm)

9. Other unwanted or uncomfortable sexual
experience

10. Combat or exposure to a war-zone (in the
military or as a civilian)

11. Captivity (e.g.; being kidnapped, abducted,
held hostage, prisoner of war)

12. Life-threatening illness or injury

13. Severe human suffering

14. Sudden violent death (e.g.; homicide, suicide)

15. Sudden accidental death

16. Serious injury, harm or death you caused to
someone else

17. Any other very stressful event or experience
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