RECOVERY THERAPY CENTER

Warwick Ave.

Fairfax, Virginia 22030

703-627-6659

Client Social History - Adult

Date: ___________________
Client Name: ___________________________________________________________________

Street Address: _________________________________
________________________________  

 Street Number/Name




City
State
Zip


Telephone Number(s): ___________________________________________________________




Home




Cell or Work

Date of Birth: _______________________ Age: _________  Occupation: __________________

Place of Birth:__________________________________  # Years Education: ________________ 

SF Home _____  Apartment _____  Shared Housing  _____    
Religion: __________________

Own _____  Rent _____

RATE CURRENT RELATIONSHIPS:

(Good / Fair / Poor)

With/between spouse/partner:



With child(ren):

With parents:





With siblings:

Who helps you when you are in need?

MEDICAL ISSUES/PROBLEMS: 

Treating Physician’s Name: __________________________ Date of Last Visit: ___________ 

Current Medications and Purpose: ________________________________________________

Prescribing Physician: __________________________________________________________

Hospitalizations
No
Yes; for ______________________________________

FINANCIAL ISSUES/PROBLEMS:

LEGAL ISSUES/PROBLEMS:

MENTAL HEALTH ISSUES/PROBLEMS (currently or history):

Therapy, psychiatric treatment, substance abuse treatment:

Dates:                        

Provider/Facility:                          
Treatment focus:                      

Client Name:  ______________________________


Date: ______________
(con’t)  MENTAL HEALTH ISSUES/PROBLEMS (currently or history):  
Referred to any of the above but did not elect to attend? If so, what factors contributed to your decision?

Have you or other family members attended psychoeducational self-help group(s):

Group Focus: ____________________
Dates attended: ___________How often?: ________                           

Have you ever attempted suicide or purposefully attempted to harm yourself?   
No
Yes

If so, did your attempt result in medical or mental health treatment?

No
Yes

SUBSTANCE USE:  (Alcohol, Tobacco Products, Other Drugs)

Currently:

Age first used:

Are there disagreements in current family/living situation about substance use?

Have you had incidents of substance overdose, withdrawal or adverse reactions to prescribed or other drugs or to alcohol? 

Have you been referred for substance abuse (or other addiction) treatment?

Has any family member attended 12-step or similar groups for drug abuse or other issues?

Substance usage/addictions in family of origin:

WEAPONS:
Do you have weapons in your home?
No
Yes
If so, describe:

RECREATION / SELF-CARE / PARTNERSHIP:
Do you find you are able to make time for yourself?  How?  If not, what are the barriers to doing so?  

If applicable, do you and your partner spend time together?  How frequently?  What do you like to do best when you are together?  What do you least like to do?

If applicable, does your family spend time together?  How frequently and for how long?  What do you do together as a family?

Client Name:
__________________________



Date:______________

Please check any of the following that apply to you over the past two weeks:

___overeating/loss of appetite

___suicidal thoughts/attempt
___physically abused

___taking drugs



___headaches


___sexually abused

___addiction problems


___sleep problems

___temper outbursts

___worry about use of alcohol/drugs
___nervous tics


___thoughts re: weight

___uncontrollable crying


___work too hard


___worried or anxious

___concentration difficulties

___aggressive behavior

___procrastination

___cannot keep a job


___memory problems

___loss of control

___unmotivated



___hearing voices

___unmanageable fears

___seeing things



___feeling unsociable

___gambling

Please check any of the following that generally describe your feelings:

___angry
___guilty
___unhappy

___annoyed
___jealous


___optimistic
___happy
___hopeless

___sad

___conflicted/confused

___envious
___energetic
___restless

___fearful
___regretful

___lonely
___tense
    
___helpless

___anxious
___bored

___content
___depressed
___relaxed

___empty
___hopeful

___excited
___panicky
___Other: _________________________________
Please check any of the following that have happened to you or an immediate family member in the past two years:

___ death/suicide of spouse/partner


___ divorce

___ death of a pet




___ reconciliation with spouse/partner

___ retirement from work



___ death/suicide of family member

___ marital separation



___ major change in health

___ skipped a grade in school


___ detention in jail or other institution

___ pregnancy




___ school failure

___ victim of a crime



___ death/suicide of close friend

___ marriage




___ birth/adoption of child(ren)

___ change of employment/re-employment

___ re-marriage forming stepfamily

___ being fired from a job



___ promotion

___ being terminated from job due company

___ relocation

___ problem or the economy


___ disclosure of a secret

Other: ____________________________________________________________________

CLIENT SELF-ASSESSMENT

On a scale of 0 to 10, please rate your/your relationship functioning now: _______

On a scale of 0 to 10, please rate your/your relationship functioning one year ago: _______

THERAPEUTIC GOALS

What would like to address in therapy? List goals in order of importance to you:
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