RECOVERY THERAPY CENTER

Carolyn Kuchel, LPC

Warwick Ave.

Fairfax, Virginia 22030

703-627-6659

Client Social History – Child/Adolescent        


Today’s Date: _____________

Client Name:
  



Age:


Date of Birth:



Place of Birth:




Grade in School: 

Lives with: 
Biological Parents _____  Parent/Stepparent ____  Single Parent ____

Adoptive Parent(s) _____  Foster Parent(s) ____  Grandparent(s) ____ 

RATE CURRENT RELATIONSHIPS / LIST SIGNIFICANT LIFE EVENTS:

(Good / Fair / Poor)

With parents:

With siblings:

With peers in general: 




Do you have a best friend?   

Who helps you when you are in need?

How are things going at SCHOOL?

Do you have a JOB?
No
Yes
_____________________________________________

Do you have any PHYSICAL/MEDICAL problems now or in the past?
No
Yes
If yes, please describe: ___________________________________________________________

Treating Physician’s Name:  



  
Date of Last Visit: 

Current Medications/ Purpose/ Prescribing Physician:

Hospitalizations
No
Yes; for ______________________________________

Any LEGAL problems?
  No   

Yes, for me
        Yes, for a family member 

MENTAL HEALTH ISSUES (currently or history):

Therapy, psychiatric treatment, substance abuse treatment:

Dates:                        Provider/Facility:                          

Treatment focus:                      

Results:

Referred to any of the above but did not elect to attend? If so, what factors contributed to your decision?

Client Name:  ______________________________

Date: _______________

(con’t)  

MENTAL HEALTH ISSUES (currently or history):  

Have you attended psychoeducational self-help group(s):

Group:




Dates:                                            Frequency:                           

Have you ever attempted suicide?

 

No
Yes
Have you purposefully attempted to harm yourself?

No
Yes   

If yes to either, did your attempt result in treatment?

No
Yes
SUBSTANCE USE:  (Alcohol, Tobacco Products, Other Drugs)

If you have ever used, what have you used?


Alcohol
Drugs


Age you first used:

Are there disagreements in your family/living situation about substance use/abuse?      No
    Yes
Have your family members overdosed, had withdrawal or reactions to drugs/alcohol?  No
    Yes  

Have you or family members attended treatment for drugs or alcohol?
        
        No
    Yes 

RECREATION / FUN / FRIENDS:
What do you like to do when you are not in school?

Do you have friends you feel close to?

What do you like about your friends?

What do your friends like about you?

Does your family spend time together?  

What do you do together as a family?

Client Name:
__________________________



Date:_____________

Please check any of the following that you have felt or experienced over the past two weeks:

___eating a lot or not hungry

___suicidal thoughts/attempt
___physically abused

___taking drugs/addiction

___headaches


___sexually abused

___cutting/other self-harm

___trouble sleeping

___tired / sleeping a lot

___worry about use of alcohol/drugs
___nervous tics


___thoughts re: weight

___crying a lot



___work too hard

___worried or anxious

___trouble concentrating 

___aggressive behavior

___procrastination

___angry outbursts


___memory problems

___loss of control

___unmotivated



___hearing voices

___unmanageable fears

___ “seeing things” that aren’t there
___feeling unsociable

___gambling

___ eating a lot, then vomiting

___ refusing to eat

___ bad/scary dreams

Please check any of the following that describe you:

___angry
___guilty
    ___unhappy

___annoyed
___jealous


___optimistic
___happy
    ___hopeless

___sad

___confused

___envious
___energetic
    ___restless

___fearful
___regretful

___lonely
___tense
    ___helpless

___anxious
___bored

___content
___depressed
    ___relaxed

___empty
___hopeful

___excited
___panicky
    ___tired

Other: ___________________________

Please check any of the following that have happened to you or a family member in the past two years:

___ school failure



___ getting into trouble at school

___ death of parent/close family


___ divorce/separation of parents/caretakers

___ death of a friend



___ parents together after separation/divorce

___ death of a pet



___ remarriage of a parent/stepfamily

___ parent/caretaker alcohol/drug abuse

___ major illness or accident

___ skipped a grade in school


___ detention jail or other institution/probation

___ pregnancy




___ disclosure of a secret (self or family)

___ suicidal thoughts / attempts


___ foster care placement


___ marriage




___ birth/adoption of child(ren)

___ physical abuse



___ victim of a crime

___ sexual abuse



___  using a weapon/threat by a weapon

___ brother or sister leaving home

___ Other: ______________________________

GOALS IN THERAPY:
What would you like to talk about in therapy? 
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