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Client’s name: _____________________________________________  Date: ___________________________ 
 
Parent(s)/Guardian(s): ______________________________________________________________________________ 
 
Gender: ____ F  ____ M Date of birth: ____________________  Age: __________ 
 
Form completed by: ________________________________________________________________________________ 
 
How did you hear about Theraplace?    ___ Google Search     ___ PsychologyToday      ___ Referral from Friend/Relative 
 
___ Referral from another Clinician     ___ Printed Advertisement     ___ Other: __________________________________ 
 
Primary reason(s) for seeking services: _________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

 

Education and Employment 

 
Highest level of education:  Employment status: 
   
Preschool   Employed Part Time  

Elementary School   Casual Employee  

Middle School   Unemployed  

High School   Never Employed  

   Seeking Employment  

   Volunteer  

 
Additional Information: ______________________________________________________________________________ 

 

Living Situation 

 
Stable   Homeless  

Recent Move   Apartment  

Multiple Moves   House/Townhome  

Potential Eviction   Live with Friends  

Past Eviction   Live with Family  

Potential Foreclosure   Shelter  

Past Foreclosure   Group Home  

   Foster Home  

 

Spiritual/Religious Beliefs 

 
How important are spiritual matters to the client (circle one number)?     0     1     2     3     4     5     6     7     8     9     10 
 
Is the client affiliated with a spiritual or religious group? _____No  _____Yes, describe: ___________________________ 
 
Were they raised within a spiritual or religious group? _____No  _____Yes, describe: _____________________________ 
 
Would they like your spiritual/religious beliefs incorporated into counseling? _____No  _____Yes 

 

6448 Main Street, Suite 1 
North Branch, MN 55056 

Phone (651) 775-9804   
Fax (844) 364-7181 

 

Client History Packet for Minor 
(11-17 years of age) 
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Culture/Ethnicity 

 
To which cultural or ethnic group does the client belong? ___________________________________________________ 
 
Are they experiencing any problems due to cultural or ethnic issues? _____No  _____Yes, describe: ________________ 

_________________________________________________________________________________________________ 

Other cultural/ethnic information: ______________________________________________________________________ 

 

Interests/Recreational Activities 

 
Describe areas of interest or hobbies.  Ex. art, reading, crafts, physical fitness, sports, outdoor activities, church activities, 
hunting, fishing, bowling, traveling, etc.): 

 
Activity How often now? How often in the past? 

   

   

   

   
 

Strengths and Resources 

 
Describe the client’s strengths and resources.  Ex: What do they do well?  What is going well in their life? Who do they 
consider supportive (pet, family, friend, therapist)? 
 
_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

 

Medical/Physical Health 

 
Please check all that apply: 
 
_____AIDS    _____Dizziness    _____Nose bleeds 
_____Alcoholism   _____Drug abuse   _____Pneumonia 
_____Abdominal pain   _____Epilepsy    _____Reflux 
_____Abortion    _____Ear infections   _____ Rheumatic fever 
_____Allergies    _____Eating problems   _____ Sexually transmitted diseases 
_____Anemia    _____Fainting    _____ Sleeping disorders 
_____Appendicitis   _____Fatigue    _____ Sore throat 
_____ Asthma    _____Frequent urination  _____ Scarlet fever 
_____ Bronchitis   _____Headaches   _____ Sinusitis 
_____ Bed wetting   _____Hearing problems   _____ Smallpox 
_____ Cancer    _____Hepatitis    _____ Tonsillitis 
_____ Chest pain   _____ Kidney problems   _____ Tuberculosis 
_____ Chronic pain   _____ Measles    _____ Toothache 
_____ Colds/Coughs   _____ Mononucleosis   _____ Thyroid problems 
_____ Constipation   _____ Mumps    _____ Vision problems 
_____ Chicken Pox   _____ Menstrual pain   _____ Vomiting 
_____ Dental problems   _____ Miscarriages   _____ Whooping cough 
_____ Diabetes    _____ Neurological disorders  _____ Other (describe): ____________ 
_____ Diarrhea    _____ Nausea    ________________________________  
 

List any health concerns: ____________________________________________________________________________ 

_________________________________________________________________________________________________ 
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Please indicate if there have been any recent health changes: 
 
_____Sleep patterns  _____Eating patterns  _____Behavior  _____Energy level 
_____Physical activity level _____General disposition _____Weight  _____Other (please describe) 
 
Describe changes in areas in which have been marked above: _______________________________________________ 

_________________________________________________________________________________________________ 

 
Current prescription 

medication 
Dosage Dates Purpose Side Effects 

     

     

     

     

     

     

     

 

Current over the 
counter medication 

Dosage Dates Purpose Side Effects 

     

     

     

     

     

     

     

 
Are they allergic to any medications or drugs? _____No  _____Yes, describe: __________________________________ 

_________________________________________________________________________________________________ 

 
Most recent examinations Date Reason Results 

Last physical exam    

Last doctor’s visit    

Last vision exam    

Last hearing exam    

Most recent surgery    

Other surgery    

 
Family history of medical problems: ____________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

 

Legal 

 
Current Status: 
 
Is the client involved in any active cases (traffic, civil, criminal)? _____No  _____Yes, please describe and indicate the 

court hearing/trial dates and charges: __________________________________________________________________ 

_________________________________________________________________________________________________ 

Is the client currently on probation or parole? _____No  _____Yes, please describe: ______________________________ 

_________________________________________________________________________________________________ 
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Chemical Use History 

     Used in last: 

 Method of use  
and amount 

Frequency  
of use 

Age of 
first use 

Age of 
last use 

48 hours 
(Y/N) 

30 days 
(Y/N) 

Alcohol       
Barbiturates       
Valium/Librium       
Cocaine/Crack       
Heroin/Opiates       
Marijuana       
PCP/LSD/Mescaline       
Inhalants       
Nicotine       
Over the counter       
Prescription drugs       
Other drugs       

 
When and where does the client typically use substances: __________________________________________________ 
 
Describe any changes in use patterns: __________________________________________________________________ 
 
Reason(s) for use: 
 
_____Addicted  _____Build confidence  _____Escape   _____Self-medication 
_____Socialization _____Taste   _____Other (specify): _________________________________ 
 
How do you believe substance use affects the client’s life? __________________________________________________ 
 
Have drugs or alcohol created a problem for the client’s school performance or employment? _____No  _____Yes, 

describe: _________________________________________________________________________________________ 

Have they ever overdosed on drugs or alcohol? _____No  _____Yes, describe: _________________________________ 

Who or what has helped the client in stopping or limiting substance use? _______________________________________ 

_________________________________________________________________________________________________ 

 
Have they had withdrawal symptoms when trying to stop using drugs or alcohol? _____No  _____Yes, describe: _______ 

_________________________________________________________________________________________________ 

 
Does someone in the family have a problem with drugs or alcohol (past or present)? ____________________________ 

_________________________________________________________________________________________________ 

Development 

 

Social/Emotional: 
 

 Language/Communication: 

Developmental Milestones Met   Developmental Milestones Met  

Developmental Delay   Developmental Delay  

     

Cognitive (learning, thinking, problem-solving): 
 

 Movement/Physical Development: 

Developmental Milestones Met   Developmental Milestones Met  

Developmental Delay   Developmental Delay  
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Additional information regarding development: ___________________________________________________________ 

_________________________________________________________________________________________________ 

 

Childhood Maltreatment or Abuse 

 
Please check all that apply: 
 

Emotional Abuse   Physical Abuse   Domestic and Family Violence  

Neglect   Sexual Abuse   Organized Sexual Abuse  

 
Additional Information: ______________________________________________________________________________ 

_________________________________________________________________________________________________ 

 

Family Information 

 
 
Please include parents, siblings, grandparents, significant others, children, etc. 

 
Living 

 
Living with you 

Relationship Name Age Yes No Yes No 

Mother 
 

      

Father 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
 

      

 
Parental information: 
 
_____Parents legally married    _____Mother: number of marriages = ____ 
_____Parents have ever been separated  _____Father: number of marriages = ____ 
_____Parents ever divorced 
 
Special circumstances (ex. raised by person other than parents, pending adoption, etc.): __________________________ 

_________________________________________________________________________________________________ 

 
 



Page | 6 
 

Social Relationships 

 
How does the client generally get along with other people? Check all that apply. 
 
_____Affectionate _____Aggressive _____Avoidant  _____Fight/argue often             
_____Follower  _____Friendly  _____Leader  _____Outgoing   
_____Shy/withdrawn _____Submissive _____Other: _______________________________________________ 
 
Sexual orientation: _________________________________________________________________________________ 
 
Any history of being a sexual perpetrator? _____No  _____Yes, describe: ______________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

 

Trauma History 

 
Please check all that apply: 
 

Sexual abuse or assault   Physical abuse or assault  

Emotional abuse or psychological 
maltreatment 

  Neglect  

Serious accident, illness or medical procedure   Victim or witness to domestic violence  

School violence   Bullying  

Natural or manmade disaster(s)   System-induced trauma and re-traumatization  

Forced displacement   War, terrorism or political violence  

Military trauma   Victim or witness to extreme personal or 
interpersonal violence 

 

Traumatic grief separation   Other: ______________________________  

 

Symptoms 

 
Please check any behaviors and symptoms that you experience: 
 

Anxiety   Aggression   Delusions   Blurts/interrupts  

Avoidance of people, places, 
things, thoughts, feelings 

  Agitation   Disorganized thoughts   Concentration issues  

Compulsive behavior   Anger outbursts   Disorientation   Difficulty sustaining 
attention 

 

Excessive worry   Depressed mood   Hallucinations   Disorganization  

Intrusive thoughts   Elevated mood   Mental fog   Easily distracted  

Obsessive thoughts   Emotional instability   Paranoia   Failure to follow 
instruction 

 

Panic   Expectation of failure   Psychotic self-talk   Forgetful  

Panic attacks   High to low cycling   Thoughts of grandeur   Hyperactive  

Phobias   Hopelessness   Catatonia   Impulsivity  

Racing Thoughts   Hypersexuality   Fidgety   Inattention  

Ritual/Routines   Intense emotions   Restlessness   Loss of items  

Rumination   Intrusiveness   Slow movement   Procrastination  

Alcohol misuse   Irritability   Repetitive movements 
or utterances 

  Unable to complete 
tasks 

 

Antisocial behavior   Loneliness   Tics   Fear, terror or fright  

Controlling   Loss of interest   Chest pain   Flashbacks  

Cyber addiction   Memory issues   Difficulty breathing   Hypervigilance  

Demeaning or demanding   Over/under eating   Faint   Increased startle or 
agitation 

 

Drug abuse   Overwhelm   Fatigue   Intrusive memories  

Gambling   Self-doubt   Freezing   Memory loss  

Instigates conflict/fighting   Sleep issues   Frequent illness   Nightmares  

Isolation   Under-activity   Headaches   Abuse history  



Page | 7 
 

Judgment errors   Weight 
increase/decrease 

  Heart palpitations   Chaotic relationships  

Overspending   Withdrawal   Muscle tension   Unstable 
relationships 

 

Reckless behavior   Worthlessness   Shaking   Violent relationships  

Sexual issues/problems      Speech problems     

Stealing      Sweating     

Yelling      trembling     

           

 
Additional information: ______________________________________________________________________________ 
 
History of symptoms: _______________________________________________________________________________ 
 
Briefly discuss how the above symptoms impair the client’s ability to function effectively: __________________________ 

 

 

 

Does the client feel suicidal at this time? _____No  _____Yes, explain: ________________________________________ 

Any additional information that would assist us in understanding your concerns or problems: _______________________ 

 

 

 

What are your goals for therapy? ______________________________________________________________________ 

 

 

 

History of Treatment 

 
Information about client (past and present): 
 

 Yes No When Where Your reaction to overall experience 

Counseling 
 

     

Psychiatric History 
 

     

Suicidal thoughts/attempts 
 

     

Drug/alcohol treatment 
 

     

Hospitalizations 
 

     

Involvement with self-help 
groups (ex. AA, Al-Anon, 
NA, Overeaters 
Anonymous) 

     

 
Previous diagnoses: ________________________________________________________________________________ 
 
Information about family/significant others (past and present): 
 

 Yes No When Where Your reaction to overall experience 

Counseling 
 

     

Psychiatric History 
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Suicidal thoughts/attempts 
 

     

Drug/alcohol treatment 
 

     

Hospitalizations 
 

     

Involvement with self-help 
groups (ex. AA, Al-Anon, 
NA, Overeaters 
Anonymous) 

     

 

State Required Assessments 

 
Instructions: Please complete the following assessments.  Choose the answer that best describes your experience. 
 

Symptom Scaling Questionnaire 

 
Instructions:  Circle one number between 0 and 10 to describe each category.   
 
How would you rate your _________________ on average these days? 

1. Sadness         None      0     1     2     3     4     5     6     7     8     9     10     Severe 
  

2. Suicidal Thoughts    None      0     1     2     3     4     5     6     7     8     9     10     Severe 
 

3. Anxiety     None      0     1     2     3     4     5     6     7     8     9     10     Severe 
 

4. Frustration/Anger    None      0     1     2     3     4     5     6     7     8     9     10     Severe 
 

5. Sleep                  Great     10     9     8     7     6     5     4     3     2     1     0      Poor 
 

6. Interest/Pleasure in Life   Great     10     9     8     7     6     5     4     3     2     1     0      Poor 
 

7. Appetite     Great     10     9     8     7     6     5     4     3     2     1     0      Poor 
 

8. Motivation    Great     10     9     8     7     6     5     4     3     2     1     0      Poor 
 

9. Concentration    Great     10     9     8     7     6     5     4     3     2     1     0      Poor 
 

10. Energy Level    Great     10     9     8     7     6     5     4     3     2     1     0      Poor 
 

11. Overall Life Satisfaction   Great     10     9     8     7     6     5     4     3     2     1     0      Poor 
 

12. Work/School Satisfaction   Great     10     9     8     7     6     5     4     3     2     1     0      Poor 
 

13. Relationship with Friends   Great     10     9     8     7     6     5     4     3     2     1     0      Poor 
 

14. Relationship with Partner(s)  Great     10     9     8     7     6     5     4     3     2     1     0      Poor 
 

15. Relationship with Family   Great     10     9     8     7     6     5     4     3     2     1     0      Poor 

CAGE AID 

 
Instructions:  Please circle one answer per question. 
 
1. In the last three months, have you felt you should cut down or stop drinking or using drugs?   Yes     No  
 
2. In the last three months, has anyone annoyed you or gotten on your nerves by telling you to cut down or stop drinking 
or using drugs?   Yes     No  
 
3. In the last three months, have you felt guilty or bad about how much you drink or use drugs?   Yes     No  
 
4. In the last three months, have you been waking up wanting to have an alcoholic drink or use drugs?   Yes     No  
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DSM V Severity Measure for Depression – Completed by Minor 

 

During the PAST 7 DAYS, I have… 0 
days 

1-3 
days 

4-6 
days 

7 
days 

Item 
Score 

1. Had little interest or pleasure in doing things 0 1 2 3  

2. Felt down, depressed, or hopeless 0 1 2 3  

3. Had trouble falling or staying asleep, or sleeping too much 0 1 2 3  

4. Felt tired or had little energy 0 1 2 3  

5. Had poor appetite or overeating 0 1 2 3  

6. Felt bad about myself-or that I am a failure or have let myself or my family down 0 1 2 3  

7. Had trouble concentrating on things  0 1 2 3  

8. Moved or spoken so slowly that other people could have noticed - Or the opposite - 
been so fidgety or restless that I have been moving around a lot more than usual 

0 1 2 3  

9. Had thoughts that I would be better off dead or of hurting myself in some way 0 1 2 3  

Total/Partial Raw Score:  
Prorated Total Raw Score (if 1-2 items left unanswered):  

 
 

 
 
 
 
 
 

DSM V Severity Measure for Generalized Anxiety Disorder – Completed by Minor 

 

During the PAST 7 DAYS, I have… Never Occasiona
lly 

Half of 
the 

time 

Most 
of the 
time 

All of 
the 

time 

Item 
Score 

1. Felt moments of sudden terror, fear, or fright 0 1 2 3 4  

2. Felt anxious, worried, or nervous 0 1 2 3 4  

3. Had thoughts of bad things happening, such as family 
tragedy, ill health, loss of a job, or accidents 

0 1 2 3 4  

4. Felt a racing heart, sweaty, trouble breathing, faint, or shaky 0 1 2 3 4  

5. Felt tense muscles, felt on edge or restless, or had trouble 
relaxing or trouble sleeping 

0 1 2 3 4  

6. Avoided, or did not approach or enter, situations about 
which I worry 

0 1 2 3 4  

7. Left situations early or participated only minimally due to 
worries 

0 1 2 3 4  

8. Spent lots of time making decisions, putting off making 
decisions, or preparing for situations, due to worries 

0 1 2 3 4  

9. Sought reassurance from others due to worries 0 1 2 3 4  

10. Needed help to cope with anxiety  
(ex. medication, superstitious objects, or other people) 

0 1 2 3 4  

Total/Partial Raw Score:  
Prorated Total Raw Score (if 1-2 items left unanswered):  

Average Total Score:  
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Strengths and Difficulties Questionnaire – Completed by Minor 

Please answer based on how things have been for you over the last 6 months. 

 Not True Somewhat True Certainly True 

1. I try to be nice to other people.  I care about their feelings.    
2. I am restless.  I cannot stay still for long.    
3. I get a lot of headaches, stomachaches or sickness.    
4. I usually share with others. (example CDs, games, food)    
5. I get very angry and often lose my temper.    
6. I would rather be alone than with people of my age.    
7. I usually do as I am told.    
8. I worry a lot.    
9. I am helpful if someone is hurt, upset or feeling ill.    
10. I am constantly fidgeting or squirming.    
11. I have one good friend or more.    
12. I fight a lot. I can make other people do what I want.    
13. I am often unhappy, depressed or tearful.    
14. Other people my age generally like me.    
15. I am easily distracted.  I find it difficult to concentrate.    
16. I am nervous in new situations. I easily lose confidence.    
17. I am kind to younger children.    
18. I am often accused of lying or cheating.    
19. Other children or young people pick on me or bully me.    
20. I often offer to help others (parents, teachers, children).    
21. I think before I do things.    
22. I take things that are not mine from home, school or elsewhere.    
23. I get along better with adults than with people my own age.    
24. I have many fears. I am easily scared.    
25. I finish the work I'm doing. My attention is good.    
26. Overall, do you think that you have difficulties in any of the following areas: 

emotions, concentration, behavior or being able to get along with other 
people? 

No Yes – 
Minor 

Difficulties 

Yes – 
Definite 

Difficulties 

Yes – 
Severe 

Difficulties 

27. How long have these difficulties been present? Less 
than 1 
month 

1-5 months 6-12 
months 

Over 1 year 

28. Do the difficulties upset or distress you? 
 

Not at 
all 

Only a little Quite a lot A great 
deal 

29. Do the difficulties interfere with your home life? 
 

Not at 
all 

Only a little Quite a lot A great 
deal 

30. Do the difficulties interfere with your friendships? 
 

Not at 
all 

Only a little Quite a lot A great 
deal 

31. Do the difficulties interfere with classroom learning? 
 

Not at 
all 

Only a little Quite a lot A great 
deal 

32. Do the difficulties interfere with leisure activities? 
 

Not at 
all 

Only a little Quite a lot A great 
deal 

33. Do the difficulties make it harder for those around you (family, friends, teachers, 
etc.)? 

Not at 
all 

Only a little Quite a lot A great 
deal 

34. Does your family complain about you having problems with overactivity or poor 
concentration? 

No A little A lot 

35. Do your teachers complain about you having problems with overactivity or poor 
concentration? 

No A little A lot 

36. Does your family complain about you being awkward or troublesome? 
 

No A little A lot 

37. Do your teachers complain about you being awkward or troublesome? 
 

No A little A lot 
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Strengths and Difficulties Questionnaire – Completed by Parent or Caregiver 

Please answer based on your child’s behavior over the last 6 months. 

 Not True Somewhat True Certainly True 

1. Considerate of other people’s feelings.    
2. Restless, overactive, cannot stay still for long    
3. Often complains of headaches, stomach-aches, or sickness    
4. Shares readily with other young people, for example CDs, games, food    
5. Often loses temper    
6. Would rather be alone than with other young people    
7. Generally well behaved, usually does what adults request    
8. Many worries or often seems worried    
9. Helpful if someone is hurt, upset or feeling ill    
10. Constantly fidgeting or squirming    
11. Has at least one good friend    
12. Often fights with other young people or bullies them    
13. Often unhappy, depressed or tearful    
14. Generally liked by other young people    
15. Easily distracted, concentration wanders    
16. Nervous in new situations, easily loses confidence    
17. Kind to younger children    
18. Often lies or cheats    
19. Picked on or bullied by other young people    
20. Often volunteers to help others (parents, teachers, children)    
21. Thinks things out before acting    
22. Steals from home, school or elsewhere    
23. Gets along better with adults than with other young people    
24. Many fears, easily scared    
25. Good attention span, sees chores or homework through to the end    
26. Overall, do you think your child has difficulties in any of the following areas: 

emotions, concentration, behavior or being able to get along with other 
people? 

No Yes – 
Minor 

Difficulties 

Yes – 
Definite 

Difficulties 

Yes – 
Severe 

Difficulties 

27. How long have these difficulties been present? Less than 1 
month 

1-5 months 6-12 
months 

Over 1 year 

28. Do the difficulties upset or distress your child? 
 

Not at all Only a little Quite a lot A great 
deal 

29. Do the difficulties interfere with your child’s home life? 
 

Not at all Only a little Quite a lot A great 
deal 

30. Do the difficulties interfere with your child’s friendships? 
 

Not at all Only a little Quite a lot A great 
deal 

31. Do the difficulties interfere with your child’s classroom learning? 
 

Not at all Only a little Quite a lot A great 
deal 

32. Do the difficulties interfere with your child’s leisure activities? 
 

Not at all Only a little Quite a lot A great 
deal 

33. Do the difficulties put a burden on your or the family as a whole? Not at all Only a little Quite a lot A great 
deal 

34. Over the last 6 months, have your child’s teachers complained of fidgetiness, restlessness or 
overactivity? 

No A little A lot 

35. Over the last 6 months, have your child’s teachers complained of poor concentration or 
being easily distracted? 

No A little A lot 

36. Over the last 6 months, have your child’s teachers complained of acting without thinking, 
frequently butting in, or not waiting for his or her turn? 

No A little A lot 

Completed by Mother/Father/Other (please specify): ______________________________ 

Signature: __________________________________________________________ Date: _____________________ 


