Into The Light

201 NW 4th St. Suite 105

Evansville, Indiana 47708

812/454-1564

Initial Assessment
	1. ID

	Name: 

Address:______________________________________
Home Phone:  _________________ Cell Phone:  _________________ Work Phone: _______________________
Sex M/F/Other ________DOB_______ Age_______ Do you currently have health insurance Y/N ______________
Name of Health Insurance ______________ Name of person carrying insurance ___________________________ DOB for person carrying insurance________ Emergency Contact Name and Number _______________________

Marital Status ___________ Name of spouse or partner if applicable ____________________________________

Name and ages of children if applicable ___________________________________________________________

Place of employment ____________________________ Occupation ____________________________________


	2. ONSET, DURATION, COURSE OF SYMPTOMS

	Why are you seeking treatment? What current symptoms are you having that are bothersome to you?
____________________________________________________________________________________________

____________________________________________________________________________________________
How long ago did this start?______________How long it lasts/frequency? _________________________________

What is it like?   _______________________________________________________________________________ 

PLEASE CIRCLE ANY CURRENT SYMPTOMS/EXPERIENCES IN THE FOLLOWING AREAS:

AREA 1                                     AREA 2                              AREA 3                              AREA 4

Low mood for >2 weeks
       Grandiose
                     Hallucinations/illusions       Trembling

Sleep
Increased activity
Delusions
Palpitations

Interest
   goal-directed/high risk
Self-reference:
Nausea/chills 

Guilt/worthlessness
Decreased judgment
   people watching you
Choking/chest pain

Energy
Distractible
   talking about you
Sweating 

Concentration
Irritability
   messages from media
Fear:

Appetite/weight ▲
Need less sleep
Thought blocking/insertion
   dying/going crazy

Psychomotor slowing
Elevated mood
Disorganization:
Anticipatory anxiety

Suicide:
Speedy talking
   speech/behavior
Avoidance 

   Hopelessness/Plan/Access
Speedy thoughts
 
Agoraphobia

AREA 5                                       AREA 6                                                                   AREA 7

Excess worry                              Intrusive/persistent thoughts 
Experienced/witness event

Restless/edgy                             Recognized as excessive/irrational
Persistent re-experiencing

Easily fatigued                            Repetitive behaviors:
Dreams/flashbacks


Muscle tension                                       Washing/cleaning
Avoidance behavior

↓  sleep
   Counting/checking
Hyper-arousal:


↓  concentration
   Organizing/praying
   ↑ vigilance/↑ startle


AREA 8                                                AREA 9                                                          AREA 10

Performance situations:
Fear abandonment/rejection
Forensic history:


   Fear of embarrassment
Unstable relationships
   arrests/imprisonment

   Fear of humiliation
Chronic emptiness
Aggressiveness/violence


   Criticism
↓  self esteem
Lack of empathy/remorse

 
Intense anger/outbursts
Lack of concern for safety:

AREA 11
Self-damaging behavior
   self or others

Heights/crowds/animals
Labile mood and impulsivity

 Childhood conduct disorder

AREA 12
AREA 13
Excess concern with appearance 
Binging/purging/restriction/amenorrhea
   or certain part of body
Perception of body image or weight

Avoidance behavior




	

	3. cLIENT Psychiatric HISTORY

	Have you ever been in couseling/therapy before? Y/N _____  Type of counseling/therapy ____________________
Name and city of past counselor/therapist _____________________ Years/months in treatment _______________
Have you ever been suicidal in the past? Y/N_______ Are you currently thinking of self-harm? Y/N ________
Do you have a current plan to harm yourself? Y/N _____ Do you currently plan on harming yourself? Y/N______

Have you ever been homicidal in the past? Y/N_______ Are you currently thinking of harming others? Y/N ______

Do you have a current plan to harm others? Y/N _____ 

Previous Psychiatric diagnoses such as depression, anxiety, etc.:

Previous Medications and Dosage:
Previous Treatment:

Current Psychiatric Medications and Dosage:

Current Treatment: 


	4. FamILY Psychiatric HISTORY

	List any Psychiatric diagnosis/Visits/Counseling/Suicide attempts by family members
Substance use:

Suicide:



	5. Medical HISTORY
	6. TRAUMA HISTORY

	Previous illnesses & treatment:

Surgeries/hospitalizations:

Head injury:
Current Medications and Dosage:

Alcohol/Illegal Drug Use/Type/Frequency:

Legal Substance Use and Frequency:

	Circle Any That Apply
Childhood
Emotional Abuse      Physical Abuse     Sexual Abuse

Neglect                     Lack of food or shelter

Bullying in school     Witnessed domestic violence

Witnessed violence  Didn’t feel safe or loved

Other ______________________________________

Adult

Domestic violence    Rape   Witnessed violence

Death of a child        Death of spouse or partner

Other ______________________________________



	7. Personal HISTORY

	Place of birth:

As a child:  (family structure, parents’ occupations, relationship with parents, siblings, friends, abuse)

As a teen: (friends, relationships, school, activities, sex, trouble, relationship with parents)

As an adult: (work, finances, education, relationships, family, goals for future, trends in functioning)

Personal Goals in Therapy:

1.

2.

3.


	
	


