
Adult Intake Questionnaire     Name: ______________________ 

 

What brings you to counseling at this time? Is there something specific, such as a particular event? Be as detailed as you can.  

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

 

What are your goals for counseling? 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

 

Have you seen a mental health professional before? If so, please identify the clinician name or agency. When, for how long, and what 

were you seen for?  

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

 

Specify all medications and supplements you are presently taking and for what reason. 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

 

If taking prescription medication, who is the prescribing MD? Please include MD name, specialty, and phone number.  

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

 

Who is your primary care physician? Please include phone number. 

____________________________________________________________________________________________________________ 

 

Please circle answer 

Do you drink alcohol? ___Yes  ___No 

Do you use recreational drugs? ___Yes  ___No 

Do you have suicidal thoughts? ___Yes  ___No 

Have you ever attempted suicide? ___Yes  ___No 

Do you have thoughts or urges to harm others? ___Yes  ___No 

Have you ever been hospitalized for a psychiatric issue? ___Yes  ___No 

Is there a history of mental illness in your family? ___Yes  ___No  

 

 



If you are in a relationship, please describe the nature of your relationship and months/years together.  

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

 

Describe your current living situation. Do you live alone, with others, with family, etc. 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

 

What is your highest level of education? Highest grade/degree and type of degree. 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

 

What is your current occupation? What do you do? How long have you been doing it? 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

Please check any of the following you have experienced in the last 6 months 

 Increased appetite 

 Decreased appetite 

 Trouble concentrating 

 Difficulty sleeping 

 Excessive sleep 

 Low motivation 

 Isolation from others 

 Fatigue/low energy 

 Low self-esteem 

 Depressed mood 

 Tearful or crying spells 

 
Anxiety/nervousness/on 

edge/ constant worry 

 Fear 

 Other 

Please check any of the following that apply 

 Headache  Faintness 

 High blood pressure  Heart valve problems 

 Gastritis or esophagitis  Urinary tract problems 

 Hormone-related problems  Fibromyalgia 

 Head injury  Numbness & tingling 

 Angina or chest pain  Shortness of breath 

 Irritable bowel  Diabetes 

 Chronic pain  Hepatitis  

 Loss of consciousness  Asthma 

 Heart attack  Arthritis 

 Bone or joint problems  Thyroid issues 

 Seizures  HIV/AIDS 

 Kidney-related issues  Cancer 

 Chronic fatigue  Other 

 Dizziness   



What else do you want me to know? 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

 

Do you have any thoughts or urges to harm yourself? If yes, please describe any self-harming behaviors you have or are currently 

participating in. 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

 

Have you ever been in a situation where you felt/feel that others were/are taking advantage of you? If so, please explain. 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

 

Have you ever or are you in a situation where you have been or are made to do things you do not wish to do and believe you could not 

or cannot leave the situation of your own free will without negative consequences? If yes, please explain.  

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

 

 

 



 
 

                   
          

 
 

 
 

 
 

   

 
    

      

        

      

       

        

     
  

    

  
 

    

   
 

  
    

  
 

    

      

 
  

 
    

   
 

       
 

 
 

 
   

 
  

 
  

       

       

      

      

       

      

        

      

 
  

 
    

  
 

       

 
 
 

   

------------------------------------------------------------------------------------------------------------------------------------------------------------------

Patient Health Questionnaire and General Anxiety Disorder 
(PHQ-9 and GAD-7) 

Date_______________ Patient Name:________________________________ Date of Birth: ______________ 

Over the last 2 weeks, how often have you been bothered by any of the following problems? 
Please circle your answers. 

PHQ-9 
Not at 

all 
Several 

days 
More than half 

the days 
Nearly 

every day 

1. Little interest or pleasure in doing things. 0 1 2 3 

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

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

4. Feeling tired or having little energy. 0 1 2 3 

5. Poor appetite or overeating. 0 1 2 3 

6. Feeling bad about yourself – or that you are a failure or have let 
yourself or your family down. 

0 1 2 3 

7. Trouble concentrating on things, such as reading the 
newspaper or watching television. 

0 1 2 3 

8. Moving or speaking so slowly that other people could have 
noticed. Or the opposite – being so fidgety or restless that you 
have been moving around a lot more than usual. 

0 1 2 3 

9. Thoughts that you would be better off dead, or of hurting 
yourself in some way. 

0 1 2 3 

Add the score for each column 

Total Score (add your column scores): ______________ 

If you checked off any problems, how difficult have these made it for you to do your work, take care of things at home, or 
get along with other people? (Circle one) 

Not difficult at all Somewhat difficult Very Difficult Extremely Difficult 

Over the last 2 weeks, how often have you been bothered by any of the following problems? 
Please circle your answers. 

GAD-7 
Not at all 

sure 
Several 

days 
Over half 
the days 

Nearly 
every day 

1. Feeling nervous, anxious, or on edge. 0 1 2 3 

2. Not being able to stop or control worrying. 0 1 2 3 

3. Worrying too much about different things. 0 1 2 3 

4. Trouble relaxing. 0 1 2 3 

5. Being so restless that it’s hard to sit still. 0 1 2 3 

6. Becoming easily annoyed or irritable. 0 1 2 3 

7. Feeling afraid as if something awful might happen. 0 1 2 3 

Add the score for each column 

Total Score (add your column scores): ______________ 

If you checked off any problems, how difficult have these made it for you to do your work, take care of things at home, or 
get along with other people? (Circle one) 

Not difficult at all Somewhat difficult Very Difficult Extremely Difficult 
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Adverse Childhood Experience (ACE) Questionnaire  
Finding your ACE Score ra hbr 10 24 06 

 

While you were growing up, during your first 18 years of life: 

 

1. Did a parent or other adult in the household often … 

 Swear at you, insult you, put you down, or humiliate you? 

   or 
 Act in a way that made you afraid that you might be physically hurt? 

   Yes   No     If yes enter 1     ________ 

 

2. Did a parent or other adult in the household often … 

 Push, grab, slap, or throw something at you? 

   or 
 Ever hit you so hard that you had marks or were injured?  

   Yes   No     If yes enter 1     ________ 

 

3. Did an adult or person at least 5 years older than you ever… 

 Touch or fondle you or have you touch their body in a sexual way? 

   or 

 Try to or actually have oral, anal, or vaginal sex with you? 

   Yes   No     If yes enter 1     ________ 

 

4. Did you often feel that … 

 No one in your family loved you or thought you were important or special? 

   or 
 Your family didn’t look out for each other, feel close to each other, or support each other? 

   Yes   No     If yes enter 1     ________ 

 

5. Did you often feel that … 

 You didn’t have enough to eat, had to wear dirty clothes, and had no one to protect you? 

   or 

 Your parents were too drunk or high to take care of you or take you to the doctor if you needed it? 

   Yes   No     If yes enter 1     ________ 

 

6. Were your parents ever separated or divorced?   

   Yes   No     If yes enter 1     ________ 

 
7. Was your mother or stepmother:   

 Often pushed, grabbed, slapped, or had something thrown at her? 

   or 
 Sometimes or often kicked, bitten, hit with a fist, or hit with something hard? 

   or 
 Ever repeatedly hit over at least a few minutes or threatened with a gun or knife? 

   Yes   No     If yes enter 1     ________ 

 

8. Did you live with anyone who was a problem drinker or alcoholic or who used street drugs? 

   Yes   No     If yes enter 1     ________ 

     

9. Was a household member depressed or mentally ill or did a household member attempt suicide? 

   Yes   No     If yes enter 1     ________ 

 

10. Did a household member go to prison? 

   Yes   No     If yes enter 1     ________ 

 

             Now add up your “Yes” answers:   _______   This is your ACE Score                



PTSD Checklist DSM5 (PCL-5) – Adult (18+) 

Name: Date: ____ 

Stressful or scary events happen to many people. Below is a list of stressful and scary events that 
sometimes happen. Mark YES if it happened to you. Mark No if it didn’t happen to you. 

1. Serious natural disaster like a flood, tornado, hurricane,
earthquake, or fire.

 Yes No 

2. Serious accident or injury like a car/bike crash, dog bite, sports
injury.

 Yes No 

3. Robbed by threat, force or weapon.  Yes No 

4. Slapped, punched, or beat up in your family.  Yes No 

5. Slapped, punched, or beat up by someone not in your
family. 

 Yes No 

6. Seeing someone in your family get slapped, punched or beat
up. 

 Yes No 

7. Seeing someone in the community get slapped, punched or
beat up. 

 Yes No 

8. Someone older touching your private parts when they
shouldn’t.

 Yes No 

9. Someone forcing or pressuring sex,  or when you couldn’t say
no.

 Yes No 

10. Someone close to you dying suddenly or violently.  Yes No 

11. Attacked, stabbed, shot at or hurt badly.  Yes No 

12. Seeing someone attacked, stabbed, shot at, hurt badly or killed.  Yes No 

13. Stressful or scary medical procedure.  Yes No 

14. Being around war.  Yes No 

15. Other stressful or scary event?  Yes No 

Describe: 

Which one is bothering you the most now?  

If you marked “YES” to any stressful or scary events, then turn the page and answer the next 
questions. 



PCL-5 (11 April 2018) National Center for PTSD 

PCL-5 

Instructions:  Below is a list of problems that people sometimes have in response to a very stressful experience. Please 
read each problem carefully and then circle one of the numbers to the right to indicate how much you have been 
bothered by that problem in the past month. 

In the past month, how much were you bothered by: Not at 
all 

A little 
bit Moderately Quite 

a bit Extremely 

1. Repeated, disturbing, and unwanted memories of the 
stressful experience? 0 1 2 3 4 

2. Repeated, disturbing dreams of the stressful experience? 0 1 2 3 4 

3. Suddenly feeling or acting as if the stressful experience were 
actually happening again (as if you were actually back there 
reliving it)? 

0 1 2 3 4 

4. Feeling very upset when something reminded you of the 
stressful experience? 0 1 2 3 4 

5. Having strong physical reactions when something reminded 
you of the stressful experience (for example, heart 
pounding, trouble breathing, sweating)? 

0 1 2 3 4 

6. Avoiding memories, thoughts, or feelings related to the 
stressful experience? 0 1 2 3 4 

7. Avoiding external reminders of the stressful experience (for 
example, people, places, conversations, activities, objects, or 
situations)? 

0 1 2 3 4 

8. Trouble remembering important parts of the stressful 
experience? 0 1 2 3 4 

9. Having strong negative beliefs about yourself, other people, 
or the world (for example, having thoughts such as: I am 
bad, there is something seriously wrong with me, 
no one can be trusted, the world is completely dangerous)? 

0 1 2 3 4 

10. Blaming yourself or someone else for the stressful 
experience or what happened after it? 0 1 2 3 4 

11. Having strong negative feelings such as fear, horror, anger, 
guilt, or shame? 0 1 2 3 4 

12. Loss of interest in activities that you used to enjoy? 0 1 2 3 4 

13. Feeling distant or cut off from other people? 0 1 2 3 4 

14. Trouble experiencing positive feelings (for example, being 
unable to feel happiness or have loving feelings for people 
close to you)? 

0 1 2 3 4 

15. Irritable behavior, angry outbursts, or acting aggressively? 0 1 2 3 4 

16. Taking too many risks or doing things that could cause you 
harm? 0 1 2 3 4 

17. Being “superalert” or watchful or on guard? 0 1 2 3 4 

18. Feeling jumpy or easily startled? 0 1 2 3 4 

19. Having difficulty concentrating? 0 1 2 3 4 

20. Trouble falling or staying asleep? 0 1 2 3 4 
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