CARY COUNSELING CENTER ...

875 Walinut St., Suite 220 Phone (919) 467 1180

Cary, N.C. 27511 Fax (919) 467 1712
(PLEASE PRINT ALL OF YOUR RESPONSES ON THIS QUESTIONNAIRE)

Name: Date:

Home tele #: Work teie #:

Y our date of birth:

Name of insured: Social Security # of insured:

Briefly describe the difficulty that brought you to seek our services:

Can you give us clear goals so that we can determmine our direction and progress?

FIRST GOAL:

SECOND GOAL:

THIRD GOAL:
CURRENT SITUATION
Your age: Your highest educational degree: Your occupation:
if married, years of mammage: Age and sex of any children:
Spouse’s age: Spouse’s highest educational degree: "Spouse’s occupation:

Please rate severity of any current situational stress:
NONE
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IL MODERATE SEVERE

Conflicts with spouse................................
Domestic verbal abuse...............................
Domestic physical or sexual abuse
Emotionally distant from spouse....................
Suspected or actual mantal infidelrty ......... ...
Recent separation from significant other
Spousal alcohol/drug abuse
Job satisfaction...............oocoiii i
Job performance....................... ...
Supervisor or coworker contlict...
Physical illness in selfffamily ...
Mental'emotional illaess in family
Care for aged parent(s) . ...
Recent relocation

Recent death i farmily ... ..
Other
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Are you active and how active are you in a8 church or religious community”?

|
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' Wame:

Approximately how many intimate friendships do you have in close proximity with whom you can freely confide?:

What are your hobbies/interests:

Please list any and all current physical illnesses:

How frequently do you exercise each week (on average)? What type of exercise?:

If there is anything else about your current situation that influences your emotional status, please indicate:

PSYCHIATRIC & SUBSTANCE USE HISTORY

Have you ever received psychological, psychiatric, counseling, or substance abuse treatment services before?

Yes: No: If Yes:

From when to when? From whom? For what? With what results?

*For each of the above treatment sources, please fill out a separate “Consent for Release of Information” form. The forms are
attached to the very end of this questionnaire. We highly recommend that you allow us to retrieve previous records.

Have you ever taken medications for psychiatric or emotional problems? Yes: No: If yes:

From when to when? From whom? Which medications For what? With what results?




‘Wame:

Have you ever had a serious head injury where you lost consciousness? No: Yes: What year?:.
Have you ever felt the need to cut down on your drinking? Yes: No:
Have you ever felt annoyed by criticism of your drinking? Yes: No:
Have you ever felt guilty about your drinking?............. Yes: No:
Have you ever taken a morming “eye-opener” 7............ Yes: No:
How much beer, wine, or hard liquor do you consume each week, on the average?
Please complete for all of the following you have used:
* List Any
Age of Current Use Pattern Method of Last Withdrawal
First Use (Frequency/Amount) Use Used Symptoms
Caffeine/coftee
Tobacco
Alcohol
-Marijuana
Hallucinogens
Cocaine
Narcotics
Inhalants
Tranquilizers
Other:
Did you use any of the above during your adolescent years? Which and how often?
Specify any drugs or alcohol ever abused by any parents, grandparents, siblings, or spouse as follows:
Participates in
Substances Currently Approx. Date Formal Recovery
Name Relation Abused Abusing? Last Used Program ?
) Y N Y N
Y N Y N
Y N Y N
Y N Y N
Y N Y N
Y N Y N
PERSONAL HISTORY
ORIGINAL FAMILY
Did your parents separate or get divorced? Yes: No: If Yes, how old were you the first time?:
What age range did you live with your mother? With your father”:
Father’s occupation: Mother’s occupation:
Father's current location: Mother's current location:
Did your original family live in poverty while you were growing up?: ... Yes: No:

Did your family have to frequently move so that you often lost frendships? { No.




Name:

List all of the members in your original family from oldest to youngest. Include parents, siblings, half-siblings and step-
siblings:

Current age or Relation Quality of original
Name Date deceased  Gender to you Relationship with you Current residence
Specify any mental/ emotional illness of Father: ; of Mother:
Specify any chronic physical illness of Father: ; of Mother:

PARENTAL BEHAVIOR WITH EACH OTHER & SIBLINGS
Please indicate how often you observed the following behaviors by each parent during your childhood:
Use the following symbols: N=Never, "S=Seldom, 'F=Frequently, VF=Very Frequently, N/A=Not applicable.

Mother Father
Engaged in leisurely activities such as hobbies...................oooiiiiiii i

Relaxed in quiet contemplation such as reading or listening to music

Enjoyed leisurely activities with the other spouse.....................

Enjoyed prolonged conversation with the other spouse about thelr day

Verbally expressed affection toward the other spouse..............c.coiiiieiiiiiiiiiiiieiiiee e,

Showed affection toward the other spouse physically (kissing, hugging)

-Sought out company of the other spouse..............ooiiii

Made respectful requests of the other spouse................oooiiiiiiiiiiii i

Disagreed with the other spouse in a respectfu) MANOET. ... ......oviviiiiiiiiee e

Expressed anger firmly but with appropriate restraint toward the other spouse

Expressed worry about what others (e.g. neighbors) might think......................................

Spent extremely long hours at work at the expense of family relations

Verbally abused the other spouse with use of ndicule or threats. ...

Raged toward the other spouse in an unrestrained and frightening manner

Engaged in mild physical violence toward the otherspouse. . ...

Engaged in severe physical violence toward the other spouse........................oo.

Engaged in one or more extramanital affairs that you learned about...........................cceal.

Unilaterally left from home for periods of time without discussing plans with the other spouse...

Physically abused one or more of your siblings

Sexually abused one or more ot your siblings




Name:

PARENTAL RELATIONS WITH YOU

Please indicate how often you observed the following behaviors toward you by each parent during your childhood. It’s alright
to guess if you can’t remember exactly.

Use the following symbols: N=Never, S=Seldom, F=Frequently, VF=Very Frequently, N/A=Not applicable.

Mother Father
Asked you about your day and listened with interest

Verbally expressed affection toward you. ...
Showed affection toward you physically (kissing, hugging)...............ccooooiiiiiiiii..

Sought out your individual company to spend time with you
Played With yoU. ...

Disagreed with you in a respectful manner............ ...
Expressed anger firmly but respectfully towards you..................coooiiiiiii et

Gave you parent-like responsibility for caring for other younger sibling(s)............cc.cc.ooonne.
Complained to you about the other parent and depended upon your sympathy
Verbally abused you with ridicule or use of threats...................ooooiiiiiiiii

Raged toward you in an unrestrained and frightening manner
Used harsh physical discipline on you...................o
Showed inappropriate sexual interest in you in subtle ways
Made overt sexuial adVances UPOM YOU. ... . ....ooiie i e et e e

Physically abused you in a way that could not reasonably be described as appropriate discipline..

Please describe any other relationship that you think had a significant emotional effect upon you in your childhood:

TRAUMA

Please describe any significant prolonged physical ilinesses duning childhood or adolescence and the ages they ocaurred:

Please describe any significant physical abuse of you by anyone in your life and the age that it occuwrred:

Please descnbe any significant sexual abuse of you by amyone._in vour life and the age that it ocouwrred:




Name:

Please describe any miscarmniages or abortions and your age at the time:

Please describe any significant emotional losses during your life and the ages that they occurred.

SOCIAL & ACADEMIC
How would you rate your social popularity during childhood?:

No Friends: One Friend: A Few Friends: Many Friends:
How would you rate your social popularnty during adolescence?

No Friends: One Friend: A Few Friends: Many Friends:
Was there any factor that resulted in your being repeatedly teased or humiliated by other children or adolescents?

No: Yes: If yes, please speafy:

Were you ever told that you were hyperactive.in childhocod?:....................... ... Yes: No:
Did repeatedly get suspended from school or get into legal trouble in adolescence?: Yes: No:

At what age did you become sexually active?:
Did you have a learning disability or other extraordinary academic difficulties?
Did you receive extraordinary pressure from your parents to excel in school?.......... Yes: No:

MARITAL / SIGNIFICANT OTHER

What is your sexual preference? Heterosexual: Gay: Lesbian: Bisexual:

Please list the following information for all times you have been mamed. If Gay or Lesbian, please answer all of the
following questions assuming that they refer to your significant committed relationships.

YEAR YEAR OF FINAL WHO INTTIATED CURRENT AGES OF CURRENT LOCATION OF
MARRIED SEPARATION SEPARATION RESULTING CHILDREN FORMER SPOUSE

Plcmse describe any emotional effects from any of the above relationships that you believe currently influences your
tefaxanship(s) today:

}{a>e you ever been involved in an extramantal sexual relationship or expenence while you were living with your spouse?

Mo Yes If yes. how many such relationships/expenences”.... Date of last one.
Arx vy currently involved in an extramantal refationshup at present? No Yes: For how long?:

If rsmrently marmed and past or present extramanital relationships. is your partner aware of them?:




Name:

NOW PLEASE COMPLETE AN ATTACHED CONSENT FORM FOR OBTAINING INFORMATION FROM
EACH OF YOUR PRIOR MENTAL HEALTH TREATMENT SOURCES. THE CONSENT FORMS ARE ON THE

LAST 2 PAGES OF THIS QUESTIONNAIRE. MAKE COPIES AS NECESSARY IF YOU HAVE MORE THAN 2

SOURCES. PLEASE OBTAIN ALL THE REQUESTED ADDRESS AND TELEPHONE INFORMATION ABOUT
EACH TREATMENT SOURCE. ALSO PLEASE MAKE SURE YOU SIGN AT THE BOTTOM OF EACH FORM.

THANK YOU FOR ALL YOUR DILIGENT WORK !

(This Section for Use by Your Therapist)

Appearance: Appropriate Inappropniate Disheveled Unclean Bizarre

Affect: Appropriate Inappropriate (describe):

Orentation: Oricuted Disoricated (o person, place, ume, date, day, siluation)

Mood: Normal Other

Thought Content: Appropriate Tnappropriate Suicide ideation (Contracted for safetv?  Yes Refused)

Thoaght Process: Logical Tangential Nlogical

Speech: Normal Slurred Slow Pressured Loud

Motor: Normal Excessive Slow Ol

Imeflect: Average Above Below Possible Handicapped

Insght: Present Partially absent Absent

Judgment: Normal Impaired

Imealse Control: Normal Impaired

Mamory: Normal Impaired

Coaceatration: Normal Impaired

Attention: Normal Imparred

Bekavior: Appropriate Inappropriate (anxious, agitated, guarded, bostile, uncooperative, drowsy, hyperactive,

psychomotor retarded, sedctive, intrusive, overtly sexualized )

Theught Disorder: No Problem Delusions Graadiosity Paranoia Ideas of Reference
Tangential Loose Associafions Perseveration Confusion Thought Blocking
Obsessions Flight of Tdeas

................................................................................................

Diagnostic Impression:

Az 1:

Asa I1:

Az 11I:

Asia 1V: Mild Modcrate Severe
Nature of Stressors:

Asm V: Highest previous GAF. Currou GAF:

ND=e reviewed with client. Reviewer:




CARY COUNSELING CENTER

875 Walnut St., Suite 220
Cary, N.C. 27511

Phone (919) 467 1180
Fax (919) 467 1712

CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION

Re: Name:

Date of Birth:

(Please Print)

| hereby authorize and request

Name:

Address:

Telephone: Fax:

To release specified iInforrnation in my patienticlient record to:

Cary Counseling Center
875 Wainut St., Suite 220
Cary, NC 27511 Attention:

The Information to be released inciudes:

Medical Evaluation X __ Progress Notes
X __ Psychological Evaluation X  Treatment Summary ____ Telephone Conversation
History & Physical X  List & dosages of Medications X __ Discharge Summary
| vaderstand this Information will be used for:
_X Treatment Planning Coordination of Care

Evaluation Family involvement

| further authorize Cary Counseling Canter to releasze psychological and treatment information about my case back
to the above party, as Judged necessary by Cary Counseling Center staff to facilitate coordination of care.

| waderstand that this informstion will not be further released without my consent.

| vnderstand the information to be released, the need for the information, and that there are statutes and
reguiations protecting the confildentiality of authorized information. | hereby acknowiledge that this consent is truty
voduntary and Is valld for as long as | remain In active treatment at Cary Counseling Center but not to exceed 3
yeer in any case. | further acknowiedge that | may revoke this consant at any time excapt to the extant that
sa%on based on this consent has been taken, by so informing the persons or agencies authorirzed above in writing.

Signature of Patient or Legally Responsibie Person Relationship or Authority to Sign

Date Signed Witheased By

(Oete Mailed or Faxed: Withessed:






