Michael A. Griffith, Ph.D.
Licensed  Psychologist
(970) 204-6970
MEDICAL / SOCIAL HISTORY QUESTIONNAIRE

This questionnaire asks you to respond to a series of questions about you and your family.  All of the information you provide will be kept confidential.  If you have any questions, please call at 204-6970.

Your Name  ______________________________________	Birth Date  ______/______/_______

Address  _________________________________________  	Home Phone _____-_____-_______

	  _________________________________________  	Work Phone  ____ -_____-________
							   	Is it all right to call you at work?
	  _________________________________________   	Yes  ______	No  ________

Today’s Date  _____/_____/_______				Cell Phone _____- ______- _______

Who referred you to my office?  ____________________________________________________
	Is it okay to thank this person for the referral?	YES		NO

In your own words, what are you hoping will be accomplished by our meetings?
______________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

FAMILY HISTORY

Your Current Marital Status:  Single _____	Married  _____		Divorced  _______

Your Education  ______________________________________________________________

	Occupation  ______________________________  Employer  _____________________

Spouse’s Name  __________________________________  Birth Date  ______/______/_______

	Education  ______________________________________________________________

	Occupation  ______________________________  Employer  _____________________

Please list all other people living in the household:
	
NAME
	
AGE
	
RELATIONSHIP
	


	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	


We are interested in whether anyone in your family, other than you, has or has had any of the conditions listed.  Please put an X in the column of the family member(s) who have or have had each problem.

	


	YOUR
MOTHER
	YOUR
FATHER
	YOUR
CHILDREN
	YOUR
SIBLINGS
	OTHER
(specify)

	
Hyperactive as a child
	
	
	
	
	

	
Repeated a grade in school
	
	
	
	
	

	
Speech Problems
	
	
	
	
	

	
Seizures
	
	
	
	
	

	
[bookmark: _GoBack]Developmental Delays
	
	
	
	
	

	Behavioral Problems in
Childhood
	
	
	
	
	

	
In trouble with the law
	
	
	
	
	

	
Depression
	
	
	
	
	


	Bipolar / Manic - Depression
	
	
	
	
	

	
Other emotional problems
	
	
	
	
	

	Drinking Problem or 
Drug Abuse
	
	
	
	
	

	
Serious health problems
	
	
	
	
	

	
Other serious problems
	
	
	
	
	



Are you currently involved in any legal proceedings (e.g., divorce, custody case, bankruptcy)?
	______No	______Yes	If yes, please explain: ________________________________

Is your participation in psychotherapy required of you by anyone (e.g., court, employer)?
	_____No	______Yes	If yes, please explain: ________________________________

MEDICAL HISTORY 

Current health  (poor, good, excellent):  __________________________

Your Physician: ________________________________	Date of last exam:__________________

Is it okay to contact the physician to coordinate care?		YES		NO

Please list any significant illnesses, operations, conditions that I should be aware of: ________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

Medications you are currently taking and the dosage: __________________________________________
_____________________________________________________________________________________

In the past six months, has there been a change in your weight, appetite, or sleep?
	If yes, please explain.  ____________________________________________________________
	______________________________________________________________________________

Do you have any current sleep problems or issues?	NO		YES
 
Do you have any current eating problems or concerns?	NO		YES
 
Do you use drugs/alcohol?	NO	YES  	If yes, what and how much/often:__________________
__________________________________________________________________________________________________________________________________________________________________________

Have you ever been physically or sexually abused? 	NO		YES

Have you ever been involved in any type of professional mental health treatment?	NO	YES
	If yes, please list the name of the therapist, duration of therapy, the purpose of therapy, and dates.
	______________________________________________________________________________
	______________________________________________________________________________
	______________________________________________________________________________

Compared to other families, the stress level of your home usually is?

______  About the same		______  Less than most		______Greater than most

Please list any unusual and/or traumatic events in your life that you feel may have impacted upon your development and / or current functioning (e.g., any death in the family, divorce, illnesses, births, frequent moves, etc.)

	
	INCIDENT		YOUR AGE				COMMENTS

1.  _________________    _________________		________________________________

							________________________________

2.  _________________    __________________	________________________________	

							________________________________

3.  _________________    ___________________	________________________________

							________________________________

4.  _________________    ___________________	________________________________

							________________________________

5.  ________________    ____________________	________________________________

							________________________________

Listed below are items about problematic behavior.  Decide how much concern you have about each area over the last few months.  Mark your choice by placing a checkmark in the appropriate column to the right of each item.
	
BEHAVIORAL AREA
	How Much of a Problem?

	
	None
	Some
	Very Much

	Eating Problems
	
	
	

	Sleeping Problems
	
	
	

	Fears or Worries
	
	
	

	Temper Tantrums
	
	
	

	Many Physical Problems or Complaints
	
	
	

	Nervous Twitches or Tics
	
	
	

	Unhappy 
	
	
	

	Angry 
	
	
	

	Shyness
	
	
	

	Problems with Friends
	
	
	

	Alcohol/Drug Abuse
	
	
	

	Fights with Family Members
	
	
	

	Act without Thinking or Impulsive Behavior
	
	
	

	Short Attention Span
	
	
	

	Sexual Problems
	
	
	

	Stealing
	
	
	

	Lying
	
	
	

	Perfectionist
	
	
	

	Argues a lot with others
	
	
	

	Suicidal Talk or Thoughts
	
	
	

	Likes Being Alone
	
	
	

	Overweight
	
	
	

	Lacks Energy
	
	
	

	Strange Ideas
	
	
	

	Strange Behavior
	
	
	

	Other (Specify)
	
	
	

	
	
	
	

	
	
	
	




Finally --- please list any additional information or comments you wish to share about yourself or your family.  Thank you for your time in completing this form.  
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________
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