Joseph Hayes MS,LPC,NCC. Adult Self-DISCLOUSER Screener

 Name: _______________________	DOB: ______________________SS#__________________ 

Work____________________________ DL#: _________________________Phone_________________ 

Person providing information: _________________________________ Date: ________________

Part 1

•	Have you recently hit, or been physically aggressive with spouse, family or peers?          
Yes_____    NO_____ If yes when, who, & what? _____________________________________________________________________________________
__________________________________________________________Where authorities called?_____

•	Have you recently threatened to harm self or attempted to hurt self or someone else?  
Yes_____    NO_____ If yes when, who, & what? _____________________________________________________________________________________
_________________________________________________________________

•	Has your child ever attempted to run away from home or school or spouse wants to separate? 
_____________________________________________________________________________________

•	Are you capable of independently completely caring for yourself? (Financially, emotionally & physically) _________ What are some emotional issues that have been treated in the past? 
___________________________________________________________________________________







Part 2- Medical Necessity

•	Have you ever been to a professional due to emotional or behavioral issues? (This includes counseling) Yes_____    NO_____ If yes when, who, & what? __________________________________________________________________________________________________________________________________________________________________________
Diagnosis: _________________________________________________By Whom___________

•	What medications do you currently take? (Please include amounts prescribed) _____________________________________________________________________________________
_____________________________________________________________________________________

•	Do you receive Social Security/Disability benefits for any condition? _____________
___________________________________________________________________________

•	What symptoms or behaviors do you exhibit that makes you feel you would benefit from this counseling? _________________________________________________________________
___________________________________________________________________________
Frequency? ________________ How do they affect daily functioning?   __________________

Any medical issues that I need to be informed about? ___________Please list below:








Part 3- Psychological History

List all counseling mental health treatment- outpatient, inpatient, medication management- dates and outcomes:



Part 4- Social/ Family History

•	Current Family and Significant Relationships: ____________________________________________________________________________________________________________________________

•	Who all lives in your home and include ages? 
__________________________________________________________________________________

•	How do you relate to others (adults and children): ____________________________
___________________________________________________________________________

•	Have or are there any recent issues at home that may affect your emotional or behavioral functioning? ______________________________________________________________
_________________________________________________________________________

•	Have any major events such as divorce, moving, or death of a loved one recently happened in your life?  Yes_____    NO_____ If yes when, who, & what? __________________________________ 

 



•	Do you have any concerns about cultural, ethnic, spiritual, or religious issues? _____________
___________________________________________________________________________________

•	Are there any current legal issues affecting you? ________________________________

•	What does you like to do for fun? ___________________________________________

•	Any history of abuse? _________________________________________________


Part 5- Medical/Developmental

•	History of serious illness or injury? _______________________________________________
___________________________________________________________________________

•	Medical problems: ___________________________________________________________

•	Do you have or had any allergic reactions to anything? ____________________.

•	Did you meet developmental milestones on time: _______________________________ 

Is there any medical reason, hormones, diabetes, or any physical reasons such as medication for mental issues you are reporting?
__________________________________________________________________________________ 



Part 6- Educational

•	Have you ever been retained a grade in school? _______________________________

•	What type of grades did you get in school? ___________________________



•           Were you in any special classes at school? _____________________________________

•	Anything else you would like the therapist to address. _______________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
_____________________________________________________________________________________
___________________________________________________________________________________















NOTE ANY OF THESE PROBLEMS YOU MAY HAVE, OR MAY HAVE EXPERIENCED BELOW:  THEN EXPLAIN:

DELUSIONS/Hallucinations:	__________________________________________ 
DEPRESSION:	_______________________________________________________
ANXIETY:	_______________________________________________________
Panic Attacks:   ________________________________________________________ 
ODD BEHAVIOR:	_________________________________________________
ODD BELIEFS:	_______________________________________________________
OBSESSIONS:	_______________________________________________________
DEPENDENCY:	_______________________________________________________
SLEEP ISSUES:	_______________________________________________________
EATING DISORDERS:	________________________________________________
PARANOIA:	______________________________________________________
FATIGUE:	______________________________________________________
SUICIDAL THOUGHTS:	_______________________________________________
SELF HARMING BEHAVIORS/CUTTING: _________________________________________
ANGER:	_____________________________________________________________
____________________________________________________________________
VIOLENCE RELATED BEHAVIOR:	___________________________________________
CRIMINAL ACTIVITY/ PROBATION:	___________________________________________
BLACK OUTS:	________________________________________________________
ALCOHOL/SUBSTANCE ABUSE: _______________________________________________
GRIEF/DIVORCE: _________________________________________________________
CONFUSION:	________________________________________________________
MEMORY ISSUES:	__________________________________________________
FEARS:	____________________________________________PANIC ATTACKS: ________
HYPERACTIVITY/ INABILITY TO FOCUS:	_______________________________________
SCHOOL, SOCIAL OR WORK: _________________________________________________
MARITAL/RELATIONSHIP ISSUES: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

SOCIALIZING ISSUES/:________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How would you be able to tell if you are improving?




ANY OTHER CONDITION OR SUBJECT THAT I NEED TO KNOW AS A THERAPIST? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Names and SS#/Workplace and whose name is on the insurance or names responsible for the bill/ Holder of insurances._________________________________________________________________________________________________________________________________________________________________

REFERRED BY: __________________________________________

CLIENT: ___________________________________________Date_______________

Counselor ______________________________________Date_______________
