
Psychosocial Assessment 

1. Demographic Information 

A.  Name: 
 Age: 
 Cultural/Racial/Ethnic Identity:  
 Grade:  
 School: 
 Work:  
  

B. Who do you live with? 

 Name                        Relationship          Age         Sex                Occupation 
 
 
 
 
 

C. Referred by (Please share the name of the person who referred you to me).: 
 
Self:      
Name of Physician:  
Group or Agency:  
Friend: 
Psychotherapist: 
Other:  

2.  Presenting Problem(s) 

A.What brings you in today? How would you describe the current issue or problem? 
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aa: Suicidal Ideation: Please provide details if have ever experienced suicidal thoughts, urges,  
had a plan or thought of a plan to kill yourself, or if you have ever attempted suicide at any 
time in the past. If you are currently experiencing suicidal thoughts, urges, or have a plan 
please provide details.  

  

B.What do people close to you (family members, friends, or other support) think about the 
current issue for which you are seeking therapy? 

 of 2 13



C. If the presenting problem is an eating disorder, please provide the following: 
 
1. Highest weight/Age: 
2. Lowest weight/Age: 
3. Desired weight: 
4. Age you first felt fat: 
5. Age of first diet:  
6. Diet Frequency:  
7. Precipitating Events:  

D.Behavior 

*Method of Purging:           

Yes/No Length of Time Times a day Times a week

Restricting

Binging

Purging*

Laxatives

Diuretics

Diet Pills

Exercise

Weighing Self
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3.   Habits 

* What kind(s) of alcohol? 

** What kinds of drugs (include prescription medications)? 

*** Please explain what other habits you engage in? (ie: Self-Harm, Compulsive Sex/Gambling) 

Yes/No Daily Weekly Monthly In the past

Cigarettes

Caffeine

Alcohol*

Drugs**

Other***
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4. Treatment History 

Yes No Dates Reason Name of Facility or 
Group

Inpatient

Partial/In-
tensive Out-
patient

Outpatient 

Medications
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5. Family Structure 

A.  Family of Origin: (members, ages, occupations, current relationships) 

B. Nuclear Family: (members, ages, occupations, current relationships) 

C. Custodial Status:  

 Joint Custody    Guardianship 

 Caretaker #1 (       ) Caretaker #2 (                              )  

D. Please describe your family dynamics and any significant events affecting your Family-of-
Origin : 
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6. Family Psychiatric History:  (please signify if extended family members are on your maternal 
(mother’s) or paternal (father's) side of the family *) 

Self Spouse Moth-
er

Fa-
ther

Sister Broth-
er

Aunts* Uncles* Grand-
par-

ents*

Substance 
abuse

Depression

Suicidal 
Behavior

Mania/ 
Bipolar

Anxiety  
Disorders

Eating  
Disorders

Physical  
Abuse

Sexual 
Abuse

Emotional 
Abuse

Neglect

Self-harm 
behaviors
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7. Personal History 
A. Childhood 

 Any known issues during mother’s pregnancy? 

 Any known issues during delivery? 

Did you meet developmental milestones (crawling, talking, walking, socialization) on 
time?                 If not, what milestones did you not meet on time and what, if any, inter-
vention was received?  

 Did you experience any early losses/deaths? 

 Behavioral/School Problems? 

 Family Problems? 

B.  Adolescence 
Peer Relationships: Did you have friends?         Did you date? 

Problematic Behaviors?  

Substance use/abuse? 

Parental Conflicts? 

What social clubs or school clubs did you belong to/ what did you do in your downtime?  

C.  Sexual Orientation & Gender Orientation 

Inpatient 
Treatment

Outpatient  
Treatment

Medication

Self Spouse Moth-
er

Fa-
ther

Sister Broth-
er

Aunts* Uncles* Grand-
par-

ents*
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Please circle:  
   Aromantic, Asexual, Demisexual, Heterosexual/Straight, Bisexual, Gay, Lesbian, Other,   
 Not old enough 

 Agender, Bigender, Transgender, Two-Spirit, Cisgender, Non-Binary, Genderqueer,    
 Genderfluid, Gender Neutral, Other, Not old enough 

Currently sexually active?           Engagement in any high risk sexual behaviors? 

D.  Current Relationship Adjustment 
    If romantically partnered, married or in a domestic partnership, describe your   
    relationship: 

8. History of Painful Life Experiences 
Below is a list of painful life experiences. If you are comfortable doing so, please circle 
if you have experienced or witnessed any of the following events. When it comes to 
painful life experiences, it is common to feel incredibly uncomfortable disclosing this 
history to a stranger until such time as more safety within the relationship has been es-
tablished. That is OKAY. I am committed to working with you, at your pace, to try to 
create safety such you can disclose WHEN YOU ARE READY. Please also know that if 
you do acknowledge having gone through a painful experience on this form, I am ONLY 
looking for a brief snapshot of your experience, not details. Also, you retain the right to 
set a boundary around any further discussion. I will ask you if you are willing to say 
more and I will gladly accept it if you assert that you do not wish to share more at this 
time.  

1. Serious accident, fire, or explosion 
2. Natural disaster (tornado, flood, hurricane, major earthquake) 
3. Military combat or a war zone 
4. Imprisonment 
5. Neglect/Emotional Neglect 
6. Emotional/Psychological Abuse 
7. Physical assault by someone you know 
8. Physical assault by a stranger 
9. Covert Incest (a type of abuse in which a parent looks to their child for the emotional  
    support, affirmation, and care that would normally be provided by another adult/  
    spouse) 
10. Incest/sexual abuse/assault by a family member or someone you know 
11. Sexual assault by a stranger 
12. Sexual contact before you were age 18 with someone who was 5 or more years older 
13. Torture 
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14. Life-threatening illness 
15. Other:  

As you feel comfortable doing, please provide a brief snapshot of any experience you 
circled above. What happened? How much do you remember? How often did it occur? 
How old were you when it started/ended? Who hurt you? How has it affected you? Did 
anyone else know while it was happening? Since?  

9.    Resources 
 What helps you feel safe/calm now? (This could be specific people or resources such as    
 deep breathing, mindfulness or meditative practice, listening to music, feeling wind on  
 your skin, taking baths, looking up at the sky or leaves, certain sounds, covering  yourself  
 with a blanket, snuggling stuffed animals. Really anything. What or who do  you turn to  
 when you are upset or need comfort?  

10.   Education History  
   Highest grade completed: 

Current grade: 
Grades in school: 
Special Needs/Learning Disabilities: 
Behavioral Problems: 
Truancy: 
Educational goals: 

11.   Work History and Functioning
Occupation:  

  If you are currently not working and did before please explain:  
  

Previous job history: 
History of multiple job changes:  YES   NO     If yes, explain:  
Problems/Conflicts:  
Future goals: 

12.   Religion 
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Were you raised with a particular denomination? 
Agnostic Jewish  Protestant Atheist  Hindu   
Catholic  Muslim  Buddhist   Other? ______________ 

 Do you identify as any specific religion now and if so, what?    

Do you have any religious or cultural needs in treatment? 

13.    Spirituality
Beliefs 
Do you believe in God or a higher Power? 

Do you have a belief about the meaning and/or purpose of life? 

What values are most important to you? 

Behavior 
Do you have any spiritual practices? 

Is there anything that you do that makes you feel alive and/or connected to the universe? 

Is there anything that you do that gives you a sense of meaning and purpose? 

Experience 
Describe your relationship with your higher power, if you have one? 

How have you found strength in dealing with challenges in the past? 

How much control do you feel you have in what happens in your life? 

Treatment/Recovery 
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How may spirituality play a role in your treatment/recovery? 

14.   Social/Leisure Skills and Recreation  (Please circle) 
 No pleasant activities   
 No motivation  No time  No opportunity   No money 
 No social skills  Physical limitations 

 Activities participated in the last month (Please circle) 
 Sports   Reading Listening to music  TV/Movies   
 Socializing with family/friends  Hobby :______ Craft:________ 
 Other:__________________  

 Currently, who do you consider to be your close friends?         

How often do you see them? 

Do you share personal information with them? 

Do you go to them for support with mental health issues?  

Have you gone to them for support regarding the issue(s) for which you are currently  
seeking help? 
  
Provide a brief history of your friendships? 

15.     Community Resources:  (Please circle) 

Community mental health center  Support Groups: ________________ 
Volunteer Activities:_____________  Church   12 Step 
Other: ________________________ 
Does not use community resources 
Needs referral to community resources 

16.     Financial Status: 
Means of support: (Please Circle) 
Single income family  Social Security Disability 
Double income family  Dependent  Other:___________________ 
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Income level: (Please circle) 
Low   Moderate   High 
Able to live w/in budget  Unable to live w/in budget 
Able to save money   Owes money 
Worries about money   Financially secure 
Can afford necessities   Unable to afford necessities 

17.    Legal Problems (DWI, arrests incarceration, probation/parole, current charges pending): 

18.     Medical issues (Please list and differentiate between past and present): 

19.     Current Medications and Prescriber: 
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