
 ADULT PERSONAL DATA INVENTORY

The information requested on this form is important for our records. However, please feel free to not answer any questions you are uncomfortable answering. Those items can be discussed in person if you would prefer.


Date: __________________________
Name______________________________
Home phone_______________  Work phone______________

Cell Phone_________________  Email address ______________________________

Please indicate where we may call you :  Home____  Work ____  Cell ____

Please indicate where we may leave you a voicemail:  Home ____ Work ____ Cell ____

May we contact you by email regarding appointments? Yes ____  No ____

Address____________________________
City​​​​​​​​​​​​​​​​​_________________________
ZIP _____________

Occupation​​​​​​​​​​​_________________________ 
Sex​​________ Birth date_____________ Age__________

Education (last grade or degree completed) ___________________ 
Marital status: Single____ Cohabitating____ Married____ Separated____ Divorced____ Widowed____

HEALTH INFORMATION

Rate your health: Very good ____ Good____ Average____ Declining____ Poor____

Recent (3 months) weight change: Lost ____ lbs. Gained____ lbs.

List all important present or past illnesses, injuries, or handicaps:
_________________________________ _______________________________________________________________________________________

Primary physician____________________________ Physician’s phone number ______________________
Date of last physical exam__________________ 
Date of last routine blood work ___________________
Please list any over-the-counter or prescription medications you currently take and your purpose for taking them__________________________________________________________________________________________________________________________ Average Hours of sleep per night?________

Please list any drugs you have used for recreational purposes: _____________________________________

Have you ever been arrested? Yes____ No____

Have you ever experienced a severe emotional upset? Yes____ No____

If yes, please explain______________________________________________________________________

Have you recently suffered any personal, business, or financial loss? Yes____ No____ 

If yes, please explain______________________________________________________________________

Have you ever been the victim of a crime? Yes____ No____

Women: Are you pregnant? Yes____ No____          

Have you ever terminated a pregnancy? Yes____ No____         Have you ever miscarried? Yes____ No____

MARRIAGE AND FAMILY INFORMATION
Name of spouse___________________________ Date of marriage ______________ Years married______

Spouse’s address (if different from yours) _____________________________________________________

City______________________  State____________  ZIP___________________ Phone________________

Occupation_____________________ Work phone___________________ Spouse’s date of birth_________

Spouse’s education (last grade or degree completed) _______________  Religion_____________________

Is spouse willing to come for counseling? Yes____ No____ Unsure​​____

Have you ever separated from your current spouse? Yes____ No____ When? From ________ to ________

Have either of you ever filed for divorce? Yes____ No____ When? _________________

Age when married: Husband __________ Wife __________

How long did you know your spouse before marriage? __________

Length of steady dating with spouse __________  Length of engagement __________

Give brief information about any previous marriages 





















Information about children:

	*PM
	Name
	Age
	Sex
	Living (Y/N)
	Lives with you (Y/N)
	Marital status

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 


*Check this column if child is by a previous relationship.

If you were reared by anyone other than your own parents, briefly explain 




















How many older brothers ________ and/or sisters _________ do you have?

How many younger brothers ________ and/or sisters _________ do you have? 

PERSONAL INFORMATION
Denominational preference (current) 



  
Church Member? Y    N

Church attendance per month (circle one):  0  1  2  3  4  5  6  7  8+

Church you currently attend: 



 Church denomination in childhood 




Note any recent changes in your spiritual life, if any 






















Are you aware of any religious or spiritual resources in your life that could be used to help you overcome your problems? Yes______  No _______

Are you a born-again Christian?  Yes _____  No______  Unsure _______

Are religious or spiritual issues important in your life?  Yes _____   No ______

Who referred you to Central Baptist Counseling? ________________________
In case of an emergency, please list the name, address, and telephone number of two people in the Bryan/College Station area that we may contact on your behalf.

Name 
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Address 





Address 






City 






City 







Phone 






Phone 







Relationship 





Relationship 







PREVIOUS THERAPY
Have you previously seen a counselor or therapist? Yes____ No____

Who was the counselor? __________________________________________________________________

What was the problem? ___________________________________________________________________

How many sessions over what period of time? _________________________________________________

What were the results? ____________________________________________________________________
Please repeat previous requested information if you have additional times in therapy. _______________________________________________________________________________________

_______________________________________________________________________________________
_______________________________________________________________________________________

_______________________________________________________________________________________
CURRENT PERSONAL CONCERNS
What are you seeking help for? ___________________________________________________________

___________________________________________________________________________________ __

How much are you troubled by this? ________________________________________________________

Comments concerning this problem: ________________________________________________________

THOUGHTS AND BEHAVIORS
Circle any of the following words which describe your feelings or behavior over the last month till now:       active   ambitious   self-confident   persistent   nervous   hardworking   impatient   impulsive   moody   often-blue   excitable   imaginative   calm   serious   easy-going   shy   good-natured   introvert   extrovert   likable   leader   quiet   stubborn   submissive   lonely   self-conscious   sensitive   short-tempered.   Other_____________________________

Please check how often the following thoughts occur to you:

1. Life is hopeless.                         ____Never  ____Rarely ____Sometimes _____ Frequently
2. I am lonely.                                ____Never  ____Rarely ____Sometimes _____ Frequently

3. No one cares for me.                 ____Never  ____Rarely ____Sometimes _____ Frequently

4.  I am a failure                            ____Never  ____Rarely ____Sometimes _____ Frequently
5.  Most people do not like me.     ____Never  ____Rarely ____Sometimes _____ Frequently

6.  I want to die.                             ____Never  ____Rarely ____Sometimes _____ Frequently

7.  I want to hurt someone.            ____Never  ____Rarely ____Sometimes _____ Frequently

8.  I am so stupid.                          ____Never  ____Rarely ____Sometimes _____ Frequently

9.  I am going crazy.                     ____Never  ____Rarely ____Sometimes _____ Frequently

10.  I can’t concentrate.                ____Never  ____Rarely ____Sometimes _____ Frequently

11.  I am so depressed.                 ____Never  ____Rarely ____Sometimes _____ Frequently

12.  God is disappointed in me.    ____Never  ____Rarely ____Sometimes _____ Frequently

13.  I can’t be forgiven.                ____Never  ____Rarely ____Sometimes _____ Frequently

14.  Why am I so different?          ____Never  ____Rarely ____Sometimes _____ Frequently

15.  I can’t do anything right?      ____Never  ____Rarely ____Sometimes _____ Frequently

16.  People hear my thoughts?     ____Never  ____Rarely ____Sometimes _____ Frequently

17.  I have no emotions.              ____Never  ____Rarely ____Sometimes _____ Frequently

18.  Someone is watching me.     ____Never  ____Rarely ____Sometimes _____ Frequently

19.  I hear voices in my head.     ____Never  ____Rarely ____Sometimes _____ Frequently

20.  I am out of control.               ____Never  ____Rarely ____Sometimes _____ Frequently

21.  I am honest with myself.      ____Never  ____Rarely ____Sometimes _____ Frequently

Please comment (e.g., examples, frequency, duration, effects on you) about each of the above thoughts that occur frequently or are a concern to you.  Use the back of this sheet if necessary.

___________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

SPECIFIC PROBLEM AREAS:
	Please check any of the following that are currently troubling you:

	___Abortion/Adoption 

___Addictions

___Alcoholism

___Anger

___Anxiety

___Apathy

___Bitterness/Resentment

___Burnout/Stress

___Change of lifestyle

___Child abuse

___Children/discipline

___Children/school

___Children/rebellion

___Communication

___Confusion

___Crisis/Conflict

___Death of loved one
	___Depression 

___Divorce

___Eating disorder

___Envy /Jealousy

___Family issues

___Father issues

___Fear

___Finances/Debt

___Forgiveness

___Frustration

___Guilt

___Health/Medical

___Homosexuality

___Honesty

___Infidelity

___In-Laws

___Job problems
	___Legal issues 

___Loneliness

___Loss of appetite

___Loss of control

___Loss of concentration 

___Loss of energy

___Loss of memory

___Loss of sleep

___Loss of temper

___Loss of trust ___Marriage

___Medication/Drug Issues

___Mid-life

___Mother issues

___Panic attacks

___Physical abuse
	___Pornography Use ___PMS/Hormones 

___Religion/Faith Issues

___Separation

___Sexual Abuse/Rape

___Sexual Addiction

___Sexual issues

___Single parent

___Singleness

___Spouse abuse

___Substance abuse

___Suicidal thoughts

___Self-esteem

___Rejection

___Violence/Rage

___Withdrawal

___Worry

___ Other (list below)


How long have these problems existed?            
Please give examples of how each of the symptoms that you checked impairs your ability to function (i.e. socially, emotionally, occupationally, physically, spiritually, family life). Use back of sheet if necessary. __________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
