
Did You Experience Any of the Following 
as a Child or Adolescent

SPIRITUALITY

PATIENT NAME

DESCRIBE, IF KNOWN, ANY DIFFICULTIES YOUR MOTHER MAY HAVE HAD DURING HER PREGNANCY, LABOR OR DELIVERY WITH YOU

PATIENT SIGNATURE

CLINICIAN’S SIGNATURE and CREDENTIALS

AGE MEDICAL RECORD NUMBERDATE OF BIRTH

TIMEDATE

TIMEDATE

PHYSICAL ABUSE

SEXUAL ABUSE

LOSS OF A PARENT

OTHER TRAUMA

ADULT HISTORY ADDENDUM for
THERAPY PATIENTS 204-027 / 08-16 PATIENT LABEL
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What gives your life meaning?

Is spirituality or religion significant in your life?      c Yes      c No

Do you currently participate in a spiritual or religious community?      c Yes      c No

DEVELOPMENTAL HISTORY

Indicate any Problems Experienced
During Childhood / Adolescence

Yes No Unk

Delayed speech

Delayed motor development

Excessive shyness

Excessive aggression

Hyperactivity

Learning problems

Poor peer relationships

Drug abuse

Excessive alcohol consumption

Depression

School failure / dropout

Runaway behavior

Illegal behavior

c No     c Yes, describe:

c No     c Yes, describe:

c No     c Yes, describe:

c No     c Yes, describe:

c No     c Yes

Do you think these past experiences of loss and trauma are
influencing the problems that bring you to the treatment?

Have you ever delibertly injured yourself, or thought of doing this?      c No     c Yes
Examples of this may include cutting your skin, risk taking behavior such as driving too fast, etc.?

Have you ever been the victim of trauma?      c No     c Yes
This may include physical or sexual abuse, or any other traumatic event you may have experienced.

Employment status?

Financial issues?

Legal issues?


