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HISTORY QUESTIONNAIRE
Instructions:  Please complete this form to the best of your knowledge.  Try to be as exact and complete as possible in your answers.  If someone other than the client is completing this form, please remember that the information requested is in relation to the client.
Name of client: 













Person completing this form (if other than client): 









Relationship to client: 













PERSONAL INFORMATION:
Full name: 














Age: 


Date of Birth: 




SSN: 





Address: 














City: 






State: 



Zip: 




Home Phone: 





Business Phone: 






Cell Phone: 





Other phone: 







Sex (circle): 
M
F

Marital Status (circle):
S
M
D
W

Place of Birth: 





Nationality: 







INSURANCE INFORMATION:
Insurance Company: 













Address: 














Policy #: 






Group #: 





Name of Insured: 












Representative: 













Phone #: 






Claim #: 





REFERRAL INFORMATION:
Referred by: 














Address: 














Phone #: 






Reason for referral: 













Please describe in your own words your current difficulties:

MEDICAL/HEALTH INFORMATION:
Name of family physician: 












Address: 














Current physicians: 


























Past medical and Psychological Tests:

	Type
	Date
	Results

	Neurologic Exam
	
	

	CAT (CT) Scan
	
	

	MRI
	
	

	EEG
	
	

	Psychological or IQ Tests
	
	

	Neuropsychological Tests
	
	

	Use additional space to describe results: 










































Past Medical History:

	Type
	Yes
	No
	
	Type
	Yes
	No

	Neurological Illness
	□
	□
	
	High Blood pressure
	□
	□

	Prior Head Injury
	□
	□
	
	Heart Disease
	□
	□

	Prior loss of Consciousness
	□
	□
	
	Diabetes
	□
	□

	Neck Injury
	□
	□
	
	Chronic Viral Illness
	□
	□

	Back Injury
	□
	□
	
	
	
	

	Other
	□
	□
	Please describe: 







	If YES to any of the above, please provide details below: 










































Past Psychological History:

	Type
	Yes
	No
	
	Type
	Yes
	No

	Developmental delays
	□
	□
	
	Learning disability
	□
	□

	Attention problems
	□
	□
	
	Behavioral problems
	□
	□

	Emotional problems
	□
	□
	
	Depression
	□
	□

	Alcohol abuse or addiction
	□
	□
	
	Drug abuse or addiction
	□
	□

	Other: 
	□
	□
	Please describe: 








CURRENT HEALTH:
Please describe, in your own words, your current health: 



















































Current Medications:

	Name of Drug
	Dosage/Frequency
	Taking drug since

	
	
	

	
	
	

	
	
	

	
	
	


Previous Medications:
	Name of Drug
	Dosage/Frequency
	Taking drug since

	
	
	

	
	
	

	
	
	

	
	
	


Alcohol Usage (please check the one that applies):

	· Never drinks alcohol
	· Rarely drinks alcohol
	· Drinks socially only

	· Drinks 2-5 times per week
	· Drinks every day
	


Smoking pattern (please check the one that applies):
	· Never smoked
	· Quit (if so, when?): 







	· Now smokes
	Number of packs per day: 







FAMILY HISTORY:

Mother:
Age: 


Deceased?      □ Yes
□ No   


If deceased, when? 



Cause: 







Father: 
Age: 


Deceased?      □ Yes
□ No   



If deceased, when? 



Cause: 







Any Siblings? 
□ Yes
□ No   



Names and ages:
	
	

	
	

	
	

	
	


Any children?
□ Yes
□ No   



Names and ages:
	
	

	
	

	
	

	
	


Do any family members have any of the following (of so, please specify who):

□ Mental retardation:













□ Neurological problems:












□ Psychiatric or psychological problems:










□ Learning disabilities:













Please list everyone that lives in the home: (name, age and relationship):
	Name
	Age
	Relationship

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


MARITAL HISTORY:

Current status:

	· Single
	· Engaged
	· Married
	· Separated
	· Divorced
	· Widowed


If married, how long? 





Name, age and occupation of spouse: 











If divorced or separated, how long? 



Date of divorce: 





Reason: 














SOCIAL HISTORY:

Education:

	High school
	Year graduated: 



	Average grade: 





	College
	Year graduated: 



	Degree: 





	Graduate School
	Year graduated: 



	Degree: 





	Technical School
	Year graduated: 



	Area: 







Are you currently attending school? 
□ Yes
□ No   
Do you encounter any problems attending school? 
□ Yes
□ No   

Work:

Present occupation: 













Place of employment: 













Length of time at present employment: 






Prior occupations/employment:
	Position
	Years/Months there


	
	

	
	

	
	

	
	


Are you currently working?
□ Yes
□ No   
Do you encounter any problems working?
□ Yes
□ No   

Activities:

How do you spend leisure time (hobbies, interests, leisure activities) and with whom? 





























































Do you see any problems in the area of leisure activities? 
































































Please provide any additional comments or information that you feel may be relevant: 


































































































































