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PSYCHOSOCIAL INVENTORY

Information Given Below is For Counseling Purposes Only

The information supplied below is for the use of your counselor and will be kept confidential. Please help your counselor by answering each question as fully and honestly as you can.  Please answer the questions for yourself unless the question asks about family information.

PERSONAL IDENTIFICATION DATA

Name: _________________________________________________________ 	Today’s Date: _______________________

Address: ___________________________________________________________________________________________

Home Phone: _____________________ Cell Phone: _____________________ Work Phone: _____________________ 

Email Address: ___________________________________Gender: _______ Birthday: ______________ Age: _______ 

Primary racial/cultural background:  
___ Asian		___ Black  			___ Caucasian/White 	___ Native American
___ Latino		___ Biracial/bicultural 		___ Other: _________________________

Referred for counseling by: ___________________________________________________________________________


RELATIONSHIP INFORMATION (If you are in a committed relationship, please complete the following) 
Relationship Status: 	___Single 	___Partnered 	___Married  	___ Cohabitating and unmarried
___ Engaged   	___Separated  	___Divorced  	___Widowed

Name of spouse/partner: ________________________________________________ 
 
Have either of you ever filed for divorce?	___Yes	___No (if yes, please describe when): _______________________

Have you ever been separated?		___Yes	___No (if yes, describe when and for how long)
__________________________________________________________________________________________________

Date of this marriage/partnership: _____________________________________________________________________

How long did you know your spouse/partner before marriage/partnership? __________________________________

Rate your current marriage/partnership:	___Unhappy	___Average	___Happy	___Very Happy
List all the children that are in your life: 	
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	Grade
	Gender (M/F)
	Lives w/you (yes/no)
	Any current concerns?

	 
	 
	 
	
	 
	 
	 

	 
	 
	 
	
	 
	 
	 

	 
	 
	 
	
	 
	 
	 

	 
	 
	 
	
	 
	 
	 

	 
	 
	 
	
	 
	 
	 

	 
	 
	 
	
	 
	 
	 

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



List others living with you at this time: 
	Name
	Age
	Relationship

	
	
	

	
	
	

	
	
	



BRIEFLY ANSWER THE FOLLOWING QUESTIONS (use the back of this page if necessary)
1. What is the main problem, as you see it (what brings you here)?
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
2. What have you done about it up to this point?
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
3. What are your reasons for considering counseling at this time (why now)?
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
4. Is there any information we should know at the outset of counseling?
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________

HEALTH INFORMATION
Physical Health
Rate your physical health:  ___Very Good  ___Good  ___Average  ___Declining  ___Other (please explain below):
List all important present or past illnesses, injuries, or handicaps experienced by you or your family: 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Are you or any family members presently taking any medication(s) for physical reasons?  ___Yes  ___No (If yes, please describe, note type of medication and dose per day) ____________________________________________________________________________________
Have you or a family member been hospitalized for chemical dependency? ___Yes  ___No  (If yes, please explain) __________________________________________________________________________________________________
__________________________________________________________________________________________________
Emotional Health
Have you ever had any psychotherapy or counseling? ___Yes  ___No (If yes, list counselor(s)/location(s) and date(s)) __________________________________________________________________________________________________
__________________________________________________________________________________________________
What was the outcome of any prior counseling? 
__________________________________________________________________________________________________
Are you or a family member presently taking any medication(s) for emotional/mental health reasons?
  ___Yes   ___No (If yes, please describe, note type of medication and dose per day) ____________________________________________________________________________________
__________________________________________________________________________________________________
Have you ever been hospitalized for emotional/psychological concerns? ___Yes   ___No (If yes, please explain) 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Abuse History
Have you used drugs for other than medical purposes? ___Yes  ___No  (If yes, please describe) __________________
__________________________________________________________________________________________________
Describe your personal and your family’s involvement with alcohol, drugs or other addictive substances.   
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Have you or a family member been hospitalized for chemical dependency? ___Yes  ___No  (If yes, please explain) __________________________________________________________________________________________________
__________________________________________________________________________________________________
Have you ever been physically, sexually, emotionally, or mentally abused? ___ Yes  ___No  (If yes, please describe) __________________________________________________________________________________________________
__________________________________________________________________________________________________
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