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Behavioral Health Assessment

Name __________________________________________Date of Birth______________________________ 

Accompanying Family Member/Significant Other (note relationship to person):________________________________________________________________________________

1. What are you seeking help for today?  __________________________________________________________________________________________________

 __________________________________________________________________________________________________

2. How long have these issues been a concern?  How often are these an issue for you?____________________________ 

__________________________________________________________________________________________________

3. How do these concerns affect your daily living?  How have they impacted your family/significant others?__________

__________________________________________________________________________________________________

4. What has been done so far to address these concerns?  What seems to help?  What makes them worse?____________________________________________________________________________________________

__________________________________________________________________________________________________

5. How will you know if things are  better/improving?_______________________________________________________

__________________________________________________________________________________________________

6. What type of resources or supports do you have available to help address these concerns?__________________________________________________________________________________________

__________________________________________________________________________________________________

7.  Describe your preferences about behavioral health services relating to your culture, faith, spiritual beliefs or any other factors (e.g., provider gender preference, utilization of alternative medicine or traditional healer, sexual orientation)?_______________________________________________________________________________________

__________________________________________________________________________________________________
8. Are you currently taking any medications (prescription, over the counter vitamins, homeopathic or naturopathic remedies, traditional or alternative medicine remedies, herbs)? 􀀀 No, go to question 9.

􀀀 Yes, please answer questions below.

8 (a) Identify the medications that you are currently taking for medical or behavioral health concerns and the reason for taking the medications below:

___________________________________      __________________________________________

Name of Medication                                                               Reason for Taking Medication

___________________________________      __________________________________________

Name of Medication 





Reason for Taking Medication

___________________________________      __________________________________________
Name of Medication 





Reason for Taking Medication

___________________________________      ___________________________________________
Name of Medication 





Reason for Taking Medication

8 (b) Have any of your medications been changed in the last month? 􀂅 No 􀂅 Yes, list the medications that have changed and explain why they were changed._____________________________________
__________________________________________________________________________________
8 (c) Describe any side effects that you find troublesome from any of the medications you are currently taking?

__________________________________________________________________________________
9. Are you allergic to any medications? 􀀀 No 􀀀 Yes, which ones?___________________________
10. Do you have any other allergies? 􀀀 No 􀀀 Yes, describe them.____________________________
11. Who is you primary care provider? ___________________________ When was your last visit and the purpose of that visit?__________________________________________________________
12. Do you have any history of head injury with concussion or loss of consciousness? 􀀀 No 􀀀 Yes, describe._______________________________________________________________

13. Are you currently pregnant or trying to become pregnant? 􀀀 No 􀀀 Yes 􀀀 Unsure

14. Are there any medical problems that you are currently receiving treatment for? 􀀀 No, go to question 15. 􀀀 Yes, answer below.

14 (a) Describe below what current medical problems you have and what type of treatment you are currently receiving.
___________________________________                        ___________________________________
Medical Problem 






Type of Treatment Receiving

___________________________________                        __________________________________
Medical Problem 






Type of Treatment Receiving

___________________________________                        ___________________________________
Medical Problem 






Type of Treatment Receiving

14(b) Does your current medical condition(s) create problems in how you deal with life, including pain? 􀂅 No 􀂅 Yes, if yes

explain.____________________________________________________________________________
15. Do you use tobacco? 􀀀 No 􀀀 Yes, how much per day?________ For how long?_______(yrs/mths)

16. Do you consume caffeine? 􀀀 No 􀀀 Yes, how many cups/cans do you drink per day?__________
17. In total, how much fluid do you drink, i.e., how many cups/cans do you drink per day? __________
18. Have you ever received out-patient (office-based) services, been hospitalized or received services in a residential facility for  behavioral health concerns? 􀀀 No 􀀀 Yes, answer questions below-

18 (a) Describe below the type of treatment you received to address your behavioral health concerns and when you received  this treatment.

______________________________                      _________________________________________
Type of Treatment 




When and Where Received

______________________________                      _________________________________________
Type of Treatment 




When and Where Received

18(b) What current or prior treatment/services, including medication, do you think have been the most helpful in addressing your behavioral health symptoms? Explain _________________________________________________________________________________
18(c) What current or prior treatment/services, including medication, do you think have been the least helpful in addressing your behavioral health symptoms? Explain __________________________________________________________________________________
19. Describe any current or past behavioral health issues (including substance abuse) in your family. (For purposes of this question family may include birth family, adopted family, foster family and/or family person is or has lived with.)

____________________________________________________________________________________________________________________________________________________________________
If the person seeking services had assistance in filling out questionnaire, please name the individual and relationship to person providing this assistance.  
Name ______________________
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