
Please have the minor client (ages 13-18) fill out this form to the best of their knowledge.

What is your name? _______________________________________________________________

How old are you? ________________________ When is your birthday? ____________________

CURRENT SYMPTOM CHECKLIST

Please check the statements that are true about you at this time.

____ I feel sad more than I want to ____ I have medical problems

____ I feel tired a lot/don’t have much energy ____ I have a learning disability

____ I feel anxious/nervous/on edge ____ I am ADD/ADHD

____ I don’t care/nothing really matters ____ I am failing at least one class in school right now

____ I feel like I don’t know who I really am ____ I have been suspended from school before

____ I feel overworked/have too much to do ____ I wish I didn’t have to go to school at all

____ I can’t sleep right ____ I have used substances to alter my mood

____ I need more sleep ____ I love the feeling of being altered (buzzed/high)

____ I sleep too much ____ My mind goes faster than my mouth does

____ I have eating problems ____ I feel I have a motor in me that won’t stop

____ I eat too much ____ I am easily startled/freak out easily

____ I don’t eat enough ____ I get bored very easily and I don’t know why

____ I feel lonely/don’t fit in socially ____ I hate people who think they are better than me

____ I feel grief over an important loss ____ I have a problem with being afraid in general

____ I feel like nobody at home listens to me ____ I worry about people or things way too much

____ I feel irritated/annoyed a lot by others ____ I am too impulsive; I do things without thinking

____ I feel like my moods change a lot ____ You could say I’m a daredevil type

____ I’ve had bad things happen to me ____ I’d rather be in a fight than have nothing to do

____ I feel angry more than I want to ____ I have too many secrets for my age

____ I feel confused a lot of the time ____ I have been abused in the past

____ I don’t like the way my life is right now ____ I am being abused now

____ I feel like I don’t know myself very well ____ I wish I was in another family

____ I feel that coming here is stupid ____ I really hate my _________________________

____ I think about hurting someone else ____ I have cut/burned/hurt myself

____ I think about hurting myself ____ I have thoughts/plans of suicide

EMOTIONAL SYMPTOMS CHECKLIST
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Please answer the following questions.

Have you ever been REALLY scared?  Yes  No  Can’t Remember

If you answered “Yes” can you write down what happened to REALLY scare you?

_____________________________________________________________________________

_____________________________________________________________________________

Have you ever been REALLY happy?  Yes  No  Can’t Remember

If you answered “Yes” can you write down what happened to make you feel REALLY happy?

_____________________________________________________________________________

_____________________________________________________________________________

INTERESTS – Please check any of the following things that you like to do.

 Play video games  Be with my friends  Playing sports  Sleeping

 Reading Working out  Being buzzed  Shopping

 Listening to music Watching sports  Being in my band  Driving

 Being with my family  Going to school  Partying  Going to church

 Helping people  Volunteering  Being outside  Taking risks

 Meeting new people Watching TV  Texting/talk on phone  Building things

 Going on trips  Being by myself  Being quiet  Being at home

 Getting high  Skateboarding  Doing exciting things  Internet

 Playing pranks  Shoplifting  Fantasy play

What do you consider yourself to be?  A leader  A follower  Neither

How do you feel about being in school?

 I love it!  I like it  It’s boring  I don’t like it  I hate it

HISTORY – Please answer the following questions.

If you have ever had a drink of alcohol, smoked cigarettes, and/or gotten high, please answer the following:

How old were you the first time you had a drink of alcohol? _____________________________________

How old were you the first time you smoked a cigarette? _______________________________________

How old were you the first time you got high? ________________________________________________

How much alcohol can you drink in one day or evening?

 1 drink  2 drinks  3 drinks  more than 3  I never counted

How many cigarettes do you smoke?

 less than ½ pack a day  less than ½ pack a week

 more than ½ a day  more than 5 packs a week
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Has anyone ever told you that you have a drug problem?  Yes  No

Have you used anything in the past to get high/catch a buzz?  Yes  No

What have you done in the past? Weed  Huffing  Swallowed Pills

 Snorted Powder  Injected with a needle  Choking  Other: _____________________

Have you been sexually active in the past?  Yes  No

Are you sexually active now?  Yes  No

If you are sexually active now, what do you do to avoid an unwanted pregnancy?

_____________________________________________________________________________

Have you made bets or participated in activities or games for money?  Yes  No

If you answered yes, what have you done and how often? _____________________________

_____________________________________________________________________________

Do you believe in God?  Yes  No  Don’t know

Do you do anything to feel peaceful or calm on a regular basis?  Yes  No

If yes, what do you do? __________________________________________________________

What do you do when you get upset and want to chill out right away? _______________________

_____________________________________________________________________________

_____________________________________________________________________________

What do you do when you want to feel energetic and be able to do what you have to do?

_______________________________________________________________________________

_______________________________________________________________________________

Do you know why you were brought here today?  Yes  No  Don’t know why

Have you ever seen and talked with a counselor or therapist before?  Yes  No

If you saw a counselor or therapist before today, do you remember if it helped you or not?

 It helped me  It did not help me  I can’t remember if it helped or not

What else would you like for us to know about you before you get to meet and talk to your new

counselor? __________________________________________________________________

___________________________________________________________________________

_______________________________________________________________________________

Thank you for answering all these questions!

Please write your name here: _________________________________ Date: ____________

Therapist signature/certification: ______________________________ Date: ____________

.
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