RIVER NORTH COUNSELING GROUP LLC

INITIAL CIENT EVALUATION 
(To Be Completed By End Of Second Appointment)



Please describe in details your most urgent concerns and reasons for seeking treatment.  Try and describe the intensity of the problems, how long they have been present, and how they may be affecting your daily functioning (i.e., eating & sleeping habits, with work, in relationships with significant others, etc. List how you have tries to cope with these problems.
List CURRENT STRESSORS that maybe affecting your mood and or functioning:

1.

2.

3.

SOCIAL HISTORY:

Describe your current family structure include any relevant stressors or problems, as well as strengths, cultural or religious details: ________________________________________________________________________________________

_______________________________________________________________________________________________________

 _______________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Friends:  ________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Educational Background (i.e, amount of schooling, school(s) attended, areas of study, degree of success/grades):  __________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Occupational History (i.e., list current/past jobs, titles, place of employment, level of fulfillment, stressors):  ________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

DO YOU HAVE A HISTORY OF ABUSE/TRAUMA? (feel free to leave blank if not comfortable answering)

__________  YES          __________  NO 
________________________________________________________________________________________________________________________________________________________________________________________________________________

PSYCHIATRIC TREATMENTS:

Age or Date
Treatment (i.e., psychotherapy, medication management, hospitalization, etc.)
_______________
___________________________________________________________________________________


___________________________________________________________________________________

_______________
___________________________________________________________________________________


___________________________________________________________________________________

_______________
___________________________________________________________________________________


___________________________________________________________________________________

Any previous or current psychiatric diagnoses? If so, please list _________________________________________________

________________________________________________________________________________________________________

SUMMARY OF PAST PSYCHOTROPIC MEDICATION USAGE:

	MEDICATION
	HIGHEST DOSE
	DURATION
	EFFECTS

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


SUBSTANCE ABUSE/DEPENDENCY SCREEN:

Substance(s):
                       First Use:
             Last Use:      
            Quantity:
           Frequency:

_____________________________       _______________
_______________        _______________        __________

_____________________________       _______________
_______________        _______________        __________

_____________________________       _______________
_______________        _______________        __________

History of blackouts, seizures, DT’s, other complications of withdrawal, legal/other consequences due to use, other information:

________________________________________________________________________________________________________

________________________________________________________________________________________________________

FAMILY PSYCHIATRIC AND/OR DRUG AND ALCOHOL HISTORY:

Relative

Diagnosis


Treatment

____________________

____________________
_________________________________________________

____________________

____________________
_________________________________________________

____________________

____________________
_________________________________________________

____________________

____________________
_________________________________________________

____________________

____________________
_________________________________________________

MEDICAL HISTORY:

Medication Allergies:   _________________________________________________________

Active Problems:

1.       ___________________________________________________________________________________________________

2.       ___________________________________________________________________________________________________

3.       ___________________________________________________________________________________________________

Past Problems, Medical Hospitalizations, and/or Surgeries:

1. ____________________________________________________________________________________________________

2. ____________________________________________________________________________________________________

3. ____________________________________________________________________________________________________

CURRENT MEDICATIONS (Including Herbals):

1.

2.

3.



4.


5.

6.

 Are you compliant with your medication(s) and take them as prescribed by your physician?   

  ________ YES            ________ NO

As Per (Drs name): ________________________________________________


NUTRITION ASSESSMENT:

1.       Height:  _______________          Weight:  _______________

2.       Type of Diet:  _____________________________________________

3.       Appetite:  __________  Good          ___________  Fair          __________  Poor

          Is this a change?  __________  YES          __________  NO 

4. Unintentional weight loss or gain of more than 10 lbs. in the past month:

          __________  YES          __________  NO

5.       __________  Restricting          __________  Binging          __________  Purging            

Please list any strengths and assets you feel you possess that might be useful in improving your health and wellbeing:

Please list in detail any goals you would like to try and accomplish as part of this treatment:







Signature of patient:  __________________________________________________            Date: ______________________

Signature of parent or legal guardian: ____________________________________            Date: ______________________

(If Applicable)
