Carol Miles MSW, LCSW

110 East Seventh Avenue Covington, LA 70433

1426 Amelia St. NOLA

 (985) 893-1248     

cmiles@tulane.edu


NAME: ______________________________ TODAY’S DATE___________________

What brings you here or concerns you?

	

	


What do I need to know about you to work successfully with you? What has worked in regard to your concerns and what has not?

	

	


What do you want as a result of coming to therapy?

	


What are the three most important things you want to accomplish in you life right now?

	

	

	


PREVIOUS TREATMENT

List other contacts with psychiatrists, counselors, psychologist or social workers.  

	

	


Have you ever been hospitalized in a psychiatric facility?  When and why?

	


PHYSICAL/MEDICAL INFORMATION

Have you had a physical examination within the last 6 months? If YES, where? 

	YES  or  NO


Describe any significant illnesses/health problems you have had in the past or have now.

	


Are you on any medication? If so, what kind and dosage? Who prescribes them? When did you begin on this current medicine?

	YES or  NO   


What medications have you taken in the past for emotional problems or nerves?   When?

	


Who prescribed these medications? When were they prescribed?

	


EDUCATION

Highest grade attained ___________When? _____________ Where? ________________

EMPLOYMENT

Current Job______________________________________________________________

Employer________________________________________________________________

How long have you been at this job? __________________________________________

CURRENT HOUSEHOLD

List all people with whom you are currently living:

Name


Relationship to you
      Age
Occupation
       Education

	

	

	


If any of these people have been in any kind of psychiatric treatment or counseling, fill in below:

Name of person           
Name of therapist
       Purpose

Dates of contact
	

	


OTHER FAMILY MEMBERS

List all other members of your immediate family (such as parents, brothers, sisters, spouse, children) who are not in your residence with you:

Name

Relationship to you        Age      Location
    Occupation
       Education
	

	

	


ALCOHOL AND OTHER DRUGS HISTORY

What types of alcohol do you drink?

	


How many drinks in an average day? ___________Average week? ___________

Do you think you have an alcohol problem?  YES  or   NO

Has anyone said you have an alcohol problem?   YES  or  NO

Has anyone in your family had an alcohol problem?   YES  or  NO

If yes, list the members and their relationship to you:

	


 What drugs do you take (smoke)? How often do you take these drugs? (Give drug and frequency):

	

	


Do you think you have a drug problem?   YES  or  NO

Does anyone else think you have a drug problem? YES  or  NO

Does anyone in your family have a drug problem?   YES  or  NO

If yes, list all the members and their relationships to you:

	

	


Please circle any problems you are currently having:

· Weight loss

· Vision problems

· Depression/blues

· Anxiety/Nervousness

· Too much energy

· Hearing things others aren’t hearing

· Seeing things others aren’t seeing

· Recurring thoughts

· Recent change in sleeping pattern

· Trouble concentrating

· Thoughts of suicide

· Inability to stay still 

· Menstrual concerns

· Inappropriate laughter

· Feel like hurting someone else

· Problems with pregnancy

· Dealing with a loss

· Trouble making/keeping friends

· Feelings that life is not worth living

· Feelings of hopelessness/helplessness

· Low self esteem/self-image

· Withdrawal

· Feel scared

· Drugs/alcohol

· Problems with temper 

· Injuring yourself by cutting, burning or other means 

· Nightmares 

· Shaking/tremors

· Shortness of breath 

· Feel like screaming

· Feelings of anger

· Concerns about your eating habits

· Weight gain

· Phobias/fears

· Legal difficulties

· Apathy/numb/no feelings

· Pain while urinating

· Feelings of shame

· Bed-wetting

· Nausea/vomiting

· Scary memories

· Feel like hiding

· Sexual problems/concerns

· Headaches

· Sadness

· No energy

· Restlessness

· Constipation

· Dizziness 

· Pain in chest

· Guilt

· Loneliness

· Not sleeping

· Feel like running away

· Hearing problems

· Feeling that people are out to get you
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