                                       Adult Checklist of Concerns:

Name: _______________________________    Date: _____________

Please circle all of the items below that apply. Feel free to add others at the bottom under “any other concerns or issues.”  You may add details in the space provided.
Abuse-physical, sexual, emotional, neglect

Aggression, violence

Alcohol use

Anger, hostility, arguing, irritability

Anxiety, nervousness

Attention, concentration, distractibility

Career concerns, goals and choices

Childhood issues from the past

Children, parenting, behavior management of a child

Codependence

Confusion

Compliance with medical care, medications, exercise, diet 

Compulsions

Custody of children

Decision making, indecision, mixed feelings, putting off decisions

Delusions or false ideas

Dependence on someone

Depression, low mood, sadness, crying

Divorce, separation

Domestic violence

Drug use-prescription, over the counter, street

Eating problems-overeating, under eating, appetite

Emptiness
Failure

Fatigue, tiredness, low energy

Fears, phobias

Financial or money troubles, debt, impulsive spending, low income

Friendships

Gambling

Grieving, mourning, deaths, losses, divorce

Guilt

Headaches, other pain

Health concerns

Inattention to details, easily distracted, forgetful, disorganized

Inferiority feelings

Interpersonal conflicts

Impulsiveness, loss of control, outbursts

Irresponsibility

Judgment problems, risk taking

Legal matters, charges, suits

Loneliness

Marital conflict, distance, infidelity
Memory problems

Menopause, menstrual problems

Mood swings

Motivation, laziness

Mutilation, self cutting or self harming
Nervousness, tension

Obsessions, compulsions

Oversensitivity to rejection or criticism
Panic or panic attacks

Perfectionism

Pessimism

Procrastination, work inhibitions

Relationship problems

Remarriage 

School problems

Self-centeredness

Self esteem

Self neglect, poor self care

Sexual issues

Shyness

Sleep problems

Smoking

Stepchildren conflicts

Stress

*Suicidal thoughts, plan, or intent
Temper problems, self-control, low frustration tolerance

Thought problems, disorganization

Trauma, rape, incest or other life threatening event

Withdrawal, isolating

Work problems

*Please contact me immediately if you have suicidal plan or intent. We will need to address your safety and determine the appropriate level of care.

Please answer yes or no to the following questions:

Do you feel sad or down a lot?

Do you feel discouraged or hopeless at times?

Do you feel inadequate or inferior to others?

Do you get self critical and blame yourself?

Do you frequently feel angry?

Is it hard to get a good night’s sleep?

Have you had appetite changes?

Have you lost your interest in sex?

Do you often feel anxious, nervous, or worried?

Do you feel that things around you are unreal?

Have you ever felt detached from all or part of your body?

Do you have sudden, unexpected spells of panic?

Do you feel apprehension or a sense of impending doom?

Do you feel tense, stressed, on edge?

Do you have difficulty concentrating because of an anxious feeling?

Do you have racing thoughts?

Do you have frightening fantasies, bad thoughts or daydreams?

Do you feel like you are on the verge of losing control?

Do you have fears of passing out or fainting?

Do you have fears of a heart attack or dying?

Do you feel fear at being alone, isolated, or abandoned?

Do you have extreme changes in mood or temperament?

Are you behaving in ways that are or could be self-destructive or self-defeating?

Do your moods interfere with relationships or impair your functioning on your job?

Do you have a racing mind?

Do ever feel out of touch with reality?

Do you have inattention, distraction and/or disorganization that interfere with your home life and work?

Any other concerns or issues: ______________________________________ ______________________________________________________________

______________________________________________________________

Thank you for responding and giving information about how you are doing.

We will discuss these issues more when we meet and discuss what is bringing you to therapy.
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2901 University Ave. Suite 38
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