
Adolescent History (Ages 13-17)
The purpose of this questionnaire is to help your counselor get to know you. By completing these questions as best as you can, you will be helping your counselor to understand you, your particular situation, and your needs. Please be honest in order for your counselor to be able to know how to best help you.
Name: _________________________ Nickname/Preferred Name/Pronoun: ________________
Please describe why you are coming to counseling (i.e. what are the problem(s) that you want help with)?_____________________________________________________________________ ______________________________________________________________________________
Did you want to come to counseling today?		□ Yes		□ No     
Have you attended counseling before? 		□ Yes		□ No
If yes, what did you find most helpful? ________________________________________
If yes, what did you find least helpful? ________________________________________
What are ways you have tried to solve this problem before (not including counseling)? ______________________________________________________________________________
Section 1: Checklist of Concerns               								
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· Acting without thinking
· Angry/irritable most of the time
· Arguing
· Blackouts
· Change in appetite (less hungry/overeating/afraid to eat/more hungry)
· Changes in weight
· Crying spells
· Depressed/emotionally numb
· Difficulty finishing tasks
· Difficulty making   decisions
· Difficulty with change
· Excessive exercising
· Fear of judgement
· Fear of weight changes 
· Feeling afraid/scared 
· Feeling anxious/nervous
· Feeling as if you’d be better off dead
· Feeling distant from God
· Feeling helpless
· Feeling like things are not real
· Feeling lonely 
· Feeling manipulated or controlled by others
· Feeling sexually attracted to members of your own sex
· Feeling trapped 
· Feeling uncomfortable in your body 
· Feeling worthless or guilty 
· Fidgety/restless
· Getting in trouble at school/work
· Headaches
· Hopeless
· Hyper
· Low self-confidence
· Memory issues/forgetful
· Missing/skipping school  
· Nightmares
· Not being able to say what you really think or feel
· Not wanting to be around others
· Often feeling sick
· Panic/anxiety attacks 
· Paranoid/feeling suspicious of others
· Phobias/unusual fears
· Physical fights/destroying things
· Sad most of the time
· Scared of being left alone
· Seeing/ Hearing things that aren’t there
· Sleep Troubles (waking up a lot/ not being able to sleep/ sleeping all the time/ trouble falling asleep/ trouble waking up)
· Struggling to make/keep friends
· Tension in relationships
· Tired/no energy 
· Trouble concentrating/ often distracted
· Trouble Relaxing
· Unable to control anger
· Unable to control thoughts
· Uncomfortable in social  
settings
· Uncomfortable with touch
· Uncontrollable habits/rituals 
· Under too much pressure or stressed
· Unwanted/intrusive thoughts
· Upset stomach or feeling that you need to throw up
· Worried about future/ being on your own
· Worried about money 
· Other: _______________
· 
Look back over the concerns you have checked above. Which two are most important to you to address in counseling?
1. __________________________________            2. __________________________________

Have you ever thought of hurting yourself? 					□ Yes	□ No     
If yes, have you ever tried to hurt yourself? 				□ Yes	□ No
Do you ever feel that you could physically harm someone else? 		□ Yes	□ No    
If yes, have you ever tried to physically harm someone else? 	□ Yes	□ No
Have you ever restricted, purged, or binged food?				□ Yes	□ No
Have you ever experienced a traumatic event(s)? 				□ Yes	□ No
If so, briefly describe: ______________________________________________________

Section 2: Personal Strengths      	                                       	                          				

What do you look forward to or enjoy the most in life? ________________________________________
_____________________________________________________________________________________

What are you most successful at in your life (strengths, skills, talents)? ___________________________
_____________________________________________________________________________________
Are you involved in any extracurricular activities (sports, school activities, serving at church, art etc.)? _________________________________________________________________________
Who are the most supportive and important people in your life? ___________________________

_____________________________________________________________________________________

Section 3: Self-Description          	             		                                          			
What do you like least about yourself? ______________________________________________ ______________________________________________________________________________
What do you like most about yourself? ______________________________________________
______________________________________________________________________________	
If you could change anything in your life, what would it be? _____________________________
____________________________________________________________________________________________________________________________________________________________				
Section 4: School Information                                							
Is there anything that bothers you about school?	 □ Yes	□ No     
If yes, what? ___________________________________________________________________
What do you like best about school?	_______________________________________________
Where do you usually go and what do you usually do after school?	 _______________________	
Are you in any advanced classes this year?	□ Yes □ No	If yes, what?___________________
What are parent’s expectations for your grades? ______________________________________
What are your expectations for your grades? _________________________________________
Are you currently failing any classes?		□ Yes □ No	If yes, what?___________________

Section 5: Social Information                 				___________			
What are your friends like? _______________________________________________________
______________________________________________________________________________						
Why did you choose them to be your friends? ________________________________________	
How do you consider yourself socially:	□Outgoing	□Shy	□ Depends on the situation
Are you happy with the amount of friends you have?	□ Yes	□ No	 
Have you ever been bullied?	□ Yes	 □ No	If yes, please describe? ______________________  ______________________________________________________________________________ 
Do you use social media, which apps? _______________________________________________
Do you have any relationships your parent doesn’t know about (in-person or online)? □Yes □No
Are you currently in a romantic relationship? □ Yes □ No	Does your parent know? □Yes □No	

Section 6: Job Information        				                                       			
Do you have a job? □ Yes □ No     If yes, where do you work? ____________________________ 

Section 7: Substance History     				                          			             	  
Have you ever used alcohol, nicotine, or drugs?	□ Yes	□ No	
If yes, what did you use? _________________ When and why did you use? ________________

Section 8: Family Information     			                          					
What is the thing you like best about your parents or family? ____________________________
Who in your family do you feel the closest to and why? _________________________________
How often does your family eat together? ___________________________________________
What activities does your family do together? ________________________________________
______________________________________________________________________________
How would you describe your family relationships?	□ Close  □Frustrating  □Distant  □Don’t care
[bookmark: _Hlk175133753]Do you have a curfew/bedtime?	□ Yes	□ No
If yes, what time is set for school nights? ___________ weekend nights?  ___________
Do you have household chores? □ Yes □ No 
If yes, specify: ____________________________________________________________
Do you have conflict with caregivers about your phone/screen time?	□ Yes	□ No
If yes, explain: ____________________________________________________________ 
Who helps you in these areas?

School: _______________________
Health: _______________________
Sports/Activities: _______________
Emotions/Behaviors: ____________

Please check any that have happened/current experiencing in your family:
· 
· Parents don’t live together
· We have money problems
· Somebody died (family, friend, pet)	
· Someone drinks too much
· Someone takes drugs			
· Someone is very sick
· Someone hits				
· Someone has problems with the law
· Someone is emotionally abusive 
· A lot of family conflict/distrust  
· Parent remarried
· Other: __________

If you would like to tell me anything else, please use the space below to share: ______________________________________________________________________________ 
______________________________________________________________________________

Your Signature: _________________________________________ Date:_________________
Your Name Printed: _____________________________________________________ 
Your Counselor: ___________________________
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