Presenting Concerns Questionnaire
Client Name:____________________________		Date of Intake:___________________________
Please indicate any individual or family history you feel may be relevant.

What would you like to accomplish in counseling?

Please read this checklist and select the items that are of concern to you.
	
	Depression

	
	Parental alcohol/drug use 

	
	Suicidal feelings/behavior, Self harm, or Cutting

	
	Childhood physical abuse or Sexual abuse

	
	Anxiety, Fears, or Worries

	
	Domestic violence or Intimate partner violence

	
	Physical stress (Headaches, Stomach pains, Muscle tention)
	
	Physical attack (Mugged, Beaten up, Shot, Stabbed, Threatened with a weapon)

	
	Sleep problems

	
	Emotional abuse in past or present relationship

	
	Body image concern
	
	Sexual violence (Unwanted sexual experience, Rape, Sexually assaulted, Abused by intimate partner)

	
	Irritable, Angry, or Hostile feelings

	
	Military combat or War zone experiences

	
	Self-esteem or Self-confidence
	
	Learned that self or loved one was diagnosed with a threatening/chronic illness

	
	Loneliness or Homesickness
	
	Gay/Lesbian/Bisexual/Transgender concerns


	
	Compulsions (e.g. Collecting things, Cleaning, Shopping, Gambling, Porn, Internet, Sexual)
	
	Experiencing Discrimination

	
	Alcohol or Drug abuse
	
	Racial identity concerns


	
	Shyness or Being assertive
	
	Decision about career or academic future


	
	General interpersonal problem
	
	Legal issues


	
	Relationship with friend/roommate
	
	Family of origin issue


	
	Relationship with romantic partner
	
	Work stress


	
	Loss of significant person or Grief
	
	Procrastination or Getting motivated


	
	Ended relationship or Divorce
	
	Test anxiety, Speech or Performance anxiety


	
	Sexual issue

	
	Specific issue to discuss with therapist


	
	Weight management issues or Eating disorder
	
	Emotional eating


	
	Relationship with parents/family
	
	Other:






Psychologist’s Initials:________________________

