Aurora Counseling for Healing and Change, LLC
BIO-PSYCHOSOCIAL SELF ASSESSMENT

Aurora Counseling for Healing and Change, LLC wishes to provide you with the best services possible. In order to
do so we need to obtain the following information. This information will be used to develop the most effective plan
for treatment. Angie M. Eells, LCSW will review this information with you to help develop your Treatment Plan.
Thank you for your assistance.

Please be aware that this information is confidential with the following exceptions: (1) if you sign a Release of
Information form; (2) upon receipt of a court order by a judge; (3) in the event of a valid emergency; or (4) upon
suspicion of abuse or neglect. If there is information you don’t wish to write down, explain to your therapist during
interview.

Unless otherwise noted, all questions should be answered regarding the person who will be receiving services .
If more space is needed, continue responses on back of page. Please write clearly with blue or black ink.

Name of person to receive services:

Date of Birth: Social Security #:

Other names used:

Name of person completing form:

Relationship to person receiving services:

Who referred you to treatment? CISelf O Dept. Children & Families O Parents
O Family member CJPhysician [ School CWork [ Other, specify:

Do you have a need for Assistive Technology (interpreter, verbal instructions, etc.) in the Provision
of Services? Yes No
Describe:

Do you have any other disabilities, disorders or concerns in this area?  Yes No
Describe:

Presenting Problem (include impact on social, work, and/or academic functioning):

Are you experiencing problems of an emotional/behavioral nature? Yes No
Current symptoms (describe symptoms):

Are you experiencing Significant stressors? Yes No
Describe any current stressors and/or precipitating events:

What do you know about the concept of “Recovery?

Are you seeking change at this time? Yes No

Issues important to you?
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Describe any issues which are important to you at this time:

Are you in psychiatric treatment of any type? Yes No
Describe current treatment (include type of treatment and providers, effectiveness, etc):

PAST PSYCHIATRIC TREATMENT

Have you ever been in the hospital for mental health treatment? Yes No
If so, number of psychiatric hospitalizations:

Have you ever been in outpatient care for mental health treatment? Yes No
If so, number of outpatient psychiatric admissions:

Have you ever been in a day treatment program? Yes No
Have you ever been in a residential treatment center? Yes No
Name of Facility Location Reason for Treatment Start/End Dates How did you do?
Did you have a positive experience in your previous treatment? Yes No
Were you compliant with previous treatment? Yes No

History of psychiatric symptoms experienced in the past:

Any history of thoughts/plans/acts or intention of suicide? Yes No
Do you currently have any thoughts/plans/acts or intention of suicide? Yes No
Describe:

Any history of thoughts/plans/acts or intention of homicide? Yes No
Do you currently have any thoughts/plans/acts or intention of homicide? Yes No
Describe:

If you answered yes to the above questions, what things happen that make you want to harm yourself
or others?

Do you feel that you are currently (for example: within the past 6 months) at risk for “Dangerous
Behaviors”? Yes No
If Yes, describe:

How do you deal with these concerns?

Describe any events that may trigger dangerous behaviors in you:
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MEDICAL INFORMATION

Have you taken any medications in the last two weeks? Yes No

Do you take any medications for any reason? Yes No

Have you always taken your medications in the past? Yes No
Medication History:

Medications Taken (List All):
Name Dosage Reason Prescribed and Date Reason Ended and Date

List any other medication not included above:

Medical History:

Any significant Medical or Physical Concerns?

Number of pregnancies: Number of Live Births: Birth Control? Yes No
Birth control method (protection during sex):

Any allergies or special precautions? Yes No Unknown
If yes, what are they:

Do you have any special nursing/medical needs? Yes No
If yes, specify:

Do you experience limitations due to physical health or disability? Yes No
If yes, explain:

Name of personal physician:

Phone Number:

Treating facility / Hospital:
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SUBSTANCE USE

Do you have any history of using drugs or alcohol? Yes No
Drugs or Alcohol Used (by preference, with #1 being most preferred):
Drug? How Taken? Age Started? Frequency of use? Most Recent Use?
1.
2.
3.
4.
5.
6.
DEPENDENCE
Do you find yourself using more of your chosen substance? Yes No
Do you suffer from withdrawal when you try to quit? Yes No
Do you use to excess? Yes No
Have you tried to cut down/control? Yes No
Do you find yourself preoccupied with use? Yes No
Has your use diminished your functioning? Yes No
Have you continued to use despite negative consequences? Yes No
DOES (OR HAS) YOUR ABUSE:
Interfere with your daily life? Yes No
Place you in hazardous situations? Yes No
Cause you legal problems? Yes No
Cause you interpersonal conflict? Yes No
How many days per week do you have more than 2 alcoholic drinks?
OTHER ADDICTIONS
GAMBLING
Any history of gambling? Yes No
Describe:
Do you feel you may have a gambling problem?  Yes No
SEX
Any history of sexual acting out, pornography, sex crimes, etc.? Yes No
Describe:

Do you feel you may have a possible sex addiction?  Yes No

FOOD
Any history of overeating, restricting, or purging food? Yes No
Describe:
Do you feel you may have an eating disorder? Yes No

OTHER ADDICTION CONCERNS (internet, video games, etc.)
Please describe:
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MILITARY HISTORY

Have you ever served in the military? Yes No  What branch?

Type of discharge (Circle): Honorable Dishonorable General Other

Comments on the experience, any trauma, et cetera:

TRAUMATIC EVENTS

Any current or past experience of being abused or neglected: Yes No
Describe the above, or any other traumatic experience:

Have you received services for past abuse? Yes No N/A
If not, would you be interested in receiving services? Yes No N/A

FAMILY

Describe your family group (parents, caregivers, siblings, birth order):

Describe childhood and adolescence (atmosphere, location, significant events):

Significant issues from childhood are impacting current presenting problem? Yes No
Describe how:
Describe which family members are living, where, contact, relationships:
Do you have a positive relationship with your parents? Yes No
Do you have a positive relationship with your siblings? Yes No

Have any family members had a history of Mental Illness: Yes No

If so, describe illness (give diagnosis if known):

Family History of Substance Abuse?

Family History of Criminal Activity?

Family History of Violent Behavior?

Family History of Medical Problems?

Family History of DCF Involvement?

Client Name: #:
Aurora Counseling for Healing and Change, LLC 2/2014




INTIMATE RELATIONSHIPS AND CURRENT LIVING SITUATION

Current marital status: Number of times married:

If married (or in a significant relationship) more than once, explain reasons for each

divorce or separation:

Current problems with intimate relationships? Yes No

Describe relationship with current partner:

Sexual issues of concern:

Current living arrangement:

Number of persons, other than you, living in the home:

List:
Name Relationship Age Sex
Do you need food, clothing, or shelter? Yes No

Condition of home: In good condition  In need of repair N/A
How many times has your residence changed in the last two years?

Current home atmosphere:

Describe current living situation:

Are you satisfied with your current living situation? Yes No

Do you have children? Yes No
If yes, give names and ages, where children live, and describe relationships with

children:
Are you able to form and maintain relationships? Yes No
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Overall quality of interpersonal relationships (length, amount of difficulty forming and maintaining):

Are there family issues to be addressed in treatment? Yes No
CULTURAL, GENDER, AND SPIRITUAL CONSIDERATIONS

Do you identify with a particular cultural group? Yes No
If so, describe group:

Gender and/or Sexual Orientation Issues:

Primary Religious Affiliation:
Describe religious or spiritual beliefs and practices:

Do you have spiritual strengths? Yes No
Do you have spiritual problems? Yes No
EDUCATIONAL AND DEVELOPMENTAL INFORMATION
Do you have any problems of an academic nature? Yes No
Are you currently in school/college/training program? Yes No

If so, name of school/college/training program:
Location of school (city):

Highest grade completed:
Were you in special education classes? Yes No Unknown
Describe how you did in school:

Can the client read and write? Yes No Unknown
Explain:
Do you have a history of developmental delay? Yes No

If yes, specify:

Do you have qualities that could be academic strengths? Yes No
Explain:
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VOCATIONAL INFORMATION

Current employment status:

How long at current job? 0-6 months 6 months—1 year 1-5 years 6-10 years over 10 years
Do you have problems of a vocational nature? Yes No
Are you satisfied with your current job? Yes No
Have you experienced difficulty performing work or work-like activity? Yes No

Describe the severity/frequency of work problems of any kind:

Current Employer:

Estimated Starting Date: Estimated Termination Date:

Describe duties, performance, strengths/problems, etc:

FINANCIAL STATUS

Source of income or support received during the last 12 months:

Do you currently have financial problems? Yes No Explain:
LEGAL HISTORY

Have you ever been arrested? Yes No

Do you have any present legal involvement: Yes No

Explain:

Past legal involvement:

Reason for last incarceration, when and how long:

Are you presently awaiting charges, trial or sentence? Yes No
If presently awaiting charges, trial or sentence, explain:

Last arrested for (offense): Date:
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Any history of DFCS involvement? Yes No

Describe:

STRENGTHS/WEAKNESSES

Please list your strengths:

Please list your abilities:

Please list your weaknesses:

Describe any leisure activities or hobbies:

Please list anything that could interfere with or stand in the way of your treatment:

Do you have any preferences regarding services you receive (for example: Individual, family, couple,
day, evening; etc? Yes No

If yes, describe:

If services are needed outside of Aurora Counseling, do you have preferences as to where you are
referred?

Yes No
If yes, describe:
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If you are experiencing concerns with DEPRESSION, please check the appropriate areas below:

DEPRESSION GOALS | WANT TO ACCOMPLISH DURING TREATMENT:
Check all that apply. If you want to accomplish goals that are not listed, please write in goals in the space listed

as other.)
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| Will Shower |

i will comb/brush my hair |

| will brush my teeth. |

i will only cry 15 minutes in one day |

i will attend my individual/group sessions. |

i will take my medications as prescribed. |

i will attend my psychiatric appointments as scheduled. |

i will wear appropriate attire. |

will take personal responsibility for meeting the goals |
have established on my treatment plan.

i will notify tri-county of my schedule changes. |

| want a better relationship with my family and friends. |

i want to have the ability to work each day. |

i want to become more active in my community. |

i want to develop the necessary skills to live independently. |

i want to manage my life and be free from external control. |

| want a better quality of life for my family. |

i want to have better health and well being. |

IR RTIRI0:

i want the ability to have fun and enjoy life. |

Other:

Other:

Other:
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If you are experiencing concerns with Substance Abuse issues,
please check the appropriate areas below:

Check all that apply. If you want to accomplish goals that are not listed, please write in goals in the
space listed as other.)
\ ( Check all that apply)
| 1 will treat peers and staff the way | would like to be treated. | |_(:|

| will take personal responsibility for meeting the goals |
established on the treatment plan.

| 1 will pay my fees in a timely manner. | |:|

| 1 will attend my individual/group meetings as scheduled | |:|

| 1 will stay out of jail. | |:|
| | will maintain a drug free lifestyle. | |:|

| 1 will create a drug/alcohol relapse plan while | am in group. | |:|

|1 will develop a plan for my recovery with my counselor | |:|

| 1 will treat myself/my body with respect. | |:|

Other:

Other:

Other:
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