
CLIENT BACKGROUND HISTORY FORM [Samantha Pekh, M.A., Reg Psychologist] 

HEALTH AND SOCIAL INFORMATION 
 

1. Are you currently receiving psychiatric services or professional counseling elsewhere? □ Yes □ No 

Have you in the past? □No □Yes Previous therapist’s name:    

Have you ever been hospitalized for psychiatric reasons? □ Yes □ No 

Have you ever received a psychiatric/psychological diagnosis? □ Yes □ No 

If yes, which one(s):    
 

2. Are you currently taking prescribed medication? □Yes □No Please list:                                                                       

If No, have you been previously prescribed psychiatric medication? □Yes □No Please list:    

3. Are you currently in a romantic relationship? □ No □ Yes How long?    

From 1-10, how would you rate the quality of your relationship Now?  /10 On Average?  /10 

4. How is your physical health at present? □ Poor □ Unsatisfactory □ Satisfactory □ Good 

□ Very good 

5. Please circle any persistent physical symptoms or health concerns you have: 

   

 

6. Are you/your partner pregnant? □Yes □No / Previous pregnancies? □Yes □No / Miscarriages? □Yes □No 

 
7. Are you having any problems with your sleep habits? □ No □ Yes Check if apply: □ Frequent waking 

□ Sleeping too little □ Sleeping too much □ Poor quality sleep □ Disturbing dreams □ Other 

 
8. How many times per week do you exercise?  Approximately how long each time?    

 

9. Are you having any difficulty with appetite or eating habits? □ No □ Yes 

Check if apply: □ Eating less □ Eating more □ Binging □ Restricting 

Have you experienced significant weight change in the last 2 months? □ No □ Yes 

 
10. Do you regularly use alcohol? □ No □ Yes How often?  /week   /month 

In a typical month, how often do you have 4 or more drinks in a 24-hour period?     
 

11. How often do you engage in recreational drug use? □ Daily □ Weekly □ Monthly □ Rarely □ Never 

If you do, which ones?    

Has anyone ever complained about your alcohol or drug use? □ No □ Yes Who?_   

Have you ever had legal issues due to your alcohol of drug use? □ No □Yes      
 

12. Are you feeling suicidal now? □ No □ Yes 

Have you had suicidal thoughts recently? □ Frequently □ Sometimes □ Rarely □ Never 

Have you had them in the past? □ Frequently □ Sometimes □ Rarely □ Never 

Have you had any previous attempts?  When?    
 

Respiratory problems   Headaches Hypertension 

Eye pain/problems Blood pressure Diabetes 

Previous or Current concussions Brain Injury Heart conditions 

Neurological Impairments (i.e., Epilepsy) Chronic pain Tics 

Other concerns?___________________   
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CLIENT BACKGROUND HISTORY FORM [Samantha Pekh, M.A., Reg Psychologist] 

13. In the last year, have you experienced any significant life changes, stressors, or traumatic events 

considered upsetting, embarrassing, shameful, distressing, or scary? Any Rejection? Abandonment? 

□ No □ Yes. If so, please briefly list them below or on the back of this sheet: 

 
14. Have you ever experienced any form of abuse? □ No □ Yes Is this abuse ongoing? □ No □ Yes 

□ Physical □ Sexual □ Financial □ Mental □ Other    

 

15. Please circle any that have happened to you. 
 

Motor vehicle accident? Had a major illness? 

Had any work / sports injuries? Had a disturbing medical experience? 

Been assaulted? Had near drowning incidents? 
Been hospitalized / had surgeries?  

 

16. Have you ever experienced any of the following? Please circle the relevant ones. 
 

Extreme depressed mood Panic Attacks Unexplained feelings/sensations 

Wild Mood Swings Phobias Flashbacks 

Rapid Speech Sleep Disturbances Feeling detached from the world 
Extreme Anxiety Hallucinations Feeling like in a dreamlike state 
Unexplained losses of time Homicidal Thoughts Unexplained voices 

Unexplained memory lapses Suicide Attempt Feeling detached from yourself 

Alcohol/Substance Abuse Frequent Body Complaints Feeling unreal 
Eating Disorder Body Image Problems Other 

 
17. Please circle all symptoms you are currently experiencing (within the last 6 mth) and/or find troublesome or   

disturbing: 
 

Anxiety Anger / Rage Depression 

Panic attacks Guilt Numbness 

Easily startled Shame Helplessness 

Fearfulness Grief / Loss Hopelessness 

Irritability Phobia   Fatigue / Low energy 

Loss of control Low self esteem Feeling stressed out 
Hyperactivity Abrupt mood swings Feeling spaced out 

Forgetfulness Suicidal thoughts Feeling outside your body 

Trembling /Ideation/ Body Shakes Feeling things are not real Restlessness 

Obsessive thoughts / Behaviours Thinking “This Is Not Me” Sleeping Problems 

Inability to focus / Concentrate Nausea Headaches / Migrains 
Nightmares Change in appetite Stomach Aches 

Flashbacks Clenching of jaw Chronic pain 
Dizziness / Fainting Memory loss Shortness of Breath 
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CLIENT BACKGROUND HISTORY FORM [Samantha Pekh, M.A., Reg Psychologist] 

FAMILY HISTORY: 
 

1. Has anyone in your family (either immediate family members or relatives) experienced difficulties with 

the following? (Circle any that apply and list family member, e.g., Sibling, Parent, Uncle, etc.): 

 

Difficulty Fam Member Difficulty Fam Member 
 

Depression ___________ Eating Disorders ___________ 

Bipolar Disorder ___________ Schizophrenia ___________ 

Anxiety Disorders ___________ Trauma History ___________ 

Panic Attacks ___________ Suicide Attempts ___________ 

Learning Disabilities ___________ Tourette Syndrome ___________ 

ADD / ADHD ___________ Criminal Misconduct ___________ 

Autism / Asperger’s ___________ Comm’n Disabilities ___________ 

Obsessive Compulsive ___________ Alcohol/Substance ___________ 

Abuse ___________   
 

2. When you were growing up, what form of discipline did you experience? What happened when you got 

into trouble? 

 

 
3. Are you aware of any possible separations from your primary caregivers? Parental divorce? Remarriage? 

Hospitalizations? 

 

 

4. Who were you closest to when growing up?   Felt safest with?                              

Who did you feel least close too?  Least safe with?    

 

 

ACADEMIC INFORMATION 
 

1. Are you currently attending school? If yes, what grade/level are you taking?    
 

2. If not, what is the highest grade/level you completed (and year completed)?    
 

3. Did you experience any learning difficulties? □ No □ Yes 

 
4. How would you describe your school experience?    

 

OCCUPATIONAL INFORMATION: 

1. Are you currently employed? □ No □ Yes 

If yes, who is your current employer/position?                                                                                        

If yes, are you happy at your current position?    
 

2. Please list any work-related stressors, if any:    
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CLIENT BACKGROUND HISTORY FORM [Samantha Pekh, M.A., Reg Psychologist] 

LEGAL INFORMATION 
 

1. Do you have any current legal concerns? Upcoming trial testimony or legal disposition □ No □Yes 

2. Past legal concerns? □ No □ Yes 

 

RELIGIOUS/SPIRITUAL INFORMATION: 

1. Do you consider yourself to be Spiritual? □ No □ Yes 

Are you religious? □ No □ Yes. If Yes, what is your faith?    
 

2. Did you previously follow another faith? □ No □ Yes. If yes, which  one?    
 

SUPPORT / COPING / OTHER INFORMATION 

1. What are effective coping strategies that you’ve learned and use?    

 
 

2. Who can you call on between sessions if you are in distress?    

 
 

3. What do you consider to be your strengths?    

 
 

4. What do you like most about yourself?    

 
 

5. What are your goals for therapy?    
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LIFE EVENTS CHECKLIST 

Listed below are a number of difficult or stressful things that sometimes happen to people. For each event 
check one or more of the boxes to the right to indicate that: (a) it happened to you personally, (b) you 
witnessed it happen to someone else, (c) you learned about it happening to someone close to you, (d) you’re 
not sure if it fits, or (e) it doesn’t apply to you. 

Be sure to consider your entire life (growing up as well as adulthood) as you go through the list of events. 

Event 
Happened 

to me 
Witnessed 

it 
Learned 
about it Not Sure 

Doesn’t 
apply 

1. Natural disaster (for example, flood, 
hurricane, tornado, earthquake) 

2. Fire or explosion 

3. Transportation accident (for example, car 
accident, boat accident, train wreck, plane 
crash) 

4. Serious accident at work, home, or during 
recreational activity 

5. Exposure to toxic substance (for example, 
dangerous chemicals, radiation) 

6. Physical assault (for example, being 
attacked, hit, slapped, kicked, beaten up) 

7. Assault with a weapon (for example, being 
shot, stabbed, threatened with a knife, gun, 
bomb) 

8. Sexual assault (rape, attempted rape, made 
to perform any type of sexual act through 
force or threat of harm) 

9. Other unwanted or uncomfortable sexual 
experience 

10. Combat or exposure to a war-zone (in the 
military or as a civilian) 

11. Captivity (for example, being kidnapped, 
abducted, held hostage, prisoner of war) 

12. Life-threatening illness or injury 

13. Severe human suffering 

14. Sudden, violent death (for example, 
homicide, suicide) 

15. Sudden, unexpected death of someone 
close to you 

16. Serious injury, harm, or death you caused 
to someone else 

17. Any other very stressful event or 
experience 



PATIENT HEALTH QUESTIONNAIRE (PHQ-SADS) 

This questionnaire is an important part of providing you with the best health care possible. Your answers will 
help in understanding problems that you may have.  Please answer every question to the best of your ability 

A.   During the last 4 weeks, how much have you been  
 bothered by any of the following problems? 

Not 
bothered 

(0) 

 Bothered  
 a little 

(1) 

Bothered
 a lot 

(2) 

1. Stomach pain....................................………………..

2. Back pain.....................................….………………..

3. Pain in your arms, legs, or joints (knees, hips, etc.)...

4. Feeling tired or having little energy..............…………

5. Trouble falling or staying asleep, or sleeping too

much ……………………………………………………

6. Menstrual cramps or other problems with your
periods……………………………………………………

7. Pain or problems during sexual intercourse………….

8. Headaches.........................................……………….

9. Chest pain........................................…………………

10. Dizziness..…......................................……………….

11. Fainting spells..................................…………………

12. Feeling your heart pound or race....…………………...

13. Shortness of breath.......................……………………

14. Constipation, loose bowels, or diarrhea………………

15. Nausea, gas, or indigestion..............…………………

   PHQ-15 Score       =     _____     +     _____ 

B.   Over the last 2 weeks, how often have you been bothered 
  by any of the following problems? 

Not at all
(0) 

Several 
days 
(1) 

More 
than half 
the days

(2) 

Nearly 
every
 day 
(3) 

1. Feeling nervous anxiety or on edge …. .......……………

2. Not being able to stop or control worrying.………………

3. Worrying too much about different things.........………

4. Trouble relaxing ...........……………………………………

5. Being so restless that it is hard to sit still……………......

6. Becoming easily annoyed or irritable.......................……

7. Feeling afraid as if something awful might happen ……

   GAD-7 Score          =     _____  +  _____  + _____ 



Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from 
Pfizer Inc.  No permission required to reproduce, translate, display or distribute.

C.   Questions about anxiety attacks. 
a. In the last 4 weeks, have you had an anxiety attack ⎯ suddenly

feeling fear or panic?……………………………….. NO YES 

b. Has this ever happened before?………………………

c. Do some of these attacks come suddenly out of the blue ⎯ that is,
in situations where you don’t expect to be nervous or
uncomfortable?…………………………………………………

d. Do these attacks bother you a lot or are you worried about having
another attack?……………………………………..….

e. During your last bad anxiety attack, did you have symptoms
like shortness of breath, sweating, or your heart racing,
pounding or skipping?…………………………………..…………

D.   Over the last 2 weeks, how often have you been bothered 
  by any of the following problems? 

Not at all
(0) 

Several 
days 
(1) 

More 
than half 
the days

(2) 

Nearly 
every 
 day 
(3) 

1. Little interest or pleasure in doing
things.......…………… 

2. Feeling down, depressed, or
hopeless.………………..…

3. Trouble falling or staying asleep, or sleeping too
much.……………………………………………
………….

4. Feeling tired or having little energy..........……….....…..

5. Poor appetite or overeating.......................………….….

6. Feeling bad about yourself — or that you are a failure
or have let yourself or your family
down.…………………..

7. Trouble concentrating on things, such as reading the
newspaper or watching
television.……………………….

8. Moving or speaking so slowly that other people could
have noticed?  Or the opposite – being so fidgety or
restless that you have been moving around a lot more
than
usual.…………………………………………………..

9. Thoughts that you would be beter off dead of or
hurting yourself in some
way.……………………………………..

  PHQ-9 Score        =        _____  +  _____  +  _____ 

E.  If you checked off any problems on this questionnaire, how difficult have these problems made it 
for you to do your work, take care of things at home, or get along with other people? 

Not difficult 
at all 

Somewhat 
 difficult 

Very 
difficult 

Extremely 
difficult  



PCL-5 

Instructions: Below is a list of problems that people sometimes have in response to a very stressful experience. 
Please read each problem carefully and then circle one of the numbers to the right to indicate how much you 
have been bothered by that problem in the past month.  

In the past month, how much were you bothered by: 
Not 

at all 
A little 

bit Moderately 
Quite 
a bit Extremely 

1. Repeated, disturbing, and unwanted memories of the
stressful experience?

0 1 2 3 4 

2. Repeated, disturbing dreams of the stressful experience? 0 1 2 3 4 

3. Suddenly feeling or acting as if the stressful experience were
actually happening again (as if you were actually back there
reliving it)?

0 1 2 3 4 

4. Feeling very upset when something reminded you of the
stressful experience?

0 1 2 3 4 

5. Having strong physical reactions when something reminded
you of the stressful experience (for example, heart pounding,
trouble breathing, sweating)?

0 1 2 3 4 

6. Avoiding memories, thoughts, or feelings related to the
stressful experience?

0 1 2 3 4 

7. Avoiding external reminders of the stressful experience (for
example, people, places, conversations, activities, objects, or
situations)?

0 1 2 3 4 

8. Trouble remembering important parts of the stressful
experience?

0 1 2 3 4 

9. Having strong negative beliefs about yourself, other people,
or the world (for example, having thoughts such as: I am
bad, there is something seriously wrong with me, no one can
be trusted, the world is completely dangerous)?

0 1 2 3 4 

10. Blaming yourself or someone else for the stressful
experience or what happened after it?

0 1 2 3 4 

11. Having strong negative feelings such as fear, horror, anger,
guilt, or shame?

0 1 2 3 4 

12. Loss of interest in activities that you used to enjoy? 0 1 2 3 4 

13. Feeling distant or cut off from other people? 0 1 2 3 4 

14. Trouble experiencing positive feelings (for example, being
unable to feel happiness or have loving feelings for people
close to you)?

0 1 2 3 4 

15. Irritable behavior, angry outbursts, or acting aggressively? 0 1 2 3 4 

16. Taking too many risks or doing things that could cause you
harm?

0 1 2 3 4 

17. Being “superalert” or watchful or on guard? 0 1 2 3 4 

18. Feeling jumpy or easily startled? 0 1 2 3 4 

19. Having difficulty concentrating? 0 1 2 3 4 

20. Trouble falling or staying asleep? 0 1 2 3 4 

PCL-5 (8/14/2013) Weathers, Litz, Keane, Palmieri, Marx, & Schnurr -- National Center for PTSD 

Total ____ /38      B-Re-Exp ____  C-Avoi ____  D-NC ____  E-Arou ____ 



_______________________________________________________________________________ 

TRS T R A U M A R E C O V E R Y S C A LE by J. Eric Gentry

PART III 

Place a mark on the line that best represents your experiences during the past week. 
1. I make it through the day without distressing recollections of past events.
._____._____._____._____._____._____._____._____._____._____. 
0% 100% of the time 

2. I sleep free from nightmares.
._____._____._____._____._____._____._____._____._____._____. 
0% 100% of the time 

3. I am able to stay in control when I think of difficult memories.
._____._____._____._____._____._____._____._____._____._____. 
0% 100% of the time 

4. I do the things that I used to avoid (e.g., daily activities, social activities, thoughts of events and
people connected with past events).  
._____._____._____._____._____._____._____._____._____._____. 
0% 100% of the time 

5. I am safe.
._____._____._____._____._____._____._____._____._____._____. 
0% 100% of the time 

I feel safe.  
._____._____._____._____._____._____._____._____._____._____. 
0% 100% of the time 

6. I have supportive relationships in my life.
._____._____._____._____._____._____._____._____._____._____. 
0% 100% of the time 

7. I find that I can now safely feel a full range of emotions.
._____._____._____._____._____._____._____._____._____._____. 
0% 100% of the time 

8. I can allow things to happen in my surroundings without needing to control them.
._____._____._____._____._____._____._____._____._____._____. 
0% 100% of the time 

9. I am able to concentrate on thoughts of my choice.
_____._____._____._____._____._____._____._____._____._____. 
0% 100% of the time 

10. I have a sense of hope about the future.
._____._____._____._____._____._____._____._____._____._____. 
0% 100% of the time 



 
Confidential Client Information Form 

 
This form is to assess problems you may have experienced in your past, as well as the present. Please 
complete the form below by CIRCLING 0, 1, 2, or 3 and indicate what the problem was/is, and whether you 
have experienced the problem in the past, the present, or both. 

 
For “Past History,” indicate the severity of the worst episode. For “Current Situation,” indicate the severity 
at the present time. Past History is 12 months ago or more – current situation is within the past 12 months. 

 
0 – absent 1 – minimal  2 – moderate 3 – severe     

       
ISSUE  PAST HISTORY SEVERITY CURRENT SITUATION  SEVERITY 

  (describe)      (describe)      
Difficulty trusting /   0 1 2 3    0 1 2 3 

Telling the truth              
Having difficulty with   0 1 2 3    0 1 2 3 
change or not wanting              
to accept change even              

though it is for the              
best              

Denial of Problems /   0 1 2 3    0 1 2 3 
Diagnoses              

External Crises   0 1 2 3    0 1 2 3 
Financial Instability   0 1 2 3    0 1 2 3 

Health Problems   0 1 2 3    0 1 2 3 
Severe Depression   0 1 2 3    0 1 2 3 

Suicide Ideation   0 1 2 3    0 1 2 3 
Suicide Attempts   0 1 2 3    0 1 2 3 

Self-Injury (cutting)   0 1 2 3    0 1 2 3 
Injury to Others   0 1 2 3    0 1 2 3 

High Risk Behaviors   0 1 2 3    0 1 2 3 
Substance Abuse   0 1 2 3    0 1 2 3 
Compulsive Sex   0 1 2 3    0 1 2 3 
Bipolar Disorder   0 1 2 3    0 1 2 3 

Diagnosis              
Clumsy / Accident   0 1 2 3    0 1 2 3 

Prone              
Compulsive Acts   0 1 2 3    0 1 2 3 

(spending $$$$$$$)              
Difficulty Feeling   0 1 2 3    0 1 2 3 
Emotions / Body              

Sensations              
Flooded by Emotions /   0 1 2 3    0 1 2 3 
Feeling Overwhelmed              

Forgetfulness or   0 1 2 3    0 1 2 3 
Amnesia               
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