BERNADETTE MULLINS MILLER, MSSW
933 NORTH MAYFAIR ROAD

SUITE 101

WAUWATOSA, WISCONSIN 53226

(414) 378 — 0999

ADULT/ADOLESCENT QUESTIONNAIRE

NAME: DATE OF BIRTH:

PRESENTING PROBLEM/PSYCHIATRIC HISTORY

PLEASE BRIEFLY EXPLAIN THE REASON(S) FOR SEEKING EVALUATION/TREATMENT AT THIS TIME:

HAVE YOU EXPERIENCED OR BEEN TREATED FOR SIMILAR, OR OTHER, EMOTIONAL/
BEHAVIORAL/CHEMICAL DEPENDENCY DIFFICULTIES IN THE PAST? PLEASE INCLUDE PAST
PROVIDER’S NAMES.

FAMILY HISTORY

BRIEFLY DESCRIBE THE FAMILY SITUATION YOU GREW UP IN, NAMES, AGES, HEALTH STATUS OF
PARENTS AND SIBLINGS.

SOCIAL HISTORY

BRIEFLY DESCRIBE YOUR RELATIONSHIPS WITH OTHERS YOUR OWN AGE DURING YOUR
CHILDHOOD, ADOLESCENCE, AND EARLY ADULTHOOD. DATE(S) OF MARRIAGES, DIVORCES?
LIST NAMES AND AGES OF SPOUSES, CHILDREN AND HEALTH STATUS OF EACH.




EDUCATIONAL HISTORY

SUMMARIZE YOUR EDUCATIONAL HISTORY BELOW (INCLUDING THE HIGHEST GRADE
COMPLETED IN SCHOOL, ANY SPECIALIZED TRAINING YOU HAVE RECEIVED, AND ANY FUTURE
EDUCATIONAL PLANS).

OCCUPATIONAL HISTORY

SUMMARIZE YOUR OCCUPATIONAL HISTORY BELOW (SPECIFY HOW SATISFIED YOU ARE WITH
YOUR CURRENT POSITION AND ANY FUTURE OCCUPATIONAL PLANS).

MEDICAL HISTORY

PLEASE DESCRIBE ANY SIGNIFICANT CURRENT OR PAST MEDICAL PROBLEMS (PLEASE LIST ANY
CURRENT MEDICATIONS YOU MAY BE TAKING).

DRUG/ALCOHOL HISTORY

PLEASE INDICATE YOUR PRESENT OR PAST USE OF ALCOHOL, MARIJUANA, STIMULANTS,
OPIODS,OR ANY OTHER NON-PRESCRIBED SUBSTANCE.

TYPE/FREQUENCY/AMOUNT:

SYMPTOMS/STRESSORS

PLEASE CIRCLE ANY TRAITS THAT DESCRIBE YOU:

EXCESSIVE ANXIETY EXCESSIVE WORRY EXCESSIVE SELF-CRITICISM
EXCESSIVE DEPRESSION SUICIDAL THOUGHTS LOwW ENERGY/MOTIVATION
SLEEP PROBLEMS APPETITE PROBLEMS WEIGHT GAIN OR LOSS

SOCIAL ISOLATION ANTI-SOCIAL BEHAVIOR EXCESSIVE ANGER/AGGRESSION



LEGAL PROBLEMS HOMICIDAL URGES

CONFUSED THINKING MISTRUST OF OTHERS
SEXUAL PROBLEMS RECENT DIVORCE
RECENT DEATH OF LOVED ONE RECENT JOB LOSS

SERIOUS FINANCIAL PROBLEMS MARITAL PROBLEMS

PAST/CURRENT ABUSE OTHER TRAUMAS

SOCIAL SUPPORT SYSTEM

BIZARRE/UNUSUAL EXPERIENCES
DRUG/ALCOHOL PROBLEMS

RECENT RELATIONSHIP BREAKUP
OTHER JOB-RELATED PROBLEMS

OTHER RELATIONSHIP PROBLEMS

WHO ARE THE MOST IMPORTANT PEOPLE IN YOUR LIFE AT THIS TIME?

STRENGTHS

WHAT DO YOU CONSIDER TO BE THE MOST POSITIVE THINGS ABOUT YOURSELF AND YOUR

CURRENT LIFE SITUATION?

OTHER INFORMATION

PLEASE LIST ANY OTHER INFORMATION YOU FEEL MAY BE IMPORTANT OR HELPFUL.

SIGNATURE:

DATE:




