FLORIDA PSYCHOLOGICAL SPECIALISTS, LLC 
ADULT HISTORY FORM
Please complete the following information to assist the psychologist in better understanding your concerns and needs.  Information will remain confidential and will not be shared with third parties without your authorization or the authorization of a legal guardian except in situations when disclosure is mandated by law.  
Full Name:  _______________________________            Nickname: _______________

Date of Birth: ____________________________
Age: _____________

Person Completing Form (if other than Client): _____________________________   
Date Form Completed:  ____________________________
Please List Your Primary Concerns at This Time:  ________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
DEVELOPMENTAL AND MEDICAL HISTORY

Were you the result of a full-term pregnancy?  Y   N

If Preterm, by how many weeks?  __________________________________________


During the Pregnancy, Did your birth Mother Use the Following (please circle all that apply):
Alcohol      Tobacco
Other Drugs (please specify): _________________   ____None
Did you Experience any Medical Problems at birth?  

Y    
N   
If Yes, please explain: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Did/Do you experience any delay in any of the following areas?:

Gross Motor Skills (crawling, walking independently, balance, coordination)     Y       N

Fine Motor Skills (pencil/paper coordination, tying shoes, cutting with scissors) Y       N

Expressive Language (using single words, phrases, sentences, articulation)         Y       N

Receptive Language (understanding others’ language and communication)
         Y       N

Social Skills/Interaction (quality of interactions, interest in interacting, etc.)        Y
       N

If “Yes
“ to any of the above, please specify:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Who is your primary medical provider/health care organization? _______________________________________________________________________    
Date of Most Recent Medical Visit   __________________________________________
Any Specialist Involvement? (please specify providers and dates of most recent visits) 

________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have any medical concerns?  

Y     
N

If “Yes”, please specify ____________________________________________________
________________________________________________________________________________________________________________________________________________

Do you have any allergies?    


Y     
N

If “Yes”, please specify ____________________________________________________
Please list all currently prescribed medications and over-the-counter medications and supplements

     Medication/Supplement

       Dosage

Length of Time Taken

1.  ___________________________     ___________
______________________
2.  ___________________________
    ___________
______________________
3.  ___________________________
    ___________
______________________
4.  ___________________________
    ___________
______________________
Additional Medication History and Related information:    ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever received Mental Health Counseling or Psychological or Psychiatric Services?    Y     N         If yes, please specify providers, diagnoses made, and dates of service: _________________________________________________________________ ________________________________________________________________________________________________________________________________________________
Are you connected with the Agency for Persons with Disabilities?

Y
N

SOCIAL HISTORY
Are you currently (please circle one):

Single     Married      Living with Intimate Partner      Separated      Divorced      Widowed
 

Do you seem to have difficulty developing intimate relationships?

Y
N 

Are you currently involved in an intimate relationship   Y        N

If “Yes”, for how long?   ____________________________________
If “Yes”, how happy are you with this relationship (please circle one):


Very Happy
    Happy
Neutral
 
Somewhat Unhappy
Very Unhappy


If “No”, are you disappointed about not being involved in a relationship? 
Y
N

Is loneliness a Concern for You?
Y
N

Longest period of time you have been involved in an Intimate Relationship ___________
How Many Times have you Been Married?   _____________
Please List All Individuals Currently Residing Within your Home:

Name



Relationship to You



Age

1. __________________________________________________________________

2. __________________________________________________________________

3. __________________________________________________________________

4. __________________________________________________________________

5. __________________________________________________________________

6. __________________________________________________________________

Please Provide Information about your Parents and Siblings:  

Father’s Name ______________________________
Is your father living?  Y     N Mother’s Name ______________________________    Is your mother living?  Y   N

Siblings:

Sibling Name


 M/F


Age

Location

As a Child, were you ever placed in Foster Care?  Y    N

If “Yes”, at what age(s) did this occur and for how long?   _________________________
Were you Adopted?   Y      N

If “Yes”, at what age were you adopted? _______________________________

Is there a Familial History of any of the Following Concerns with any biologic relatives? (please include immediate family members and extended relatives)








Relationship to You 
Autism Spectrum/
Pervasive Developmental Disorder  
    Y   
    N
____________________________

Depression



    Y
    N     ____________________________

Bipolar Disorder/Manic-Depression
    Y
    N     ____________________________
Anxiety Disorder


    Y 
    N     ____________________________

Obsessive-Compulsive Disorder            Y         N     ____________________________
    

ADD/ADHD



    Y         N     ____________________________

Psychotic Disorder or Schizophrenia
    Y
    N     ____________________________

Alcoholism



    Y         N     ____________________________

Drug Abuse/Dependence

    Y         N     ____________________________

Legal Problems


    Y         N     ____________________________

Other (please specify)


    Y         N     ____________________________

SCHOOL AND EMPLOYMENT HISTORY

What is the Highest Educational Level You Achieved (please circle one):

Grade Level ______

GED/HSED

High School Diploma

Technical Certificate/Degree

Associate’s Degree

Bachelor’s Degree

Master’s Degree

Doctoral Degree

Please circle one:  Were your Grades typically  

Average        

Above Average

Below Average

Were you, your parents, or your teachers concerned about any of the following at school (please circle all that apply):

Social Functioning


Learning


Attention


Organization

Behavior/Conduct

Have you ever received any of the Following Specialized Services?
 Y
N

(circle all that apply)



Physical Therapy
Occupational Therapy

Speech and Language

Please Specify providers and dates:  ________________________________
__________________________________________________________________

Did you receive Special Education Services in School?      Y
N
Were You Ever Evaluated by a School Psychologist:   
Y    
N 


If yes, please List Provider and Dates:  __________________________________
Are you currently enrolled in high school or a college program?
Y
N

If “Yes”, please provide school/college name and program of study:

_____________________________________________________________

Are you currently employed?

Y
N


If “Yes”, please list employer, job position, and length of employment:

What Types of Jobs Have you Held in the Past (please list):


___________________________________________________________


___________________________________________________________

Have you received services through Vocational Rehabilitation?   Y    N


If “Yes”, please list dates:  ___________________________________________  

What is the longest period of time you have worked in one job?
_________________

What are your job/career goals?  _____________________________________________





     _____________________________________________





     _____________________________________________


ADDITIONAL SOCIAL HISTORY

During Childhood, did you experience any of the Following?
Y
N

Please circle all that apply:


Observing Chronic Parental Conflict


Observing Domestic Violence between Parents/Guardians


Emotional Abuse


Physical Abuse


Sexual Abuse


Please Specify:  ____________________________________________________



_____________________________________________________

Is Domestic Violence/Abuse a current concern?
Y
N


If “Yes”, please specify:  _____________________________________________


__________________________________________________________________


__________________________________________________________________


__________________________________________________________________

Please Complete the Following Information:

Substance


Frequency of Use


Date of Last Use





(daily, weekly, monthly, etc.)_____________
______
Caffeine

Alcohol



Tobacco



Marijuana

Cocaine

Prescription Pain Relievers

Other Substances

Are you concerned about your relationship with any of these substances and their use causing you problems?   Y
N           
If “Yes”, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you had any legal problems?
Y
N      If so, please specify charges, authorities involved, and dates:   ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Who do you turn to for Emotional Support (please list):  ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please List Three of your Strengths:

1. __________________________________________________________________

2. __________________________________________________________________

3. __________________________________________________________________

Please List Three of your Weaknesses:

1. __________________________________________________________________

2. __________________________________________________________________

3. __________________________________________________________________

Please list any additional information you think it is important for us to understand about you:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

