INITIAL ASSESSMENT

Form 1-F

PHYSICAL HISTORY 

(To be completed by client)

Name: _________________ 

Date: _________________

Age: _________

Height: _______

Weight: _______

I.
Health History (birth to present) 

	General Description  
	Illness & Treatments
	Surgical Operations

	Childhood:


	
	

	Adolescence:


	
	

	Adulthood:


	
	


Were you a bedwetter? _______ If so, how was that handled?  

Until what age? ____

II. 
Current Health 

	General Description


	Illness and Treatments
	Surgical Operations

	
	
	


Specific Difficulties (Circle any of the following that apply to you): 

	Headaches

Dizziness

fainting spells

palpitations

stomach trouble


	loss of appetite

bowel disturbances

fatigue

insomnia

nightmares
	sedatives usage

depression 

anxiousness or fears

suicidal thoughts

alcoholism 




Allergies: 

Special Diet: 

List any and all medications you are currently taking: 
Substance Intake: 


 If yes: 
	
	Yes
	No
	Frequency
	Amount
	Type

	Tobacco
	
	
	
	
	

	Alcohol
	
	
	
	
	

	Non-Prescriptive

Drugs
	
	
	
	
	

	Street Drugs -
now or past use
	
	
	
	
	


Other illnesses of difficulties within the family: 

	
	Grandparents
	Parents
	Aunts/

Uncles
	Brothers/

Sisters
	Children

	Suicide
	
	
	
	
	

	Alcohol/Drug

Use
	
	
	
	
	

	Mental Hospital
	
	
	
	
	

	Depression Problems
	
	
	
	
	

	Manic/Bipolar
	
	
	
	
	

	Other 

(e.g., Trauma)
	
	
	
	
	


III. 
Mental Health 
Describe how you usually feel emotionally.

What mental health difficulties have been struggles for you? 
How have these been diagnosed and treated? 

Are you currently being treated? ______  By whom? ________________________
IV. 
Medical Tests 

If you have been tested for any of the following, please list the results of those tests: 

Thyroid function:

Hormonal levels: 
Diabetes:
Cardiovascular Disease:
Sexually transmitted Disease:

Other:
V. Reproductive and Sexual Health Status:
Age of first orgasm? __________Did this occur: 

⁪ during sleep, 
⁪ self stimulation (masturbation), 
⁪ in response to pornography/other external stimulation or 
⁪ sexual play with another person? 

Describe any difficulty you had as a child, as an adult or have now with your: 

Breasts: 

Genitals:
Vagina: 

Urethra or bladder: 

Rectum: 

Uterus or cervix: 
Other: 

Do you have frequent vaginal or urinary infections? ______  If so, what kind?  

Treatment? 

List any genital infections and sexually transmitted diseases (STD) that you 

have had or currently have: 

	Genital disease or STD
	Dates of infection
	Treatments and Results



	
	
	


What forms of birth control have you and your husband used? 
How did you respond (Did you like it? Did it interfere? etc). 
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