
 

ADULT EVALUATION QUESTIONNAIRE 
 

This questionnaire provides us with important information that will be carefully considered in your evaluation. Please take 
your time completing this document and provide as much detail as you feel is necessary.  
 

Full Name:  Birthdate:  Age:  

Referred by: ☐ Physician   ☐ Therapist   ☐ Self  ☐ Other: Today’s Date:  Sex:  

 

Why are you seeking this evaluation? 
 

Please list or describe the main symptoms you 
are experiencing. 

 

When did your symptoms first begin?   

Where or in what settings do the problems 
occur? 

 

Where or when are the symptoms not present?  

Have the symptoms gotten better, worse, or 
stayed the same since they first started? 

 

Have the symptoms affected your ability to 
work? If so, how? 

 

Have the symptoms affected your academic 
performance? If so, how? 

 

Have the symptoms affected you at home? If so, 
how? 

 

Have the symptoms affected your relationships 
(marriage, friendships)? If so, how? 

 

 
PERSONAL AND DEVELOPMENTAL HISTORY: 
 

Where were you born?  How many brothers do you have?  

Where were you raised?  How many sisters do you have?  

Who raised you?  If parents divorced, how old were you?  

My childhood was: ☐ Great    ☐ Good    ☐ Fair    ☐ Poor    Were you abused during childhood? ☐Yes   ☐No 

How many times did you move during childhood?  Any psychological trauma in childhood? ☐Yes   ☐No 

 
Current marital 
status: 

☐ Single    

☐ Married (# yrs:___) 

☐ Cohabiting (# yrs:___) 

☐ Divorced (# yrs:___) 

☐ Separated (# yrs:___) 

☐ Widowed (# yrs:___) 

If you have any 
children, how many? 

 

Ever been arrested? ☐Yes   ☐No  If yes, please list charge(s):  

 

Did your biological mother have any problems during her pregnancy with you? ☐Yes   ☐No   ☐Don’t know 

Were you exposed to any prenatal teratogens, such as alcohol, tobacco, drugs, poisons? ☐Yes   ☐No   ☐Don’t know 

Were you born full term?      ☐Yes   ☐No   ☐Don’t know Any problems during your birth? ☐Yes   ☐No   ☐Don’t know 

Developmental delays in early childhood? ☐Yes   ☐No Did you go to a daycare or preschool? ☐Yes   ☐No 

Did you ever have trouble making friends? ☐Yes   ☐No Any childhood anger problems or fighting? ☐Yes   ☐No 

Were you ever separated from your primary caregiver(s) as 
a child for more than a week or so? If yes, why? 

 

 



 
Think about the past MONTH and rate yourself on the following symptoms: 

 

1: Mild or no problem 2: Moderate problem  3: Severe problem 
Occasionally a problem or not really a 

problem; not significantly interfering with 
functioning 

Symptom is bothersome but may not be present 
every day and not significantly interfering with 

functioning 

Symptom is distressing and affecting 
relationships, school, work, sleep, or other area 

of functioning 

 
 1  2  3  1  2  3 

Lack of positive feelings: unhappy, less 
loving feelings, less excitement about life 

☐ ☐ ☐ 
Poor sleep: difficulty falling asleep or staying asleep; feel 
exhausted during the day; not getting enough hours of sleep 

☐ ☐ ☐ 

Fidgetiness: tapping foot, shifting around, 
drumming fingers, bouncing leg 

☐ ☐ ☐ 
Losing or misplacing important items, such as keys, cell phone, 
eyeglasses, tools, wallet, school or work materials. 

☐ ☐ ☐ 

Worrying: about money problems, uncertain 
future, problems in relationships, and/or fears 

☐ ☐ ☐ 
Significant difficulty focusing on details: ex. overlook or miss 
details, work is inaccurate, make careless mistakes 

☐ ☐ ☐ 

Significant difficulty waiting: ex. In line at a 
store or the bank, in traffic 

☐ ☐ ☐ 
Lack of interest: work/school no longer interesting; little enjoyment 
in activities you used to like 

☐ ☐ ☐ 

You complete others’ sentences or cannot 
wait for your turn in conversation 

☐ ☐ ☐ 
Interrupting others or intruding into conversations; take over 
activities that others are doing 

☐ ☐ ☐ 

Nervous or edginess: feel on edge; anxious; 
difficulty relaxing or calming down 

☐ ☐ ☐ 
Having more energy than others: cannot be still for a long time, 
always on the go, are difficult to keep up with 

☐ ☐ ☐ 

Feeling restless: cannot get comfortable; feel 
like you need to get up and do something 

☐ ☐ ☐ 
Physical symptoms: headaches, stomachaches, heartburn, 
diarrhea, constipation, pain, achiness 

☐ ☐ ☐ 

Forgetfulness in daily life: ex. doing chores, 
paying bills, keeping appointments 

☐ ☐ ☐ 
Difficulty doing things quietly: often talk to others or make noise 
in some way while working on a task 

☐ ☐ ☐ 

Disorganization: belongings are messy or 
you cannot manage your time effectively. 

☐ ☐ ☐ 
Lack of energy: Feel tired/fatigued during the day; others seem to 
have more energy than you 

☐ ☐ ☐ 

Impulsivity: often buy on impulse, drive too 
fast, say the wrong thing without thinking 

☐ ☐ ☐ 
Feeling down: ex. feel sad, tearful, hopeless, worthless, feel 
nothing is going right or the future looks bleak 

☐ ☐ ☐ 

Frustration/irritability: easily frustrated or 
irritable, snap at people, easily annoyed, angry 

☐ ☐ ☐ 
Easily distracted from tasks: external sights/sounds or your own 
thoughts distract you 

☐ ☐ ☐ 

Difficulty remaining seated: e.g. must get up 
during meetings  

☐ ☐ ☐ 
Cannot keep your mind on one activity: ex. must reread 
paragraphs, cannot follow along in lectures/meetings 

☐ ☐ ☐ 

You dread/avoid doing things that require a 
lot of focus: chronic procrastination 

☐ ☐ ☐ 
Not finishing tasks: ex. leaving your work, schoolwork, or tasks at 
home unfinished; not following through on instructions; many  

☐ ☐ ☐ 

Talk excessively: you notice you talk much 
more than others or people tell you that you do 

☐ ☐ ☐ 
projects started but not finished at home 

 

 
EDUCATIONAL HISTORY: 
 

Highest 
education: 

☐ Less than high school 

☐ High school diploma 

☐ GED  

☐ AA 

☐ Technical diploma 

☐ Bachelor’s 

☐ Master’s  

☐ Doctorate 

Are you in 
school now? 

☐Yes    ☐No 

 
In grades K-12, were you:      

Held back or failed a grade? ☐Yes   ☐No In trouble a lot in school? ☐Yes   ☐No In private school? ☐Yes   ☐No 

Diagnosed w/ learning disability? ☐Yes   ☐No Suspended from school? ☐Yes   ☐No Homeschooled? ☐Yes   ☐No 

In any special ed classes? ☐Yes   ☐No Teased/bullied in school? ☐Yes   ☐No Identified as gifted/AIG? ☐Yes   ☐No 

Extracurricular activities:    High School GPA:  

 
Elem. School average grades: ☐ A-B   ☐ B-C   ☐ C-D   ☐ D-F High Sch. average grades: ☐ A-B   ☐ B-C   ☐ C-D   ☐ D-F 

Middle Sch. average grades: ☐ A-B   ☐ B-C   ☐ C-D   ☐ D-F College average grades: ☐ A-B   ☐ B-C   ☐ C-D   ☐ D-F 

 
EMPLOYMENT: 
 

Current job title:   How long at current job?  

Describe any problems at current job:  

 
Prior job titles: Year began: Job lasted: Why you left job: Problems on the job: 

  ___ ☐ months ☐ years   

  ___ ☐ months ☐ years   

  ___ ☐ months ☐ years   

  ___ ☐ months ☐ years   

 



 
PHYSICAL HEALTH: 
 

List all current health problems:  

Date of last physical exam:   Date of last bloodwork:  History of kidney problems? ☐Yes   ☐No 

Any hearing/vision problems?  ☐Yes   ☐No Ever had a stroke? ☐Yes   ☐No  Ever been exposed to lead? ☐Yes   ☐No 

 
Have you ever had a concussion or other head injury?  ☐Yes   ☐No # of concussions/head injuries you have had:  

Did a doctor ever diagnose you with a concussion or 
traumatic brain injury? 

☐Yes   ☐No 
Did you have any diagnostic imaging completed 
such as MRI? ☐Yes   ☐No 

Describe any symptoms you still have from any head injury (ex. 
memory loss, headaches, dizziness, confusion):  

 
List any other serious accidents or 
injuries and when they occurred: 

 

Please list all surgeries you have 
had and when they occurred: 

 

Please list all current medications 
(name, strength, and dose): 

 

 
MENTAL HEALTH AND SUBSTANCE USE: 

  Please elaborate on any “yes” responses: 

Recent major events (ex. move, new job, death, divorce)?  ☐Yes   ☐No  

Have you ever had a psychological evaluation?  ☐Yes   ☐No  

Have you ever been in counseling?  ☐Yes   ☐No  

Are you currently seeing a counselor or therapist? ☐Yes   ☐No  

Ever been prescribed psychotropic medication? ☐Yes   ☐No  

Ever had serious suicidal thoughts? ☐Yes   ☐No  

Ever engaged in self-harm (e.g. cutting)?  ☐Yes   ☐No  

Have you ever been hospitalized for a psychiatric reason? ☐Yes   ☐No  

Any current marital/relationship problems?  ☐Yes   ☐No    

Ever used a recreational drug on a regular basis?  ☐Yes   ☐No Ever had a drug abuse problem? ☐Yes   ☐No 

Ever used a prescription drug not prescribed to you? ☐Yes   ☐No Ever had a prescription drug problem? ☐Yes   ☐No 

Average # alcohol drinks you consume per month:  Ever had an alcohol abuse problem? ☐Yes   ☐No 

 
FAMILY HISTORY: 

 Mother Father Sister Brother Grandmother Grandfather Aunt Uncle Cousin Other Family 

Alcohol abuse ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Drug abuse ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Depression ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Suicide attempt ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Suicide completion ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Anxiety ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Bipolar Disorder ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Schizophrenia ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

ADD/ADHD ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Dementia ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Violence ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Crime ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

 
 
 


