Three Rivers Mental Health and Chemical Dependency
Adult Psychosocial Assessment




he following assessment is designed to gather as much relevant information about you and your family as possible. Please answer the following questions completely and feel free to ask questions. Your answers are completely confidential. Extra space is provided on the back should you need more room. 
Identifying Information

Name: _____________________________________ Age: ______________________ Date: _________________________
Biological Sex: __________________ Sexuality: _____________________ Gender Identity: __________________________
Race/Ethnicity: ______________________ Tribe: ___________________ Place of Birth: _____________________________ 
Other Languages Spoken in the Home: ________________________________________________________
Referral to Three Rivers MH & CD Center by: ________________________________________________________________
Reason for Referral: ____________________________________________________________________________________
Goals for Services
Please check specific symptoms/behaviors that have prompted you to seek counseling services:
	
	Depressed /Sad 
	
	Can’t sit still
	
	Defiant w/Authority
	
	Grief/Loss or Bereavement

	
	Suicidal Thoughts
	
	Easily Distracted
	
	Bragging/Arrogance
	
	Physical Fights

	
	Suicide Attempts
	
	Unemployment
	
	Argues Often
	
	Anxious

	
	Self-Harm 
	
	Want to be Perfect
	
	Lies excessively
	
	Lacks Boundaries

	
	Lack Energy
	
	Drug Use
	
	Relationship Difficulties
	
	Demand Own Way

	
	Isolation
	
	Alcohol Use
	
	Stealing and/or Cheating
	
	Poor Relationships

	
	Cries Often
	
	Tobacco Use
	
	Lack of Guilt/Remorse
	
	Low Self-Esteem

	
	Mood Changes
	
	History of Physical Abuse
	
	Nervous Habits
	
	Harm to Animals

	
	Feeling Worthless
	
	History of Sexual Abuse
	
	Shy or Timid
	
	Sexual Assaultive

	
	Nightmares
	
	History of Emotional Abuse
	
	Sexually Preoccupied
	
	Social Media Preoccupation

	
	Sleep Difficulties
	
	Poor Work Performance 
	
	Teased by Others
	
	Other



Please explain symptoms/behaviors checked above: ____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Have you noticed any recent changes in your mood or behavior? Explain: ________________________________________________ ____________________________________________________________________________________________________________
Have you changed friends recently? Explain: ________________________________________________________________________
Have you ever had thoughts of suicide? Explain: _____________________________________________________________________
What have you done to address or cope with symptoms? _____________________________________________________________ ____________________________________________________________________________________________________________
How do you feel about receiving counseling services? ________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you believe you are ready to make changes to resolve the problem? Explain: ___________________________________________
____________________________________________________________________________________________________________
Strengths
What are your personal strengths? _______________________________________________________________________________
____________________________________________________________________________________________________________
What are your family’s strengths? ________________________________________________________________________________
____________________________________________________________________________________________________________
What are your favorite activities? ________________________________________________________________________________ ____________________________________________________________________________________________________________
What religion (if any) do you identify? _____________________________________________________________________________
How important is religion/spirituality to you and your family? (circle one)    Very Important     Somewhat Important      Not Important

Treatment History and Periods of Success
Have you ever been seen or assessed for mental health concerns/symptoms in the past? __________  If so, please list all providers: ____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Have you ever been seen or assessed for drug/alcohol concerns in the past? _______________    If so, please list all providers: ___________________________________________________________________________________________________________ ____________________________________________________________________________________________________________
What was particularly helpful about the mental health services you received in the past? ___________________________________
____________________________________________________________________________________________________________
What was particularly NOT helpful about the mental health services you received in the past? _______________________________
____________________________________________________________________________________________________________
Describe a time in your life when you have been successful: ___________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Describe how you typically handle stress and/or negative emotions: ____________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Is there a history of emotional or mental illness in your family? _________ If so please describe: _____________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________


Family History and Dynamics
Names of all persons currently living with you:
	Name 
	Relationship
	Age

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Names of any immediate family members NOT living with you:
	Location / Name
	Relationship
	Age

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Length of Marriage: _______
Divorced (if applicable): _________
Have your or the family experienced any significant losses? Explain: __________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Have you or the family experienced any physical or emotional trauma? Explain: ________________________________________ 
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________


Legal Issues
Have you ever been in trouble with the law? Explain: _______________________________________________________________ __________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Are you currently on probation? If so, why and for how long? ________________________________________________________
Name and phone number of Probation Officer: ___________________________________________________________________
Have you spent time in jail or prison? Where, why, and how long? ____________________________________________________ __________________________________________________________________________________________________________
Are any of your immediate family members currently incarcerated? Who and where? ____________________________________
__________________________________________________________________________________________________________
Are there any past or ongoing custody issues we should know about? _________________________________________________
__________________________________________________________________________________________________________

Behavioral Observations / Mental Status
Have you ever heard or seen something nobody else could see or hear? Explain: ________________________________________ __________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Do you have any paranoid thoughts or felt others controlled your thoughts? Explain: _____________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Have you ever noticed a tic or any body movements that standout or noticed by self or others? Explain: ____________________
__________________________________________________________________________________________________________

Education/ Vocation/ Financial Situation

Last grade completed: _______________________________________________________________________________________
Did you receive a High School Diploma or GED?  __________ When? _____________ Where? ______________________________
Did you receive any special education services? ___________________________________________________________________
Did you receive a college degree?  ________________ When? __________________ Where? ______________________________
If currently enrolled in college, where? ____________________________ Degree: _______________________________________

Are you currently employed? ___________ Where? _____________________________________ Since when? _______________
Are you satisfied with your job? _______________________________________________________________________________
Is your income sufficient to meet your needs? ______________ Is your housing sufficient to meet your needs? _______________ 
Do you currently own or rent your home? Explain: _________________________________________________________________
Are you currently living in tribal housing? _____________________  Are you currently homeless? ___________________________
Have you ever been homeless? Explain:__________________________________________________________________________
Do you or your family receive EBT? Social Security? Disability? TANF? __________________________________________________
Does anyone in your household receive Medicaid? _________________________________________________________________
Do you or anyone in the household have a valid driver’s license  and working vehicle? ____________________________________

Medical History
Do you or anyone in the family have a chronic illness? Yes ______   No ______ Explain: __________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________
Did your mother take any medications during pregnancy?   Yes ______ No ______   Unknown ________
Did your mother use alcohol or illicit drugs during pregnancy?  Yes ______   No ______ Unknown ________
Date of last doctor visit and Reason for care/service: _______________________________________________________________
Name of physician and primary care facility: ______________________________________________________________________ __________________________________________________________________________________________________________
Current health status: ________________________________________________________________________________________
Do you have any allergies? ____________________________________________________________________________________ 
Are you taking medication now?  Yes ______   No ______    If so, please list medications: __________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Have you ever taken medication for an extended period of time?  Yes ______   No ______    If so, explain: ____________________
__________________________________________________________________________________________________________Did you have any significant illness/childhood disease?  Yes ______   No ______     
Please list any significant illnesses or injuries: _____________________________________________________________________
__________________________________________________________________________________________________________
Has there been a recent weight loss or gain?  Yes ______   No ______   If so, please describe: ______________________________
Has there been any change in appetite?  Yes ______   No ______  If so, please describe: __________________________________
Do you have sleep problems?  Yes ______   No ______ If so, please describe: ___________________________________________ __________________________________________________________________________________________________________

Co-Occurring Substance Use
Do you currently use drugs or alcohol? If so, please explain: _________________________________________________________ __________________________________________________________________________________________________________
Do you have a past history of substance use/abuse? _______________________________________________________________
How long have you been clean/sober? __________________________________________________________________________
Does anyone in your immediate family use drugs or alcohol? If so, please explain: _______________________________________
__________________________________________________________________________________________________________
Have grandparents, aunts, uncles, brothers or sisters experienced behavior problems, emotional problems or problems with drug and alcohol abuse?  Please describe in detail: _____________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you use tobacco? ____________ What form? __________________________ How much per day?_______________________
Do you consume caffeine? _______ What form? ___________________________How much per day?_______________________

Safety Needs
Do you feel safe in your home?        Yes ___________             No _____________
Have you experienced domestic violence? If so, please explain: ______________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Have you ever experienced physical, emotional, or sexual abuse? If so, please explain: __________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Are there any other safety needs you would like to address? If so, please explain: ________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Is there anything else you feel we should know? 
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
Thank you for completing this confidential form.
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