Family Therapy Comprehensive Assessment
Client Names: 
Date:  
Ages:  
DOBs:    
Genders:       ☐ Male 	  ☐ Female 	☐ Transgender         ☐ Other
Preferred Name/Nickname: 
Ethnicity: 	☐ Hispanic 	☐ Non‐Hispanic 		☐ White	☐ Asian	☐ Bi-racial
☐ Black or African American		☐ Other

Race: 
Living Arrangement: 
Custodial/Guardianship Status: 

PRESENTING PROBLEM: (Briefly describe the issues/problems which led to your decision to seek therapy services).
 




How severe, on a scale of 1‐10 (with 10 being the most severe), do you rate your current life situation? 
☐ 1	 ☐ 2 	☐ 3 	☐ 4 	☐ 5	☐ 6	☐ 7 	☐ 8	☐ 9 	☐ 10
   	   LEAST SEVERE 							MOST SEVERE

PRESENTING PROBLEM CATEGORIZATION: (Please check all that apply) 
Symptoms causing concern, distress, or impairment: 
Change in sleep patterns: 
☐ sleeping more           ☐ sleeping less         ☐ difficulty falling asleep       
☐ difficulty staying asleep            ☐ difficulty waking up          ☐ difficulty staying awake 
Concentration:      ☐ Decreased concentration	    ☐ Increased          ☐ Excessive concentration 
Change in appetite: 	☐ Increased appetite	☐ Decreased appetite 
Increased Anxiety (describe): 
Mood Swings (describe): 
Behavioral Problems/Changes (describe):  
Victimization:    ☐ Physical abuse          ☐ Sexual abuse         ☐ Psychological Abuse 	
☐ Robbery victim	☐ Assault victim 		☐ Dating violence	☐ Domestic Violence
☐ Human trafficking	☐ DUI/DWI crash	☐ Survivors of homicide victims 	☐ None
How long has this problem been causing your distress?
☐ One week 
☐ One month 
☐ 1 – 6 Months 
☐ 6 Months – 1 Year 
☐ Longer than one year 
 
How do you rate your current level of coping on a scale of 1 – 10 (with 1 being unable to cope)? 
☐ 1	 ☐ 2 	☐ 3 	☐ 4 	☐ 5	☐ 6	☐ 7 	☐ 8	☐ 9 	☐ 10
   	   Unable to Cope 							    Able to Cope
 
CURRENT FUNCTIONING: 
Do any of you have concerns about your functioning in the following areas? (Check all that apply) 
      ☐ Eating         ☐ Hygiene/grooming         ☐ Sleeping           ☐ Activities/play 	  ☐ Social Relationships 
If so, please explain: 
 



FAMILY COMPOSITION: 

Marital status:
☐ Single 	 ☐ Married	☐ Divorced 	☐ Widowed 	☐ Domestic Partnership 

Please list the names, ages, relationships, and other relevant information regarding all immediate family members whether living in or outside the home. 







What else do you feel/believe would be helpful, or important for us to know/understand about the relationships within your family or about your family members?


 


RECENT LOSSES:      ☐ Yes       ☐ No
Who?  
When?  
Nature of Loss?  
Other Losses:   
Additional information (if needed): 
 



Social and Environmental Factors
	Communication Patterns:
	

	Conflict Patterns: 
	

	Parenting Styles:
	

	Boundaries:
	

	Roles and Hierarchy:
	



Education/ Employment
	School performance:
	

	Work Functioning: 
	

	Attendance:
	

	Behavioral Concerns: 
	



Cultural and Spiritual Factors
	Cultural Identity: 
	

	Religious or spiritual practices:
	

	Cultural expectations impacting family functioning:
	



PSYCHIATRIC/PSYCHOLOGICAL HISTORY: 
Have any of you ever been diagnosed with a mental health, emotional or psychological condition? 
     ☐ Yes       ☐ No
If yes, what diagnosis was given?   
When?   
By Whom?   

Have any of you ever received counseling services or been hospitalized for mental health or drug and alcohol concerns in the past?      ☐ Yes       ☐ No
If yes, please list previous counseling/hospitalizations for mental health/drug and alcohol concerns below.




Please identify any members of your family have had a history of any mental health/drug abuse/legal concerns.    




SAFETY CONCERNS: 
Do any of you have a history of feeling suicidal or threatening suicide?       ☐ Yes       ☐ No
If yes, please explain.  


          

Have any of you ever attempted to commit suicide?       ☐ Yes       ☐ No
      If yes, when, and how?  
 



Is there a history of suicide in your immediate and/or extended families?       ☐ Yes       ☐ No
If yes, please explain:  
 

 

ALCOHOL/DRUG ASSESSMENT: 
Do any of you use tobacco or smokeless tobacco?       ☐ Yes       ☐ No 	☐ Do not know 
Do any of you use alcohol or drugs?        ☐ Yes       ☐ No 	☐ Do not know 
Have any of you ever used medications (prescriptions drugs or over the counter medication) recreationally?
☐ Yes       ☐ No       ☐ Do not know 

HISTORY OF ABUSE/NEGLECT: 
Have any of you ever been abused or assaulted?        ☐ Yes       ☐ No
If yes, please complete the chart below. 
	Type of Abuse
	By Whom?
	At What Age?
	Was it Reported? 

	Sexual
	
	
	☐ Yes 	 ☐ No

	Physical
	
	
	☐ Yes 	 ☐ No

	Emotional
	
	
	☐ Yes 	 ☐ No

	Verbal
	
	
	☐ Yes 	 ☐ No

	Abandoned/Neglected
	
	
	☐ Yes 	 ☐ No



HISTORY OF VIOLENCE: 
Have any of you ever been accused of abusing or assaulting someone?        ☐ Yes       ☐ No
If yes, please explain.



 

EDUCATION 
Highest Level of Education:     ☐ GED     ☐ H.S. Diploma     ☐ Some College      ☐ Associates Degree
             ☐ College        ☐ Graduate Degree        ☐ PHD or higher

In the box below, please share any special achievements, disciplinary actions, behavioral issues, or any other relevant information about your educational history.
 




EMPLOYMENT:
Status of employment:        ☐ Employed Full-Time       ☐ Employed Part-Time        ☐ Retired 
☐ Homemaker       ☐ Disabled        ☐ Military        ☐ Self-Employed           ☐ Student Full-Time 
☐ Student Part-Time         ☐ Other

If employed, where: 
Do you enjoy your current job? ☐ Yes ☐ No
Financial stress? ☐ Yes ☐ No

HOUSING: 
Would you consider your housing to be:        ☐ Stable           ☐ Unstable 
If unstable, please explain:   





Please choose the one that best describes your current housing arrangement: 
☐ I own my own home 			☐ I rent my own home 
☐ Live with relatives/friends (temporarily) 	☐ Live with relatives/friends (permanently) 
☐ Homeless   				☐ Transitional Housing   
☐ Emergency Shelter 

    How long have each of you lived in your current situation? 
    Number of people in your household: 
    Number of children in your household: 

STRENGTHS/RESOURCES/SUPPORTS:  
What strengths does your family have?   




What resources do you have to help with the current problem? 
 



Who do/can you count on for support? 
☐ Parents 	☐ Boyfriend/Girlfriend 	☐ Siblings 	☐ Extended Family 
☐ Friends	☐ Neighbors 	    ☐ School Staff 	☐ Church 	☐ Pastor
☐ Therapist 	☐ Group 	   ☐ Community Services 		☐ Doctor

CURRENT NEEDS/GOALS 
What do you feel is your biggest need right now?
   



What do you most hope to gain from coming to counseling?   




If you were to pick three goals to work on, what would they be? 
Goal 1:   
Goal 2:  
Goal 3: 
