
1 
 

 

LIFE HISTORY  
ASSESSMENT FORM 

 
The purpose of this form is to obtain a comprehensive picture of your background.  By 
taking the time to complete this form as accurately as possible, you are facilitating your 
therapist’s ability to give you the best care possible. Since ones ability to cope 
emotionally and mentally is affected by many factors, this assessment covers a variety of 
topics. Please use the back of this form or additional paper if needed and return it to your 
therapist by your second appointment, or mail to the address at the end of this form.  All 
information is confidential, with rare exceptions that your therapist will go over with you.  
 
GENERAL INFORMATION: 
 
NAME:________________________________________________________DATE:__________________ 
 
AGE:___________ SEX:______ Date of Birth:__________________Place of Birth:__________________ 
 
OCCUPATION:_____________________Currently Employed:_____Y/N_______How Long?__________ 
 
Job Description:______________________________________________Is your work satisfying?_______ 
 
If Unemployed, Current Situation:__________________________________________________________ 
 
Marital Status (check one): ____Single ____Engaged ___Married ___Separated ___Divorced___Widowed 
    ____Living with someone ___Remarried: How many times?_______________ 
 
With whom do you currently live? __________________________________ House/Apt/Other__________ 
 
State the main reason you are seeking therapy at this time in your life:______________________________ 
 
______________________________________________________________________________________ 
 
What emotional symptoms have prompted you to seek therapy?___________________________________ 
 
______________________________________________________________________________________ 
 
When did your problem begin? ____________________________________________________________ 
What makes it worse?____________________________________________________________________ 
What makes it better? ____________________________________________________________________ 
 
What is the most important thing you want to accomplish in therapy?______________________________ 
 
______________________________________________________________________________________  
 
What concerns, if any, do you have about therapy? _____________________________________________ 
 
______________________________________________________________________________________ 
 
How long do you think your therapy should last?_______________________________________________ 
 
What is the most important quality that you are looking for in a therapist?___________________________ 
 
______________________________________________________________________________________ 
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HEALTH PERCEPTION: 
 
1.  In general, please rate your overall health:  (Please circle a number) 
  0 1 2 3 4 5 6 7 8 9 10 
        Unhealthy                      very healthy 
 
2.  How satisfied are you with your life as a whole these days?  
 0 1 2 3 4 5 6 7 8 9 10 
      Not at all satisfied        very satisfied 
 
3.  How would you rate your overall level of stress/tension during the past month? 
 0 1 2 3 4 5 6 7 8 9 10 
     Not at all tense        very tense 
 
4  .  Do you have any concerns about your physical health?  _______Yes  _________No 
       If yes, please specify:_____________________________________________________________ 
 
     _______________________________________________________________________________ 
 
5.  When was your last physical exam?__________________________________________________ 
 
      Please summarize the results_______________________________________________________ 
      Do you have thyroid problems? _______________If so, what kind?_______________________ 
 
6.  List any drug or food allergies:_______________________________________________________ 
 ___________________________________________________________________________ 
 
7.  Please check or complete all that apply: “In recent months, I have worried a lot about: 
  

___Marital Issues       Issues In my Past (Specify)____________________________ 
 ___Parenting Issues      Financial Issues (Specify)_____________________________ 
 ___Health Issues       Relationship Issues (Specify)___________________________ 
 ___Job/Career Issues      Emotional Issues (Specify)____________________________ 

___Spiritual Issues                  Change/Direction of Life Issues (Specify)_________________      
___Family Issues       Other (Specify______________________________________ 

 
8.   I can best describe my worry as  /or associated with, the following (Check all that apply): 
 ___Inappropriate   ___ fatique  
 ___In Excess   ___physical restlessness 
 ___constant, low-grade  ___irritability  
 ___ muscle tension  ___relationship problems 
 ___ my mind going blank  ___uncontrollable 
 ___ shakiness   ___inability to function adequately in life or job  
 ___indecisiveness  ___physical/medical problems 
 ___moodiness   ___strange ideas, phobia or paranoia 
 ___other______________________________________________________________ 
 
9.  I can best describe how much mastery or control I have over my life by the following: 
 ___I feel like a victim >50% of the time (helpless, inadequate) 
 ___I feel like a rescuer >50% of the time (needing to help or fix situations involving others) 
 ___I feel like a persecutor >50% of the time (the one that ends up hurting others, causing fear, etc) 
 ___I see myself as having control over some things in life, but not others 
 ___I see myself as needing to control most things in life, or I feel somewhat anxious 
 ___I see others/things/God having control over my life, and myself having little to none.  
   ___I see others/things/God as having some control, and myself having some control. 
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 ___Other: Please specify below 
BACKGROUND:  
 
10. Please check any recent losses you have experienced:  
 ___Family ___Significant Other ___Job/Career ___Self Image 
 ___Health ___Change in Lifestyle ___Child ___Other:____________________ 
 
11. Please describe any physical handicap(s) you have:_________________________________________ 
 _______________________________________________________________________________ 
 _______________________________________________________________________________ 
12. Please describe your greatest coping mechanism:___________________________________________ 
 ______________________________________________________________________________ 
 
13. Family History: (Please put “D” for deceased, and note year of death and cause). If person is living 

fill in any information you know about them in the appropriate columns, or state “unknown”. This 
applies to biological, not step mother or father.  Include half siblings.  

 
  AGE/ Deceased  Medical Illnesses  Psychological/Alcohol/Drug 
 
    Mother       ____________________ ___________________ ____________________________ 
    Father         ____________________ ___________________ ____________________________ 
    Brother(s) _____________________ ___________________ ____________________________ 
        _____________________ ___________________ ____________________________ 
                      _____________________ ___________________ ____________________________ 
    Sister(s)    _____________________ ___________________ ____________________________  
                      _____________________ ___________________ ____________________________ 
        _____________________ ___________________ ____________________________ 
 
Birth Order ________of ____________Children:/ Raised as a (first, middle, last)__________ Child.  
How would you describe your childhood? ________Traumatic _____Painful______Relatively Normal 
Other: (details about childhood, moves, siblings, parents, friends, etc): 
______________________________________________________________________________________
______________________________________________________________________________________
_____________________________________________________________________ 
If not raised by your biological parents, who raised you?_________________________________________ 
If you were raised by a stepparent(s), give your age when your parent remarried ______________ 
Describe your father’s (or father substitute’s) personality and attitude toward you, past and present:_____ 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
Describe your mother’s (or mother substitute’s) personality and attitude toward you, past and present_____ 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
Were you able to confide in your parents? _________yes __________no 
Basically, did you feel loved by your parents? ______yes __________no 
Did you feel respected by your parents? _______yes_________no 
Academic strengths:___________________________Academic weakness:__________________________ 
What was your highest grade completed (or highest degree)______________________________________ 
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DESCRIPTION OF PROBLEMS: 
 
The following section is designed to help you describe your current problems in greater detail and to 
identify problems that might otherwise go unnoticed.  This will enable your therapist to design a 
comprehensive treatment plan and tailor it to your needs.  Whatever  information you  choose to withhold 
from your therapist will prevent full and effective treatment.  Feel free to offer more description in the 
space to the right.  
 
BEHAVIORS:  
 
Check any of the behaviors that apply to you, even if you don’t think they are the problem right now.  Also, 
if someone else has mentioned them to you,  even if you don’t think you have them,  include them below.  
_______Overeating 
------------Taking drugs 
------------Smoking 
_______Drinking 
_______Eating problems 
_______Unassertive 
_______Aggressive  
_______Angry and temper outbursts 
_______Work too hard 
_______Overuse of  computers/games 
_______Procrastination 
_______Isolation and withdrawal  
_______Impulsive gambling or overspending 
_______Use of pornography 
_______Loss of control 
_______Suicidal plans or attempts 
_______Compulsions 
_______Nervous tics or pulling hair 
_______Concentration difficulties 
_______Difficulty falling asleep 
_______Insomnia 
_______Too much sleep  
_______Middle of the night awakening 
_______Waking up too early 
_______Take too many risks 
_______Unable to keep a job 
_______Excessive crying 
_______Phobia’s and avoidance 
 
What are the special talents and skills you feel most proud of? 
______________________________________________________________________________________
______________________________________________________________________________________ 
 
What would you like to start doing that you are not doing now?  
______________________________________________________________________________________
______________________________________________________________________________________ 
 
What would you like to stop doing that you are doing now?  
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
How is your free time spent?  



5 
 

 

______________________________________________________________________________________
______________________________________________________________________________________ 
 
What kind of leisure activities or hobbies do you enjoy or find relaxing?  
______________________________________________________________________________________
___________________________________________________________________________________ 
 
Do you have trouble relaxing or enjoying weekends and vacations? _______yes_________no 
 
If you could do anything right now, what would it be? 
______________________________________________________________________________________
______________________________________________________________________________________ 
 
FEELINGS:  
 
Check any that apply to you:  
 
-------Anger ______Fearful ______Happy_______Hopeful ______Bored _____Optimistic 
____Annoyed ______Panicky ______Conflicted ______Helpless _______Restless  _____Tense  
_____Sad ______Energetic ______Shameful _______Relaxed _______Lonely______Others: 
_____Depressed ______Envious  _______Regretful  ______Jealous  _______Contented ____________ 
_____Anxious   _______Guilty _________Hopeless _______Unhappy ______Excited ______________ 
 
List your top three fears: ________________________________________________________________ 
______________________________________________________________________________________
______________________________________________________________________________________ 
 
List the top three things that make you feel calm and good about yourself:  _____________________ 
_____________________________________________________________________________________ 
______________________________________________________________________________________
______________________________________________________________________________________ 
 
When are you most likely to lose control of your feelings? 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
PHYSICAL SENSATIONS:  
 
Check any of the following physical sensations that often apply to you:  
________Abdominal pain  _______Fatique  ________Back Pain 
________Menstrual difficulties   _______Fainting  ________Flushes 
________Headaches   _______Nausea  ________Skin problems 
________Dizziness   _______Dry mouth ________Chest Pains 
________Palpitations   _______Rapid Heart Rate 
________Muscle spasms   _______Don’t Like to be touched 
________Tension   _______ Blackouts ________Memory Lapses 
________Sexual disturbances  _______Visual disturbances 
________Bowel disturbances  _______Hearing problems 
________Tingling or numbness  _______Other:________________________________ 
 
 
IMAGES:  
 
Check any of the following that apply to you  
I picture myself:  
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_____Being happy  _____Being talked about  _____Being trapped 
_____Being hurt   _____Being aggressive  _____Being laughed at 
_____Not coping   _____Being helpless  _____Being promiscuous 
_____Succeeding  _____Hurting others  _____Others:__________ 
_____Losing control  _____Being in charge  _____________________ 
_____Being followed  _____Failing   _____________________ 
 
Describe any persistent or disturbing images that interfere with your daily functioning:______ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
 
Do you have frequent nightmares?  If so are they repetitive? ____________________________ 
 
THOUGHTS: 
 
Check each of the following that you might use to describe yourself:  
 
_____Intelligent _____A nobody _____Inadequate   _______Lazy ________Unpredictable 
_____Confident ______Useless    ______Confused   _______Memory Problems ______Untrustworthy 
_____Worthwhile ______Evil _________Ugly ______Attractive _______Dishonest ______Crazy 
_____Ambitious _______Stupid   ______Can’t make decisions _______Sensitive ________Naive  
_____Suicidal _________Homocidal______ Morally corrupt ________Loyal______Considerate  
_____Honest _______Persevering ________Trustworthy _________Deviant ______Incompetent 
_____Fun  ________Full of regrets _______Unattractive _______Bad thoughts _______Loving 
_____Worthless  _______Unlovable _______Conflicted  _______Undesirable _______Difficult 
 
What do you think to be your craziest thought or idea? 
______________________________________________________________________________________
______________________________________________________________________________________
___________________________________________________________________________________ 
 
Are you bothered by thoughts that occur over and over again? _____Yes ______No 
 
If yes what are these thoughts? ______________________________________________________ 
________________________________________________________________________________ 
 
BELIEFS: 
 
Please check any that apply to any degree: 
 
Safety/Protection:  
-------I must be very guarded about what I say, since anything  I say may be used against me 
____I have to guard and hide my emotions and feelings.  I cannot give anyone the satisfaction of knowing   
 That they have wounded or hurt me.  I’ll not be vulnerable, humiliated or shamed.  
____Other:_______________________________________________________________________ 
 
God:  
_____God loves other people more than he loves me 
_____God only values me for what I do.  My life is just a means to an end 
_____No matter how much I try, I’ll never be able to do enough or do it well enough to please God 
_____God judges me when I relax.  I have to stay busy about His work, or He’ll be displeased with me 
_____God has let me down before.  He may do it again.  I can’t trust Him or feel secure with Him.  
_____Other:_________________________________________________________________ 
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Hopelessness:  
_____I’m all alone in my life.  If I get into trouble or need help, there is no one to rescue me 
_____There’s nothing I can do about my fate 
_____Other people are happier than I am 
_____I don’t deserve to be happy 
_____Other:__________________________________________________________________ 
 
Retaliation:  
______The correct way to respond if someone offends me is to punish them by cutting them off 
______I can never forgive ___________________for what they did to me 
______The only way to get back is to get even  
______Other:________________________________________________________________ 
 
Shame:  
______I will never be able to fully give or receive love.  I don’t know what it is. 
______If I let anyone get close to me, I may get my heart broken again.  I can’t let myself risk it 
______It’s my responsibility to make other people happy. 
______I should strive for perfection 
______It’s very important to please other people 
______If I do not know something, I should pretend that I do 
______There’s something defective about me, and people will never fully accept me for who I am 
______No matter how hard I try, I never feel like I’m good enough 
______I am not worthy to receive anything good 
______When things go wrong they are usually my fault 
______I am a bad person.  If you knew the real me, you would reject me.  
______I must wear a mask so that people won’t find out how horrible I am and reject me 
______I have messed up so badly that I have missed the life that I was supposed to live 
______Other:________________________________________________________________ 
 
Victim: 
_____Authority figures will humiliate me and violate me 
_____Others will use and abuse me, and I don’t have much control over that 
_____My value is based largely on how others feel about me 
_____I am under the authority of certain people.  I don’t really have my own choices. 
_____Others make me feel upset and insecure 
_____I will not be known, understood or appreciated for who I am by those who are close to me 
_____Other:_________________________________________________________________ 
 
 
Rejection/Insecure: 
_____I need to be needed in order to feel good about myself 
_____My feelings don’t count.  No one cares about what I feel. 
_____I will always be lonely.  The special man or woman in my life will not be there for me. 
_____I will isolate myself so that I won’t be vulnerable to hurt, rejection, etc, any more 
_____Other:_________________________________________________________________ 
 
Control:  
_____I have to plan every day of my life.  I have to continually plan/strategize.  I can’t relax  
_____The perfect life is one in which no conflict is allowed, and so there is peace. 
 
Identity and Value: 
_____My value is mostly in what I do.  I can only feel good about myself when I am  
           doing something for others.   
_____I will never get credit for what I do 
_____Even when I do give my best, it is not good enough.  I can never meet the standard.   
_____I will choose to be passive in order to avoid conflict that would risk other’s approval 
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_____It doesn’t matter if I have a “secret life”, as long as I appear to be good and do good 
_____I should have been a boy or a girl:  Then my parents would have valued/loved me more. 
_____Men/women have it better 
_____I will never be known or appreciated for my real self.  
_____The person I most want to be like is: ______________________________ 
_____I’ll never change enough to be who I am supposed to be: 
_____I’ve wasted a lot of time and energy, some of my best years 
 
Personal Traits:  
_____I am unattractive.  I am shortchanged in this area 
_____It is impossible to lose (or gain) weight.  I’m stuck where I am 
_____I am not competent as a man or woman. 
_____I will always be (angry, shy, jealous, insecure, fearful, poor, etc) 
 
 
INTERPERSONAL RELATIONSHPS:  
 
Friendships:  
 
Do you make friends easily?  _______Yes ______No   ________Do you keep them? ____Yes _____No 
 
Did you date much during high school? ______Yes ______No      College? ______Yes _____No 
 
Were you ever bullied or severely teased?  ______Yes _____No 
 
Describe any relationship that gives you:  
 
Joy:___________________________________________________________________________________
______________________________________________________________________________________
__________________________________________________________________________________ 
 
Grief:_________________________________________________________________________________
______________________________________________________________________________________
____________________________________________________________________________________ 
 
Rate the degree to which you generally feel relaxed and comfortable in social situations:  
 Very relaxed:  1     2     3     4    5    6    7   8     9   10     Very Anxious 
 
Do you have one or more friends with whom you feel comfortable sharing your most private thoughts?   
_______Yes __________No  
 
Marriage:  
 
How long did you know your spouse before your engagement? ________________________________ 
 
How long were you engaged before you got married?________________________________________ 
 
How long have you been married? ______________________________________________________ 
 
What is your spouse’s age? ______________  His/Her occupation? ____________________________ 
 
Describe your spouse’s personality: 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
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What do you like most about your spouse? 
______________________________________________________________________________________
______________________________________________________________________________________ 
 
What factors detract from your marital satisfaction?   If you are here for marital therapy, please describe the 
problem from your perspective:____________________________________________________________ 
 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
On a scale below, please indicate how satisfied you are with your marriage:  
 Very dissatisfied   1     2     3     4     5    6    7     8    9     10      Very Satisfied  
 
How do you get along with your partner’s friends and family?  
 Very poorly  1      2     3     4    5     6    7     8    9     19      Very well 
 
How  many children do you have?  
 
Please give their names and ages:  
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
Do any of your children present special problems?  _______Yes ________No 
 
If yes, describe:  
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
Any previous marriages?   If so, are there any significant details that affect your life now?  
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
Sexual Relationships:  
 
If there are any relevant details regarding youjr first sexual experience that affect you now, please explain: 
______________________________________________________________________________________
______________________________________________________________________________________ 
 
 
Would you consider yourself to be:  ---------Heterosexual ________Homosexual ________Bisexual  
 
Is your present sex life satisfactory?  _____Yes ________No ________Sometimes 
If no, please explain: 
______________________________________________________________________________________
______________________________________________________________________________________ 
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Please note any sexual concerns not discussed above:  
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
Other Relationships:  
 
Are there any problems in your relationships with people at work? If so please describe: 
______________________________________________________________________________________
______________________________________________________________________________________ 
 
Are there any problems in your relationships with family members?  If so please describe:  
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
Are there any persistent problems in your friendships with the same sex?  With the opposite sex?  
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
BIOLOGICAL FACTORS:  
 
Do you have any current concerns about your physical health?  _______Yes ________No 
 
If yes, please specify:________________________________________________________________ 
_________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
 
Please list any medications you are currently taking: 
 
MEDICATION……………………….. DOSE……..…… START 

DATE 
PURPOSE………….. DOCTOR…………...  

     
     
     
     
     
     
     
     
     
 
Please list any significant medical problems that apply to you or to members of your family:____________ 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
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Please describe any surgery you have had:  (give dates) 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
 
 
NUTRITIONAL: 
 

1. Height_____________Current Weight:_______________ Weight One Year Ago:_____________  
2. Does your weight fluctuate?  If yes, by how much?___________________+/-  than 10 pounds in 

past 6 months? ____yes ___no____Gain or loss?_______ Weight 6 mos Ago_________________ 
3. Have your eating habits changed recently? ___Yes ___No;  If Yes, please describe____________ 

_______________________________________________________________________________ 
4. Do you eat out of depression/boredom/anger/hurt? ___Yes ___No.  If Yes, please describe ______ 

_______________________________________________________________________________ 
_______________________________________________________________________________ 

 
5. Do you think you have a problem with your weight? ___Yes ___No : Please describe__________ 

_______________________________________________________________________________ 
 

6. How many meals per day do you eat? ________ Do you eat “healthy”? ____Yes ____No    
7. How often do you get irritable, shaky or have lightheadedness between meals? _______________  
 
8. Please check which of the following are true for you: 

___I tend to panic if I gain a pound or two   ___I use laxatives and/or diuretics 
___I sometimes make myself vomit to feel better  ___I have a strict exercise regime 
___I spend most of my time thinking about food  ___I panic if I can’t exercise as  
___I eat uncontrollably sometimes           much as I’d like 
___I feel guilt and remorse after eating   ___My periods have become  
___I fast and/or restrict my eating at times          irregular or have stopped  
 

              Describe any of the above:_________________________________________________________ 
 ______________________________________________________________________________ 
 ______________________________________________________________________________ 
 
ACTIVITY/EXERCISE: 

 
1. Do you get regular exercise?___Yes ___No ___Not consistently 
2. Please describe (type, how often, total time spent per week, etc)______________________ 

_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________ 

3. If you don’t exercise consistently, at least 3 times per week, what is the main reason?  
_______________________________________________________________________________
_______________________________________________________________________________
____________________________________________________________________________ 

4. Do you feel lethargic on a regular basis? What time of the day does this usually happen?  
____________________________________________________________________________ 

  
5. Do you feel more energized after you exercise or less? ___________________________________ 
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Please describe any significant memories and experiences that you think your therapist should be 
aware of: 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________   
 
 
 
 
 


