ADOLESCENT DATA SUMMARY

							Today’s Date: _________________

Name: _________________________________________________

RESIDENCE:
Address: ______________________ City: _____________ State: ______ Zip: _______
Home Phone: __________________ School: ___________________ Grade: ________

Whose idea was it for you to be seen here today? ___ Mine  ___ Parent(s)  ___ Other
  If someone other than you, are you okay with this idea? ___ No ___ Yes ___ Not sure

For what problems are you seeking counseling? _______________________________
______________________________________________________________________
Have you ever seen a counselor in the past? ___ No ___ Yes
   If so, whom? _________________________________________________________
   When did you see the counselor? ________________________________________
   Why did you see the counselor? _________________________________________
   How was it helpful? ___________________________________________________
   What wasn’t helpful? __________________________________________________

FAMILY:

With whom do you live? __________________________________________________

Have you ever lived with anyone other than your parents? _______________________
With whom? ___________________________ How old were you? ________________

What is your parents’ relationship like with each other? __________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe your mother’s personality: _________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________


Describe your relationship with your mother (good and bad aspects): _______________ ____________________________________________________________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________

Describe your father’s personality: __________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe your relationship with your father (good and bad aspects): ________________ ____________________________________________________________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________

Kind of punishment:
_____ Sends you to your room			_____ Spanks/hits
_____ Takes away privileges			_____ Extra chores
_____ Grounds you
_____ Other: ___________________________________________________________
______________________________________________________________________

SYMPTOMS:

Have you had any of the following experiences of problems, now or in the past?

	
	Current
	Past

	Restless and unable to sit still
	
	

	Act without thinking
	
	

	Difficulty paying attention
	
	

	Low motivation
	
	

	Short attention span
	
	

	Easily frustrated
	
	

	Easily distracted
	
	

	Daydream or fantasize a lot
	
	

	Temper outbursts
	
	

	Uncooperative
	
	

	Back talk
	
	



	
	Current
	Past

	Hard to admit mistakes
	
	

	Argue a lot
	
	

	Enjoy “bugging” people
	
	

	Swear or use obscene language
	
	

	Easily annoyed by others
	
	

	
	
	

	Use alcohol/drugs
	
	

	Smoke cigarettes
	
	

	Rebellious attitude or behavior
	
	

	Damaged property
	
	

	Want to run away from home
	
	

	Stolen things
	
	

	Have run away from home
	
	

	Hurt animals
	
	

	Sneak out at night
	
	

	Hurt people
	
	

	Sexual problems
	
	

	Problems with the law
	
	

	Fire-setting
	
	

	Been arrested, in jail or on probation
	
	

	
	
	

	Nervous/can’t relax
	
	

	Worry more than others
	
	

	Very anxious
	
	

	Worry a lot about past behavior
	
	

	Unusual fears or phobias
	
	

	Panic
	
	

	Overly concerned about germs, safety and/or health issues
	
	

	Repeat an act over and over that isn’t necessary (e.g. check locks, counting)
	
	

	
	
	

	Seem confused a lot
	
	

	Can’t control body movement
	
	

	Not knowing where you are
	
	

	Feeling odd or different than other people
	
	

	Blurred or double vision
	
	

	Slurred speech
	
	

	Eat little or fast to lose weight
	
	

	Vomit food intentionally
	
	

	Gorge food
	
	

	Hearing voices or seeing things that aren’t there
	
	

	Headache
	
	

	
	
	

	
	Current
	Past

	Sadness, crying and/or depression
	
	

	Hard to make decisions
	
	

	Irritable/angry
	
	

	Withdrawn from others
	
	

	Trouble concentrating
	
	

	Trouble going to sleep
	
	

	Memory problems
	
	

	Restless sleep, wake up frequently
	
	

	Nothing fun anymore
	
	

	Wake up very early and can’t go back to sleep
	
	

	Low self-esteem
	
	

	Sleep too much
	
	

	Feeling tired and fatigued
	
	

	Nightmares, night fears
	
	

	Weight gain or weight loss
	
	

	Have thought of ending your life
	
	

	Have made suicide attempt(s)
	
	



Look back at the concerns you checked off and circle the ones that are the most problematic for you currently. Please put a numerical ranking next to those that you have circled and rank them in order of severity. A ranking of 1 is the most severe, a 2 the second most severe, and so on. If you have any ideas on how to address these problems please list them as well as any expectations you might have of how therapy can help you address these issues:
____________________________________________________________________________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Check the boxes that describe your relationship with others:
 
____ Prefer to be alone					_____ I have a best friend
____ Alone a lot, but dislike this and feel lonely		_____ I have a lot of friends
____ Problems getting along with others			_____ I go out with friends
____ Family member drinks too much			_____ Shy
____ Conflict with my parents or stepparents	
____ Family member uses drugs
____ Getting picked on a lot by peers



RELATIONSHIP HISTORY
Single  Boyfriend/Girlfriend  

If currently in a relationship, when did it start?  _________________

Describe your boyfriend/girlfriend’s personality (good and bad aspects): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Describe your relationship (good and bad aspects): ____________________________________________________________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________

If you’ve had more than one relationship, please list:
						Person’s age       Your age		  Your age
	Name of person			when started	     when started	when ended

First _________________________	__________	    ___________	__________
(Reasons for ending) ____________________________________________________
Second_________________________	__________	    ___________	__________
(Reasons for ending) ____________________________________________________

I have had these problems at school:
____ Difficulties with classmates			____ Learning problems
____ Not having friends at school			____ Have been on detention
____ Not getting along with teachers		____ Been suspended (# of times ____)
____ Cutting school or classes			____ Been expelled (# of times ____)
____ Poor grades					____ Getting into fights at school






[bookmark: _GoBack]Additional comments:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

This information will be kept strictly confidential; it will be released (to anyone, including your parents) only with your informed consent. Thank you for your cooperation.

							Romney Ryan, Ph.D.
							Clinical Psychologist
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