
Goals and Description of Needs

Please print neatly.  Please use the backs of these pages for elaboration of any answers.  Thank you.  [If this is completed by a couple, please indicate if the answer is one on which you agree and who is answering for separate answers.  The background information is important to understand factors that may influence your current needs and resources.]

Client(s) Name: ____________________________
Date of Birth(s): ____________ 

Date completing this form:________________
Date of first appointment: __________________

What are the most important needs that you want me to focus my initial intervention? Or assessment?

a.

b.

c.

Please list at least three of your strengths or best qualities.

a.

b.

c.

Who (other than yourself) is the most concerned about and/or impacted by these needs?

Please list any medications you are currently taking, the reason for the medication and the name(s) of the prescribing physician(s).

Were there any complications during your mother's pregnancy (including any substance use – including tobacco, prescription medications and alcohol) with you or your birth?  If so, please briefly describe.

Please briefly describe any significant medical problems you have faced or with which you are currently dealing.  

Please briefly describe any developmental concerns or problems you have faced or with which you are currently dealing.

Was there anything noteworthy about your school performance or behavior?

Do you have friends that you really trust and in whom you confide?

What sorts of activities do you enjoy?  

Please list any family history of depression, anxiety, alcohol abuse or addiction or other addictions, schizophrenia or any other mental illness history for your extended family.

12.   Please briefly list any abuse (e.g., physical, sexual, emotional, verbal) or neglect  you have experienced in your life.

Please review this list and circle any symptoms you are experiencing.  Also, please note the approximate duration of time for which you have noticed the symptom circled and any marked changes.  Please include historical issues and note the time frame beside the item.  Please list any additional concerns on the back or bottom of this page.

Few or no friends

High level of family conflict

High level of peer conflict

No interest in interacting with peers or family

Obsessive or compulsive behaviors or thoughts

Very upset by unexpected changes

Often makes a careless mistake

Often has difficulty in sustaining attention in tasks or play

Often doesn’t seem to listen when spoken to directly

Has difficulty with daily personal needs (e.g., grooming, managing checking account, maintaining reasonably neat household, getting to work or to other personal commitments)

Nightmares

Verbal or physical aggression toward any person or animal

Self-injurious behavior 

Frequently hurting self by accident

Marked changes observed in behavior or emotions

Appears to have a low tolerance for frustration

Cries frequently

Wish to harm self, be dead, harm someone else or run away

Bites nails or has another anxiety behavior

Lacks interest or energy in activities

Appears to be very sensitive to sounds, smells, light or noises

Appears to be withdrawn in social settings

Binge eating

Purging (e.g., self-induced vomiting, use of laxatives)

Overly restricting food intake

Difficulty sleeping (e.g., trouble getting to sleep, mid-cycle waking, waking early, sleeping in excess of 8 hours regularly)

Lots of physical aches and pains

Significant life changes in the last year (e.g., move, job change, change in marital status, death of loved one. etc.)

Please also list any other important information about your needs or symptoms.


