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Confidential Adolescent Questionnaire
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Name: ______________________________________________________________________Today’s Date: ___________________
Address: ______________________________________________________________Age: _______ Identified Gender: _________ 
1) Why are you coming to counseling?  (please check the reasons that apply):
· ____ It was my idea (I wanted to come)
· ____ It was my parent’s idea (My parents wanted me to come)
· ____ The school recommended it.
· ____ Social worker recommended it.
· ____ Someone else recommended it (Who? ___________________________________________)
2) What problem(s) do you wish to address in counseling? _____________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
How long have you had this/these problem(s)? _________________________________________________________________
Have you had this/these problem(s) in the past? ___________ If yes, when?_________________________________________
3) What would you like to get from this counseling? ___________________________________________________________
4) What would you like to change about yourself in counseling? ________________________________________________
5) Have you ever been in counseling before?  Yes___	No___ 	If yes, was it helpful? ______________________________
6) Please check all the items below that you believe apply to you, even if they are not what you would like to work on during counseling: 
_____ Disturbing thoughts	_____ Self-cutting 	_____ Skip school	_____ Problems with parents	
_____ Failing in school		_____ Nightmares 	_____ Restless 		_____ Problems with brothers/sisters
_____ Eat too much		_____ Over-reactive 	_____ Depression 	_____ Problems with my friends
_____ Eat too little		_____ Destructive 	_____ Running away	_____ Boyfriend/girlfriend problems  
_____ Poor concentration	_____ Fearful 		_____ Stubborn		_____ Low frustration tolerance
_____ Neglect Homework	_____ Restless		_____ Always tired	_____ Lack respect for authority
_____ Often teased/bullied	_____ Waste time	_____ Often sick	_____ Like to be alone 
_____ Overly sensitive		_____ Moody		_____ Irritable		_____ Show concern for others
_____ Cruel to animals		_____ Sell drugs 	_____ Fights		_____ Problems in school
_____ Use alcohol		_____ Withdraw	_____ Steals		_____ Talking about wanting to die	 
_____ Use street drugs		_____ Shyness		_____ Unhappy		_____ Have attempted suicide
_____ Sexual issues		_____ Mood swings	_____ Nervous		_____ Trouble making friends 
_____ Recent loss by death	_____ Self-conscious	_____ Lonely		_____ Low self-confidence
_____ Physically abused		_____ Overweight	_____ Anxious		_____ Have had a traumatic experience
_____ Sexually abused		_____ Underweight	_____ Bed wetting	_____ Sleeping problems 		
7) When was the happiest period in your life? _________________________________________________________________
8) When was the unhappiest period in your life? ______________________________________________________________
9) Who are the 3 people you are closest to right now?
· _____________________________________________________________
· _____________________________________________________________
· _____________________________________________________________
10) When you have problems, do you talk to anyone about them? Yes____	No____
11) Who lives at your house? _________________________________________________________________________
________________________________________________________________________________________________
Is there anyone in your family who doesn’t live at your house? Yes___ 	No___
If Yes, Who? ________________________________________________________________________________
12) Have you ever been sexually active?  Yes___     No____ If yes, when? ________________________________
13) Are you currently involved in a sexual relationship?	Yes___	No___
14) Would you like information on birth control or safe sex?    	Yes___	No___
15) Please check the following substances or street drugs that you have used:
				How Often				When Last Used
	___ Tobacco	____________________________________________	___________________
	___ Alcohol	____________________________________________	___________________
___ Marijuana____________________________________________	___________________
___ LSD	____________________________________________	___________________
___ Cocaine	____________________________________________	___________________
___ Crank	____________________________________________	___________________
___ Ecstasy	____________________________________________	___________________
___ Speed	____________________________________________	___________________
___ Heroin	____________________________________________	___________________
___ PCP	____________________________________________	___________________
___ Other	____________________________________________	___________________
16)	Has anyone ever been concerned about your drug/alcohol use?  Yes___     No___ If yes, who?______________
17) Who in your family has a problem with alcohol or drugs? _____________________________________________
18) Who in your family has been mentally ill? _________________________________________________________
19) Have you ever seriously wanted to kill yourself? Yes ___    No___  If yes, when? _______________________
20) Have you felt like killing yourself in the past week? Yes___   No___  If yes, did you tell someone? _________
21) Have you ever tried to kill yourself? Yes___   No___  If yes, when? __________________________________
22) Have you ever seriously wanted to kill another person  Yes___  No___ 
	If yes to # 22,  who? _____________________and when?______________________________________
23) What are two of your weaknesses?    1)___________________________	2)______________________________
24) What are two of your best qualities? 1)___________________________	2)______________________________
25) Have you ever tried meditation? Yes ___ No ___ If yes, when? _______________________If no, would you be open to trying it? Yes __ No__


Signed_____________________________________________________________________Date_________________________________________
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