Name _____________________________________________________________








Date of Birth: __________________

BACKGROUND FOR PERSONAL LIFE COACHING

PROBLEMS AND GOALS (To be completed by patient)

1.
What are your goals?

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

2.
What are the positive attributes that you have do you feel can help you accomplish these goals?

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

3.
Problem areas:


Emotional:

_____________________________________________


Physical:

_____________________________________________


Social:

_____________________________________________


Marital:

_____________________________________________


Legal:

_____________________________________________


Occupational:
_____________________________________________


Alcohol/Drug:
_____________________________________________


Spiritual:

_____________________________________________


Other:

_____________________________________________





_____________________________________________





_____________________________________________

ALCOHOL USE (To be completed by patient)

1.
In what way has your use of alcohol created problems for you in the above areas?

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

2.
Describe your drinking pattern.

Are you a periodic drinker?
Yes  No

Daily?

Yes  No

Binge drinker?
Yes  No

What do you drink?  __________________________________________


With whom?   ________________________________________________

3.
Have you ever experienced accidents or sickness connected with your drinking?
Yes  No

__________________________________________________________________

__________________________________________________________________

4.
Have you ever had any legal problems related to your drinking?

__________________________________________________________________

__________________________________________________________________

5.
Have you noticed any change in the amount of alcohol you consume?

__________________________________________________________________

__________________________________________________________________

Change in kind of alcohol you drink?

__________________________________________________________________

__________________________________________________________________

6.
Is there any history of drinking problems in your family?

__________________________________________________________________

__________________________________________________________________

7.
Have you ever attended Alcoholic Anonymous (AA)?

__________________________________________________________________

8.
Do you think you have a drinking problem?

__________________________________________________________________

DRUGS
1.
Give a brief history of drugs (include amount taken, frequency of use,

addiction, abuse, etc.)

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

MENTAL HEALTH STATUS (To be completed by patient)
1.
Have you ever felt sad over a prolonged period of time?

__________________________________________________________________

2.
Do you feel “down” or anxious about anything?

__________________________________________________________________

3.
Do you feel guilty, feel a need for punishment?

__________________________________________________________________

4.
Do you have suicidal thoughts?
___ Plans?

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

5.
Do you feel despair (a sense of hopelessness)? 
__________________________________________________________________

6.
Do you have problems with sleeping? ____
Appetite? ____

Weight loss? ____

Motivation? ____

7.
Do you have nameless fears or anxieties?

__________________________________________________________________

8.
Do you have a fear of losing control or hurting others or yourself?

__________________________________________________________________

9.
Do you find yourself doing things to yourself or other people that you do

not wish to do?

__________________________________________________________________

__________________________________________________________________

SOCIAL ASSESSMENT (To be completed by patient)

1.
Family status:


a.
With whom do you live?


____________________________________________________________


b.
Does this person/people regularly use alcohol/drugs?


____________________________________________________________


c.
Do you feel close and able to communicate with other family members?  Explain:


____________________________________________________________


____________________________________________________________


____________________________________________________________


d.
Do you feel comfortable with your role in the important relationships in your life?


____________________________________________________________


____________________________________________________________


____________________________________________________________


If no, what would you change?


____________________________________________________________


____________________________________________________________

2.
Define your original family.

_________________________________________________________________

_________________________________________________________________

Do you life with both your mother and father?
Yes  No


a.
How many brothers and sisters?


____________________________________________________________


b.
What ages?


____________________________________________________________


c.
Where were you in the birth order (oldest, youngest, middle, etc.)?


____________________________________________________________


d.
How did the family get along?


____________________________________________________________


____________________________________________________________


e.
What is/was your role in the family (i.e., overbearing, over

conforming)?


____________________________________________________________


f.
How did your parents get along?


____________________________________________________________


g.
Describe your relationship with your mother.


____________________________________________________________


h.
Describe your relationship with your father.


____________________________________________________________


i.
What kind of problems did your family have?


____________________________________________________________


____________________________________________________________


____________________________________________________________

3.
Did you grow up with biological or adoptive parents?

_________________________________________________________________

4.
Have your parents ever been divorced?
Yes  No

5.
Have any of these areas bothered you?
Yes  No
Which one and why?

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

6.
Have you ever had any major physical problems?

_________________________________________________________________

7.
Have you ever been hospitalized?

_________________________________________________________________

_________________________________________________________________

8.
Are you currently on any medication?
Yes  No

Please give names and dosages and for what they are used.

_________________________________________________________________

_________________________________________________________________

9.
Have you experienced verbal, physical, or sexual abuse as a child?



Yes  No

Please explain it:

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

Who was the perpetrator?

_________________________________________________________________

10.
Have you experienced verbal, physical, or sexual abuse as an adult?
Yes  No

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

11.
Are you presently married?
Single?
Separated?

Divorced?

Widowed?

a. How many times have you been married?


____________________________________________________________


b.
Are you living alone? ___
With a spouse? ___

With a friend? ___

With family? ___

c.
If living with spouse, family, or friend, describe the relationship.


____________________________________________________________


____________________________________________________________


____________________________________________________________


d.
Can you list specific areas of the relationship which you would

like to see change?


____________________________________________________________


____________________________________________________________


____________________________________________________________

14.
Do you have children?

Yes  No
If yes, please list names and ages.


____________________________________________________________


____________________________________________________________


____________________________________________________________


a.
What is the part you play in the family system you live in now? (i.e., wage earner or other)


____________________________________________________________


____________________________________________________________


____________________________________________________________

EDUCATIONAL ASSESSMENT (To be completed by the patient)

1.
Years of schooling:
8 years or less ____
8-11 years ____

High School diploma ____
G.E.D. ____
College Degree ____

Other ___________________________________________________________

a. How did you do in school?

____________________________________________________________


____________________________________________________________


Academically?


____________________________________________________________


Socially?


____________________________________________________________


Any discipline problems?


____________________________________________________________

2.
Are you presently a student?

Yes  No

3.
Are you working now?

Yes  No

VOCATIONAL ASSESSMENT (To be completed by the patient)
1.
Do you have a job?
Yes  No


If yes, how long have you held this job?  _________________________


a.
What is your present job?


____________________________________________________________


b.
Do you like your job?

Yes  No


c.
What job has given you the most satisfaction?


____________________________________________________________


d.
In what skills have you earned training?


____________________________________________________________

2.
Give your job history from present job to first job.

Dates

Company


Position

Reason for Leaving
__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

3.
Are you a “square peg in a round hole” in your place of work?   Yes  No

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

4.
If you are not working or would like to change your work:


a.
What kind of training would you like to have?


____________________________________________________________


b.
What kind of job would you like to have?


____________________________________________________________

5.
Does your life differ from your work, or is your life your work?

__________________________________________________________________

__________________________________________________________________

MILITARY SERVICE (To be completed by patient)
1.
What branch of service were you in?  ____________________________

2.
Dates of service?  _____________________________________________

3.
Type of discharge?  ___________________________________________

4.
Discipline problems?   _________________________________________

5.
Feelings about experience? _____________________________________

ACTIVITIES ASSESSMENT (To be completed by patient)

1.
What are your special interests?

__________________________________________________________________

2.
What are your hobbies?

__________________________________________________________________

3.
What are your healthy forms of relaxation?

__________________________________________________________________

4.
What things do you do to celebrate successes?

__________________________________________________________________

__________________________________________________________________

5.
What things do you do to entertain yourself on long weekends, holidays, and vacations?

__________________________________________________________________

__________________________________________________________________

6.
When do you enjoy yourself the most?

__________________________________________________________________

__________________________________________________________________

SPIRITUAL ASSESSMENT (To be completed by patient)

1.
What religion were you raised?

__________________________________________________________________

2.
Have you ever had God reveal Himself to you?

Yes  No

If so, what was the experience?

__________________________________________________________________

__________________________________________________________________

3.
Does your spiritual life have an effect on how you act at home or work?
__________________________________________________________________

__________________________________________________________________

4.
Do you find a meaning to your life?

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

NUTRITIONAL ASSESSMENT (To be completed by patient)
1.
What are your eating patterns?


Breakfast?  ____

What?


____________________________________________________________


Lunch?  ____

What?


____________________________________________________________


Supper?  ____

What?


____________________________________________________________


Snacks?  ____

What?


____________________________________________________________

2.
Do your eating patterns change when you are emotionally up or when

you are depressed?

__________________________________________________________________

__________________________________________________________________

3.
Do you avoid excessive amounts of salt? ___
Fats? ___
Sugar? ___

4.
Do you take vitamins or minerals? ___
What kind?

__________________________________________________________________

5.
Do you use caffeine such as in coffee, colas? ___     How much? _______

SELF-ASSESSMENT (To be completed by the patient)

1.
On a scale of 1-10 (1=poor – 10=excellent), rate this person’s level of:

How you feel towards yourself?

__________________________________________________________________

Self-forgiveness?

__________________________________________________________________

Acceptance of others?

__________________________________________________________________
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