POULTER COUNSELLING
Brief Wellness History

Name: ____________________________              



       DOB: _______________________ 

Today’s Date: ______________________
A. Medical Health:

How would you describe your general health? __________________________________________________________
Any recent major illnesses or problems, recurrent or chronic conditions? _____________________________________
_______________________________________________________________________________________________
Are you taking any medication? Yes No. If yes, what and for what reason? ____________________________________
_______________________________________________________________________________________________
Do you have problems sleeping, eating, changes in appetite? Physical symptoms that trouble you such as heart rate fluctuations, stomach aches, sweating, dizziness, breathing difficulties or pain? Any changes in memory/ concentration? 
If so please describe:  ______________________________________________________________________________
________________________________________________________________________________________________
What is the name of your doctor? _____________________ Date of last medical exam___________________________ 

Do you exercise regularly? Yes No.
B. Mental Health: 
Have you had any previous therapy/counselling? Yes No. If yes, please describe when and for how long?  
________________________________________________________________________________________________
Was it helpful? Yes No. If yes, what was helpful? _________________________________________________________ 
Have you ever been hospitalized for psychiatric treatment before? Yes No. _____________________________________
Have you ever had any thoughts of suicide? Yes No. If yes, when_____________________________________________
Do you have any thoughts now? Yes No. ________________________________________________________________
Have you ever been physically abused in any way (physical, emotionally or sexually) now or previously?  Yes No. 
If yes, please explain________________________________________________________________________________
D. Substance Use History:

Have you ever abused street drugs, alcohol, or prescription medications? Yes No. 

Type of Substance: ____________________________When did you last Use: ___________________________________
Have you ever received treatment? Yes No. If yes, when? ___________________________________________________
Do you smoke? Yes No. Approximately how much per day? __________________________________________________
Do you drink coffee? Yes No. Approximately how much per day? ______________________________________________
Do you drink alcohol? Yes No. Approximately how much per week? ____________________________________________
Have you ever had any involvement with the legal or criminal justice system? Yes No. 

C. Family History:

How would you describe your childhood? ________________________________________________________________

Do you recall any significant or painful childhood experiences? _______________________________________________
Do your parents or family members have any significant emotional, medical, or substance abuse problems? _________________________________________________________________________________________________
D. Goals: What are your goals for therapy? What would you like to be different as a result of coming to therapy? How will we know that we have accomplished your goals? 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
Thank you.
