Welcome to the Bert Nash Center! Our goal is to help you reach your goals in the most efficient and effective way.
That’s why we’ve developed this questionnaire in addition to asking you to fill out he Child Behavior Checklist forms
before your first session.

This questionnaire should be completed by parents of children twelve and under, and by teenagers themselves. If there
are questions you are uncomfortable answering, wait and discuss them with your therapist. Upon completion, please give

this questionnaire to the receptionist. The information will become part of your confidential record.

Client Name: Date:

Who is filling out this questionnaire?

1. Please state in your own words why you are coming to the Bert Nash Center at this time:

2. How long have you had these concerns?

3. How do you hope to benefit from our services?

4. Health Status Review

When was the last time the client had a physical exam?

Does the client use alcohol or other drugs?
Alcohol - [] Yes [INo Other drugs - [ ] Yes [1No

In the first column of boxes, please check any of the following the client may have currently; in the second column, please

check any the client may have had in the past.
Current In the Past Current In the Past Current In the Past

| [0 - No Handicap 00 O ] - Parkinson’s Disease 21  [] [] - Eating Disorder 40
= [0 - Organic Problem in Communication 02 [] E3 - Tuberculosis 22 O [] - Overweight 41
O [(] - Severe Visual Impairment 03 B Il - Cirrhosis 23 =] [] - Underweight 42
| [J - Severe Hearing Loss 04 &= [ - Alzheimer’s Disease 24 [] [ - Sleep Disorder 43
] [J - Difficulties in Ambulation 05 5] [E] - Korsakoff’s Syndrome 25 [] [] - Menopause 44
O [0 - Developmental Disability 07 = ] - Seizure Disorder 26 = [] - Urinary Tract Infection 45
O [0 - Fibromyalgia 08 B [l - Stroke 27 ] [] - Crohn’s Disease 46
[ [0 - Mental Retardation 09 [ 2] - Blood Clots 28 = [ - Other 47
=] [0 - Diabetes 10 B E - Leukemia 29 if other, describe:
El [0 - High Blood Pressure 11 o ] - Arthritis 30
] [ - Immune System Suppression 12 [=] L] - Ulcers 31
L] [0 - Chronic Pain 13 # ] - Asthma 32
[ i - Hepatitis 14 = ] - Allergies 33
] [ - Multiple Sclerosis 15 E=] [ - Pregnancy 34
O [ - Heart Problems 16 | ] - Head Injury 35
B [0 - Thyroid Problems 17 [L] i - Irritable Bowel Syndrome 36
] [0 -Emphysema 18 J L] - Constipation 37
] | - Cancer 19 | O - Diarrhea 38
O [0 -Polio20 Cl [i] - Anemia 39
Does the client smoke/chew tobacco? [ ] No [] Yes If yes, how many years?
When did he/she stop? _, How many cigarettes per day?
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