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Symptom Check List

Name:  ____________________________________________________________________

Date of Birth: _____/_____/_____                                Today’s Date: _____/_____/______

1. What is the problem you are seeking help for today?

 FORMCHECKBOX 
Depression

 FORMCHECKBOX 
Anxiety/Panic
 FORMCHECKBOX 
Relationship
 FORMCHECKBOX 
Stress


 FORMCHECKBOX 
Occupation

 FORMCHECKBOX 
Transition

 FORMCHECKBOX 
Loss
 FORMCHECKBOX 
Health


 FORMCHECKBOX 
Substance Abuse
 FORMCHECKBOX 
Family
 FORMCHECKBOX 
Anger
 FORMCHECKBOX 
Other Issue__________________

2. How is this problem (problems) affecting your life?

 FORMCHECKBOX 
Work/school
 FORMCHECKBOX 
Family
 FORMCHECKBOX 
Quality of life           FORMCHECKBOX 
Relationships         FORMCHECKBOX 
Social interactions        FORMCHECKBOX 
Other  _________________________________

3. How long have you been experiencing the problem/s listed above? ___________________________________________________________________

4. List any treatment you have had for mental health issues.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5. Following is a list of symptoms.  Please rate the intensity and duration of the 

       symptoms.






         Rarely
          Often
          Daily

             Early morning waking.


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Difficulty getting to sleep.


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Change in appetite. (increase/decrease)
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 
Sadness/tearfulness.



 FORMCHECKBOX 
          FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Difficulty concentrating.


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 




Fearfulness.




 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Worry.





 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Racing heart.




 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Tension.




 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Stomach upset.



 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Loss of interest.



 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
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        Rarely
         Often
          Daily

Hopelessness.




 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Exhaustion/ lack of energy.


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Restlessness.




 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Irritableness.




 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Isolation from friends/family.


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


Excessive guilt.



 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

6. How well do you think you are dealing with your problems/symptoms?

          Poorly
          Good
       Excellent

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

7. How  many days have you missed work/school in the past month?____________

8. Do you have a medical condition?

Describe_____________________________________________________________


____________________________________________________________________

      9.   What medications are you taking?   _______________________________________

            _____________________________________________________________________

     10.   How often have you used alcohol or drugs in the past month?  _____________ 

            What did you drink/use ___________________________and how much  each  

             episode? _________________________(i.e. Cans, bottles, ounces, glasses)   

Please describe any other concerns you have that are creating stress and/or are a                 part of the problem for which you are seeking help.  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature____________________________________________________________

