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Oasis Counseling International  —  333 W. Norfolk Ave., # 201  —  Norfolk, NE  68701 
   

ADULT PERSONAL HISTORY FORM 
(Revised 4/9/2025 ) 

 

This questionnaire aims to obtain a comprehensive view of your background to save both you and your counselor time.  

Please be complete and accurate.  This material is personal and will be kept confidential to the extent law allows.  No one 

else, not even your closest relative or family doctor, can see this record without your written permission.  Please print or 

write clearly. 
 

Name:      _____________________________________ Date of Birth: ______________  Age: ____________________ 

Address:  _________________________________________________________________________________________ 

                 Street                                                            City                                 State                    Zip 
 

Gender at Birth (Circle):   Female       Male             Race: ______________________________      
 

Living situation (town/farm, house/apartment, etc.): __________________________________ 
 

How did you choose Oasis Counseling? ____________________  Employer/School: _____________________________ 
 

Please list who lives in your home: 
 

Person & relationship        Age                Person & relationship           Age 
 

           

           

           
 

PRESENTING PROBLEM 
 

Please explain why you decided to come in for counseling at this time: _________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
  

Describe how these issues have affected your ability to function (at home, at school, or at work): ____________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
 

Circle any of the following that apply to you, and rate the intensity of the symptoms on a scale of 1-5. 

        (1 being very mild and 5 being intense) 
 

Feel worried_____  Feel depressed_____  Overly watchful_____   Aggressive Behavior_____       
 

Unable to relax_____  Feel disinterested_____  Easily startled_____   Can’t control anger_____       
         

Feel panicky_____  Trouble sleeping_____  Unusually talkative_____  Impulsive reactions_____ 
 

Anxious_____  Vomiting_____  Distractible_____   Hear strange voices_____ 
 

Irritable_____  Feel worthless_____  Can’t make friends_____  Strange sensations_____ 
 

Easily fatigued_____  Thoughts of suicide_____  Can’t keep a job_____   Low self-esteem_____ 
 

Obsessive thoughts_____  Suicide attempts_____  See strange things_____   Nightmares_____ 
              

Loss of control_____  Feel hopeless_____  Procrastinate_____   Feel detached_____      
 

Irresistible urges_____  Periods of crying_____  Guilt_____   Odd behavior_____    
  

Other symptoms or stressors (example: physical/medical, social, family, occupational, financial): ___________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
  

What would you like to achieve through counseling? _______________________________________________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 
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MEDICAL HISTORY 
 

1.  Date of last physical exam:  _____________________________ 

2.  Date of last dental exam: _______________________________ 

3.  Pharmacy:___________________________________________ 
 

 Name and address of primary care physician: ________________________________ (if none, put: N/A) 

Do you give permission to Oasis Counseling International to contact your primary care physician to coordinate 

your treatment? _________   If yes, please sign a Release of Information form.  

 

4. List any medication you are currently taking or have taken in the last six months.   
 

Medication   Dosage    Medication    Dosage    

__________________________________________ _____________________________________________ 

__________________________________________ _____________________________________________ 

__________________________________________ _____________________________________________ 

__________________________________________ _____________________________________________ 
 

5. List any allergies  and reaction to allergens (to include medication, environmental, food, etc.)  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 
 

6.     Have you ever been medically hospitalized and if so, what for? 

 ___________________________________________________________________________________________ 

___________________________________________________________________________________________ 
 

7.  Describe any physical or neurological disabilities, including hearing or vision loss: 

___________________________________________________________________________________________ 

 ___________________________________________________________________________________________ 
  

8.  Describe any severe illnesses or injuries you have had and if these occurred as a child or an adult:  

___________________________________________________________________________________________ 

 ___________________________________________________________________________________________ 
 

9.      Describe any current medical problems or illnesses you are experiencing:  

 ___________________________________________________________________________________________ 

 ___________________________________________________________________________________________ 
 

10.  Describe any significant medical history in your family (parents or grandparents)__________________________ 

___________________________________________________________________________________________ 
 

SOCIAL HISTORY 
 

Please circle the words you would use to describe yourself when you were growing up: 

 

 Wanted       Unwanted       Happy       Unhappy       Special       Insignificant      Different      Lonely   

  

  Active       Daredevil      Fearful       Sad        Athletic       Even-tempered     Shy         Awkward       

 

 Fat       Thin       Outgoing       Withdrawn       Funny       Popular       Used       People-pleaser 
 

Describe any previous significant relationships and explain why they ended (dating, engaged, or married): ____________     

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
 

Please provide a brief job history, including positions held: __________________________________________________ 

__________________________________________________________________________________________________ 

 

Describe any hobbies, sports, volunteer work, or interests you enjoy: __________________________________________ 

__________________________________________________________________________________________________ 
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SPIRITUAL/CULTURAL 
 

How would you explain the culture of your family?  (Please include ethnicity, economic values, spirituality, or anything 

you consider to be significant.  Explain what you felt was helpful and unhelpful.) 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
 

Do you believe in God or a Higher Power beyond yourself? Yes  ____    No ____  If yes, please identify the denomination 

or church background that best describes you currently.  Has this changed over your lifetime, if so, why and how? 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
 

Which of the following statements apply to you? 

 (  )  I have concerns about having religion forced upon me. 

 (  )  I am uncomfortable discussing spiritual issues in my counseling sessions. 

 (  )  I don’t believe in God. 

 (  )  I am interested in knowing God, but He seems far off to me. 

 (  )  I am interested in finding a church home. 

 (  )  God is an important part of my life. 

 (  )  I go to church and read the Bible regularly. 

 (  )  I have a personal relationship with Jesus Christ. 

 (  )  I see God as an important part of the healing process & am open to using spiritual resources in therapy. 
 

How frequently do you access spiritual supports, i.e. church, Bible study, Christian clubs or other? __________________ 

__________________________________________________________________________________________________ 
 

FAMILY HISTORY 
 

Did your biological parents raise you?  Yes ____   No ____    If not, who raised you and why? ______________________ 

__________________________________________________________________________________________________ 
 

If relevant, how old were you when your parents separated or divorced?  _________ Why did they? _________________ 

_________________________________________________________________________________________   (or: N/A) 
 

Describe your relationship with your mother and/or stepmother or both: ________________________________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 
 

Describe your relationship with your father and/or stepfather or both: __________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
 

If your parents abused drugs or alcohol or had other major problems, please describe: _____________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
 

How many siblings do you have? _____  What number are you in the birth order?_____ Describe you relationship with 

your siblings? ______________________________________________________________________________________  

__________________________________________________________________________________________________ 
 

If you have ever lived in a foster home, group home, or any institution-type home, please explain: ___________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
 

Describe any significant events during your childhood and adolescents:      _____________ 

__________________________________________________________________________________________________ 
              

MILITARY 
 

Did you ever serve in the military?  If so, what branch?  Were you discharged honorably or dishonorably?  Please 

describe: __________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
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MARITAL AND/OR INTIMATE RELATIONSHIPS 
 

Are you currently involved in a significant relationship?     Yes _____  No _____ 
 

Circle one:     Single       Married       Separated       Divorced       Widowed       Live-in relationship 
 

Name of spouse/partner/significant other: ________________How long have you two been together? ________________ 
 

Describe your relationship including level of support, communication, and/or struggles: ___________________________     

__________________________________________________________________________________________________ 
 

Does this person(s) use alcohol or drugs?  Yes       No       If yes, explain: _______________________________________       
   

If you are currently involved in any other significant/intimate relationships, please explain: ________________________ 

__________________________________________________________________________________________________ 
 

Do you need help resolving conflict and/or hard feelings between you and another person, please explain: _____________ 

__________________________________________________________________________________________________ 
 

RISK FACTORS & HISTORY OF TRAUMATIC EVENTS: 
 

Please identify (circle) if you have experienced any of the following: 
 

Suicidal Preoccupation/Ideation  Self-Injury or Self-Harming Behavior  Suicide Attempt(s) 
    

Victim of Sexual Molestation/Incest      Victim of Domestic Violence  Witness to Domestic Violence 
 

Victim of Physical Assault/Abuse         Victim of Sexual Assault/Abuse  Victim of Emotional Abuse  
     

Victim of Neglect   Victim of Crime    Serious Accident/Injury  
  

Life Threatening Medical Issues  Traumatic Loss of a Loved One  Victim of a Terrorist Act  
  

War/ Political Violence/ Torture  Incarceration or hospitalization   Victim of Natural Disaster  

(Tornado, Flood, etc.) 

SEXUAL HISTORY 

If you have experienced any of the following, please circle and explain: 
 

abortion                sexual abuse   incest         affairs         frequent change of sexual partners         
 

venereal disease                   impotence    homosexual experiences      confusion about sexual orientation      
 

abortion        impotence        venereal disease(s)  confusion about gender identity 
 

Any other experiences or concerns: _____________________________________________________________________ 

Please explain any of the above items: ___________________________________________________________________ 
 

TREATMENT/COUNSELING HISTORY 
 

If you have ever been hospitalized for psychiatric reasons, please describe when (including dates), where, and why: 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
 

If you have ever been in therapy for Mental Health and/or Substance Use issues before, please describe why, when 

(including dates), with whom, and for how long: __________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
 

How effective was your previous treatment? ______________________________________________________________  
 

Are you currently in recovery/abstinent/clean from alcohol and/or substances?   ____ Yes    ____ No 
 

If yes, what is your longest period of abstinence? __________________________________________________________ 
 

If no, what led to your relapse? ________________________________________________________________________ 
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SOCIAL RELATIONSHIPS: 
 

Describe your friends, peer group, and/or social supports.  What type of people do you associate with?  How would you 

describe them?  _____________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
 

Explain whether the majority of your friends and/or peer are users or non-users of drugs and/or alcohol? ______________ 

__________________________________________________________________________________________________ 
 

RECREATIONAL ACTIVITIES/LEISURE/HOBBIES 
 

List the activities you enjoy doing during your free time.  For each activity indicate whether alcohol and/or drugs were 

involved.  
 

 

EDUCATION / EMPLOYMENT 
 

Highest level of education achieved:    ______ _____________________________________________ 
 

Any additional education attempted (including area of study): ________________________________________________ 
 

Describe any behavior problems you had in school: ________________________________________________________  

     If you were ever expelled or suspended from school, explain why: __________________________________________ 

     Was alcohol/drug use involved? Please explain: ________________________________________________________ 

     Did you participate in any extracurricular activities? _____________________________________________________ 
 

Describe grades in school, include any disabilities or struggles you had: ________________________________________ 

__________________________________________________________________________________________________ 
     

Are you currently employed, where do you work?  _________________________________________________________ 

What is your job title/what do you do? __________________________________________________________________  

How many hours do you work per week? _____________ 
 

LEGAL HISTORY 
 

If you have ever been arrested, detained, or convicted, please describe, list the year(s), and tell the consequence:   

 Description                                                   Year(s)                                 Consequence 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
 

Are you presently involved in the legal system, for example probation, parole, department of health and human services, 

etc.?  Please explain:               

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
 

Explain the extent to which alcohol and/or drugs have been involved in your legal history:  ________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 
 

Please describe if you have ever had thoughts of harming others or been the perpetrator of any kind of abuse or violence: 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

 

 

Activity Alcohol/Drugs (yes/no) 
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SUBSTANCE USE/ABUSE HISTORY 
 

Do you think you have a problem with alcohol, or drugs or both?  Yes _____      No _____     
 

Who is currently encouraging you to stop using alcohol and/or drugs? _________________________________________ 

__________________________________________________________________________________________________ 
     

If you have used any of the following drugs, please fill in the information requested in this chart: 
 

 

Typical Amount 

 

Frequency  

 

 

How Taken/Administered  

oral, nasal, smoke, IV, other 

 

Date (Age) 

of First Use 

Date (Age) 

of Last Use 

Alcohol 
 

 

    

Amphetamine/ 

Methamphetamine 

 

 

 

    

Marijuana/ 

Synthetics/Dabs 

 

 

 

    

Cocaine/Crack 
     

Hallucinogens 

(Mushrooms, PCP, 

LSD) 

     

Bath Salts 
     

Inhalants 
     

K2 
     

Opiates or Heroin 
     

Club Drugs 
     

Sedatives 
     

Abuse of 

Medications 

(Prescribed or OTC) 

     

Caffeine 
     

Nicotine/Vape 
     

Other: ____________ 
     

 

Have you ever participated in a Medication Assisted Treatment (MAT) programming?  ____ Yes  _____ No 
 

Would you be interested in participating in the Oasis Medication Assisted Treatment (MAT) programming to assist you in 

your recovery? ____ Yes  _____ No  ____ N/A 
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STRENGTHS, NEEDS, ABILITIES, AND PREFERENCES 

 

Please list any supports, including family members, friends, or others whom you can ask for help or talk to when you need 

support. ___________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
 

Please describe any personal strengths, talents, skills, abilities, or accomplishments: ______________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
 

Please describe any personal weaknesses and needs you have: ________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
 

Describe any preferences for therapy (language, learning style, approach): ______________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
 

COMMUNITY ACCESS AND SUPPORTS 
 

Please list any family members, friends, or others whom you can ask for help or talk to when you need support.  

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
 

Please list agencies/providers you work with (i.e. doctors, other providers, community agencies, vocational program, etc.) 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

 

_______________________________________________ _____________________ 

Signature       Date 
  

With my signature and date, I agree that the information in this history form is true to the best of my knowledge.     
 

Thank you for your time and effort in completing this form as thoroughly as possible! 

 


