Dennis R. Verville, Psy.D.                                                    1101 Lake Street, Suite 405-D

Licensed Clinical Psychologist                                                       Oak Park, Illinois 60301

                                                                                                             Phone: 708-205-8028

                                                                                                                 Fax: 844-996-1345
________________________________________________________________________                                                                                                                                
Social History - Adult

Patient Name: ________________________
__________

Date: _____________
Patient Information

1. Age: ___
Gender:  FORMCHECKBOX 
 Male  FORMCHECKBOX 
Female

2. Race:  FORMCHECKBOX 
 White  FORMCHECKBOX 
 African American  FORMCHECKBOX 
 Hispanic  FORMCHECKBOX 
 Asian  FORMCHECKBOX 
 Biracial
   FORMCHECKBOX 
 Other _______________________________________________ 

3. Religion:  FORMCHECKBOX 
 Christian  FORMCHECKBOX 
Jewish  FORMCHECKBOX 
 Muslim  FORMCHECKBOX 
 Buddhist  FORMCHECKBOX 
 None


         FORMCHECKBOX 
 Other: _____________________ 

4. Marital Status:  FORMCHECKBOX 
 Single  FORMCHECKBOX 
 Married  FORMCHECKBOX 
 Separated  FORMCHECKBOX 
 Divorced  FORMCHECKBOX 
 Widowed


a. Years married, separated, divorced or widowed: _______


b. Number of children: _____


c. If divorced, who has custody of any children born of the relationship?



1.  FORMCHECKBOX 
 Self
2.  FORMCHECKBOX 
 Ex-spouse      3.  FORMCHECKBOX 
 Joint custody    4.  FORMCHECKBOX 
 Other
5. Current Employment

a.  FORMCHECKBOX 
 Unemployed  FORMCHECKBOX 
 Part Time Employment  FORMCHECKBOX 
 Full Time Employment



 FORMCHECKBOX 
 Disabled  FORMCHECKBOX 
 Retired  FORMCHECKBOX 
 Student

b. Current Job Title: __________________________ Years in Position: _______
Current Living Situation

1. Household Members
Name



Age

Relationship

Occupation/Grade

a. _________________
____

__________

__________________ 
b. _________________
____

__________

__________________

c. _________________
____

__________

__________________

d. _________________
____

__________

__________________
Personal History
1. Academic History:

a. Highest Level of Education

 

 FORMCHECKBOX 
 Elementary School  FORMCHECKBOX 
  Some High School  FORMCHECKBOX 
  High School Graduate 

 FORMCHECKBOX 
 Associates Degree   FORMCHECKBOX 
 Bachelor’s Degree   FORMCHECKBOX 
 Graduate School Degree
2. Military History:  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes


a. If yes,  FORMCHECKBOX 
 Army  FORMCHECKBOX 
 Navy  FORMCHECKBOX 
 Air Force  FORMCHECKBOX 
 Marines

b. Type of Discharge:  FORMCHECKBOX 
 Medical  FORMCHECKBOX 
 Honorable  FORMCHECKBOX 
 Dishonorable  FORMCHECKBOX 
 Other
3. Medical History

a. Current Medical Status



1. Allergies: 
 FORMCHECKBOX 
 None  FORMCHECKBOX 
 Seasonal  FORMCHECKBOX 
 Food  FORMCHECKBOX 
 Pets  FORMCHECKBOX 
 Nuts  FORMCHECKBOX 
 Latex 

 FORMCHECKBOX 
 Other ________________________________


2. Current Medical Problems:  FORMCHECKBOX 
 None  FORMCHECKBOX 
 Yes




a. If yes, please list: _________________________________ 





________________________________________________




________________________________________________  




b. Current Prescribed Medications:  FORMCHECKBOX 
 None _________________ 




________________________________________________




________________________________________________ 



3. Date of most recent physical exam:_____________________________




a. Results/Findings:______________________________________

b. Past Medical Problems:  FORMCHECKBOX 
 None


1.  FORMCHECKBOX 
 Seizures  FORMCHECKBOX 
 Fainting  FORMCHECKBOX 
 Chronic Headaches
     FORMCHECKBOX 
 Head Injury/Trauma



 FORMCHECKBOX 
 Other



a. Describe:____________________________________________


2. Past Medical Treatment




a. Emergency Room Treatments  FORMCHECKBOX 
 No  FORMCHECKBOX 
Yes





1. If yes, approximate dates and reasons for treatments:






__________________________________________ 






__________________________________________ 




b. Medical Hospitalizations:
 FORMCHECKBOX 
 No  FORMCHECKBOX 
Yes





1. If yes, approximately dates and reasons for admission:






__________________________________________ 






__________________________________________ 

4. Mental Health History


a. Outpatient Psychotherapy:  FORMCHECKBOX 
 None  FORMCHECKBOX 
 Yes



1. If yes, problem(s) that lead to the treatment: ______________________ 



______________________________________________________


2. Approximate dates of treatment________________________________



________________________________________________​​​​​​​​​​​______


3. Was the treatment helpful?   FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes




c. Why/Why Not: _______________________________________



______________________________________________________
b. Inpatient Psychiatric Hospitalization (s):  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

1. If yes, approximate dates and problem(s) that lead to hospitalization:



______________________________________________________ 
______________________________________________________

______________________________________________________

c. Family Mental Health Problems


1.  FORMCHECKBOX 
 None  FORMCHECKBOX 
 Yes

a. If yes, what were the problems and who suffered with them:

______________________________________________________ 

______________________________________________________                                                                  
5. Substance Use History


a. Alcohol Use  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

1. If yes, amount used and frequency: _____________________________________________________


2. History of Alcohol Treatment  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes



a. If yes, when and where: ________________________________ 



 _____________________________________________________

b. Illegal Drug Use  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

1. If yes, drugs used, amount, and frequency: _____________________________________________________


2.  History of Drug Treatment  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes




a. If yes, when and where:________________________________



    ____________________________________________________


c. Prescription Drug Use  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

1. If yes, drugs used, amount, and frequency: _______________________

______________________________________________________



2. History of Drug Treatment:  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes



a. If yes, when and where:________________________________



    ____________________________________________________
d. Non-prescription Drug Use  FORMCHECKBOX 
 No  FORMCHECKBOX 
Yes



1. If yes, drugs used and frequency: ______________________________



______________________________________________________



2. History of Drug Treatment:  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes




a. If yes, when and where: ________________________________



    ____________________________________________________


e. Tobacco Use  FORMCHECKBOX 
No  FORMCHECKBOX 
 Yes



1. If yes, describe use: _________________________________________



    __________________________________________________________

6. Childhood Physical/Sexual Abuse History


 FORMCHECKBOX 
 None  FORMCHECKBOX 
 Physical Abuse  FORMCHECKBOX 
 Sexual Abuse


1. If yes, when and by whom: ___________________________________


    __________________________________________________________


2. Was it reported to the police or the Department of Family and Children



     Services?   FORMCHECKBOX 
 No  FORMCHECKBOX 
Yes



3. Outcome: _________________________________________________




         _________________________________________________




         _________________________________________________




         _________________________________________________
7. Legal History


a. Arrests  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes



1. If yes, charges filed:_________________________________________


2. Convictions:  FORMCHECKBOX 
No  FORMCHECKBOX 
Yes



a. Number: ________

3. Incarcerations:  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes




a. Number: ________ 
Hobbies, Volunteer Work, and Special Interests
1. Hobbies  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes


a. If yes, identify ___________________________________________________
2. Volunteer Activities  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes 

a. If yes, identify activity _____________________________________________
3. Service Organizations  FORMCHECKBOX 
 No  FORMCHECKBOX 
Yes
3. Special Talents and Skills  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes


a. If yes, identify ______________________________________________

  Treatment Goals

What do you want to accomplish in treatment?

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


  
     Referral Source
Who referred you to me and/or how did you learn about me?
_____________________________________________________________
Other Information
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________



__________________

Signature







Date

______________________________



__________________
Provider Signature






Date

Revised 6/17/2019
