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	Problem Checklist - Adult


	Name:      
	Date:      

	In an effort to be helpful to you, it is important that we get a good idea about the things that are happening 

in your life.  Please be as honest as possible.

	Please check the items that you have experienced anytime in your life, and whether they have been present in the past six (6) months.

	Anytime
	6 Months
	
	Anytime
	6 Months
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Depressed Mood
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Feeling Shaky or Trembling

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Decreased Appetite
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Restlessness

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Difficulty Staying Awake
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Irritability

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Fatigue/Low Energy Level
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Smothering Sensation

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Low Self Esteem
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Feeling “Keyed Up” or “On Edge”

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Difficulty Concentrating or Making Decisions
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Exaggerated Startle Response (feeling “jumpy”)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Feelings of Hopelessness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Palpitations or Accelerated Heart Rate

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Depressed Mood Nearly Every Day for 2 Weeks
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Shortness of Breath (w/o physical exertion) 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Loss of Interest/Pleasure Nearly Every Day for 2 Weeks
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sweating or Cold Clammy Hands

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Decreased Appetite Nearly Every Day for 2 Weeks
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hot Flashes or Chills

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Difficulty Sleeping Nearly Every Day for 2 Weeks
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Difficulty Swallowing or a “Lump in the Throat”

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Feeling Slowed Down Nearly Every Day for 2 Weeks
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Dry Mouth

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Fatigue/Loss of Energy Nearly Every Day for 2 Weeks
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Loss of Voice

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Feeling Guilty/Worthless Nearly Every Day for 2 Weeks
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Difficulty Falling or Staying Asleep

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Difficulty Concentrating Nearly Every Day for 2 Weeks
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Pain in Extremities

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Recurrent Thoughts of Death or Dying
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Numbness in Extremities

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Suicidal Actions
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Back Pain

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Urge to Cut Self
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Deafness

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cutting Self
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Difficulty Concentrating (“Blanking Out”) When Nervous

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Reduced Sexual Interest
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Dizziness or Lightheadedness

	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Headaches

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Feeling “On Top of the World” Without a Special Reason
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Amnesia

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Decreased Need for Sleep
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Fainting or Loss of Consciousness

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Being More Talkative Than Usual (Pressure to Keep Talking)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Seizure or Convulsion

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Having Racing Thoughts or Flight of Ideas”
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Blurred or Double Vision

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Being Easily Distractible (By Unimportant/Irrelevant Things)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Abdominal Pain (other than when menstruating)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Being Hyperactive, Agitated, or “Speeded Up”
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Vomiting (other than during pregnancy)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Being Impulsive (overspending, sex sprees, reckless driving)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Nausea (other than motion sickness)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Blackouts
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Diarrhea

	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Burning Sensation in Sexual Organs (not during intercourse)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hearing a Voice Even When No One Else is Around
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Painful Menstruation 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Knowing Special Secrets Which No One Else Believes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Impotence

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Having Someone Read My Mind/Tamper With My Thoughts
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chronic Pain

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Having an Outside Force Control My Brain or Thoughts
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Physical Health Problems

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Using My Thought Waves to Control Thoughts of Others
	
	
	

	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Remembering Painful Things That Have Happened In the Past

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Needing Everything to Be Perfect
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Being Upset About Something that in the past 6 Months 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Having Thoughts that Repeat Themselves Over and Over
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Having Sexual Problems

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Feeling Need to Repeat Certain Behavior Over and Over
	
	
	

	
	
	
	
	
	

	Continued on other side

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Panic Attacks With Shortness of Breath/Smothering
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Drinking Alcohol in Larger Amounts or Longer than Intended

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Panic Attacks With Dizziness or Fainting
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Unsuccessfully Trying to Cut Down or Control Drinking

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Panic Attacks With Palpitations or Rapid Heart Beat
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Spending a lot of time Drinking/Recovering from being Drunk

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Panic Attacks With Trembling or Shaking
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Drinking When I Should Have Been Doing Other Things

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Panic Attacks With Sweating
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Giving up Social or Recreational Activities Because of Drinking

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Panic Attacks With Choking
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Drinking Despite Arguments From Family or Friends

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Panic Attacks With Nausea or Abdominal Distress
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Drinking Larger Amounts of Alcohol to Get the Same Effect

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Panic Attacks With feelings of Unreality
	
	
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Panic Attacks With Hot Flashes or Chills
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Using a Larger Amount of a Drug than Intended

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Panic Attacks With Chest Pain or Discomfort
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Unsuccessfully Trying to Cut Down or Control Drug Use

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Panic Attacks With a Fear of Dying
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Spending a lot of Time Using/Recovering from Drug Use

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Panic Attacks With a Fear of Losing Control/”Gong Crazy”
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Using a Drug When I Should Have Been Doing Other Things

	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Giving up Social/Recreational Activities Because of Drug Use

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Recurrent Episodes of Binge Eating
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Using a Drug Despite Arguments From Family or Friends

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Feeling a Lack of Control During Episodes of Binge Eating
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Using Larger Amounts of a Drug to Get the Same Effect

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Self-Induced Vomiting to 
	
	
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Dieting or Use of Laxatives to prevent Weight Gain
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Difficulty Keeping Relationships/Friendships

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Average Two Eating Binges a Week for at Least 3 Months
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Losing Control With Anger

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Persistent Concern With Body Shape or Weight
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Job/Occupational Difficulties

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Significant Weight Loss During the Past Year
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Concerns About Children

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Intense Fear of Gaining Weight or Becoming Fat
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Legal Problems

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Feeling “Fat” Regardless of Actual Body Weight
	
	
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Missing at Least Three Consecutive Menstrual Cycles
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	In Your Own Words, Describe the Problem(s) You are Currently Experiencing: 

     


	

	Following therapy/counseling, what would you like to see changed about your life and situation?
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