Life Force Counseling & Consulting
Adolescent Screening Form

Please answer all questions as completely as possible. 

Name: ____________________________________________Today’s Date: _________________

Parent/Legal Guardian Name (s):____________________________________________________

Date of Birth: ___________________ Age: ____________ Gender:   Male
 Female

School: ______________________________________________________ Grade: ___________

School Counselor: _______________________________________________________________
Who lives in your home at this time?

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What is your biggest concern or problem right now? ______________________________________________________________________________
______________________________________________________________________________
When did you first begin to experience this problem(s)? ______________________________________________________________________________________________________________________________________________________________________________
How often is/are the problem(s) affecting you?  (Circle one)

Daily

4-5 times a week

1-2 times a week
2-3 times a month


What major areas of your life are impacted by your problem(s)?  (Check all that apply)

___ Relationship with Siblings




___ Mood

___ Activities (sports, clubs, hobbies etc.)


___ Behavior at school
___ Grades






___ Job
___ Relationship with your parents



___ Relationship with Friends
___ Eating (Too much/Too little)



___ Sleeping (Too much/Too little)
___ Physical health





___ Self-esteem
Have you ever had thoughts of hurting or killing yourself ?

(   )   Yes
(   )   No

If ‘Yes’ when did you last have this thought:  ______________________________________________________________________________
______________________________________________________________________________
Have you ever tried to injure or kill yourself? 


(   ) Yes
(   ) No 

If ‘Yes’ when was the last time you did this? ________________________________________________________________________________________________________________________________________________________________
Have you ever experienced any physical abuse? 


(   )   Yes
(   )   No

If ‘Yes’ when did this happen? 

_________________________________________________________________________________
_________________________________________________________________________________
Have you ever experienced any sexual abuse?


(   ) Yes
(   ) No

If ‘Yes’ when did this happen? ________________________________________________________________________________________________________________________________________________________________
Have you ever seen a mental health professional (psychiatrist, psychologist, social worker, or counselor, or school counselor)? 



(   ) Yes

(   ) No
If ‘Yes’ when was the last time you saw this person ? ______________________________________________________________________________________________________________________________________________________________________________
Please complete the following sentences:
My parent(s) are…………

____________________________________________________________________________

My friends are……..

____________________________________________________________________________

I feel happy when….
____________________________________________________________________________

I feel stressed out when……
____________________________________________________________________________

I feel angry when…….

____________________________________________________________________________

I feel sad when………...

____________________________________________________________________________

School is ……

____________________________________________________________________________

My favorite thing to do is: 
____________________________________________________________________________

My day looks like this…
____________________________________________________________________________

I look up to ……

____________________________________________________________________________

When I am an adult I will …….

______________________________________________________________________________

Current Concerns: 
Please place an ‘X’ to any statements that are true for you.
_____  Experiencing abuse (physical, emotional, sexual) 

_____  Not eating to loose weight

______ Physical abuse by a boyfriend or girlfriend


_____ Vomiting to loose weight

______ Sexual abuse by a boyfriend or girlfriend


_____ Using diet pills

______ Assaulted by a stranger




_____  Feeling sad or empty
_____  Loss of a family member, friend or pet

              _____  Feeling worthless

_____  Divorce  




           

_____  Recently moved/switched schools

_____  Health problems



    

_____  Feeling ashamed or guilty

_____  Feeling angry 





_____  Feeling lonely 

_____  Hearing voices





_____  Nightmares

_____  Feeling anxious or panicky (nervous, fearful, worried) 
_____  Pregnancy/Parenthood
_____  Feeling Hyper (finding it difficult to focus or relax)

_____  Feeling down or depressed

_____  Inability to control thoughts or actions


_____  Dislike home environment 

_____  Sleeping too much




_____  Feeling tired all the time
_____  Not getting enough sleep




_____  Accused of a crime
_____  Gaining weight 





_____  Religious/Spiritual concerns

_____  Losing weight (when not dieting)



_____  Difficulty making/keeping friends 

_____  Experiencing Blackouts or temporary loss of memory 
_____  Problems concerning sex 
_____  Problems with school work (failing grades)


_____  Feeling "numb"


_____  Problems with drugs/alcohol



_____ Suspended at school
_____  Difficulty concentrating (mind going blank)

_____ Expelled from school
_____  Problems following household rules 


_____ Other: _________________________
______Problems following school rules



____________________________________

_____  Career concerns (Don’t know what to do with your life)
_____  Sexual identity concerns
_____  Concerns about sexually transmitted diseases
_____  Relationship problems with parents
_____  Problems with peers or friends (bullying, feeling left out, peer pressure etc)
_____  Friends/family with drug or alcohol problems

_____  Boredom
_____  Problems with brother(s) and/or sister(s) 


_____________________________________
_____  Problems with step-family relationships


Counselor Signature 

Date
_____  Thoughts of harming yourself or others

