INTAKE PROBLEM RATING SCALE

Related to the situations(s) that brought you to see Ms. Reed, please rate each of the following problems.  Beside each problem, place a check mark that best describes the present severity.
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Relationships


Family



Children



Legal



Health



Sexual


Alcohol Use


Chemical Use


Financial

 

Work



Emotional



Please check the symptoms you are currently experiencing:

___Tension




___Weight Changes



___Suicidal

___Fatigue




___Difficulty Sleeping


___Hear Voices

___Sleep More than Usual


___Bowel Problems



___Anxious

___Depressed Mood


___Increased Irritability


___Shyness

___Panicky Feelings


___Indecisiveness



___Clumsiness

___Stomach Upset



___Appetite Changes



___Headaches

___Inferiority Feelings


___Phobias




___Low Energy

___No Ambition



___Nightmares



___Confusion

___Crying Spells



___Constant Worrying


___Overly Aggressive

___Difficulty Concentrating

___Lonely or Isolated



___Feelings of Hopelessness

___Poor Memory



___Perfectionism



___Heart Palpitations

In your own words, describe your three most important concerns:   ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

