Synergistic Counseling, PLLC


Mental Health Screening Form

Name: _____________________________________   Date: ___________________

1.
Do you have any history of treatment from mental health professionals due to emotional or behavior problems? ____No ____Yes

If yes, please answer a & b.

a. Are you currently seeing a mental health professional? ____No ____Yes

b. How many years total have you received mental health services? ____________

2.
Have you ever been hospitalized for mental health reasons?

  ____No ____Yes Date(s): ___________________________________________

         For what purpose(s): __________________________________

3.
Do you have any history of taking medications for mental health? ____No ____Yes

4.
Check any of the following symptoms that are concerns for you.

 ____Anxiety
____Aggression
____Concentration

 ____Crying spells
____Depression
____Fatigue

 ____Fears
____Hallucinations
____High energy

 ____Hopelessness
____Hyperactivity
____Impulsive behaviors

 ____Irritability
____Intrusive thoughts
____Lack of pleasure

 ____Low motivation
____Nightmares
____Obsessive thoughts

 ____Panic attacks
____Restlessness
____Substance abuse

 ____Sleeping problems
____Suicidal thoughts
____Trembling

 ____Other_________________________________________
 ____Other_________________________________________

5.
Check any areas in which mental health concerns are affecting your functioning.

 ____Emotionally
____Marriage/family
____Physically

 ____School
____Sexually
____Socially

 ____Work
____Other____________________________________

