
Directorate of Mental Health 
Intake Questionnaire 

Please answer the following questions to the best of your ability. Your answers will help us to better understand what 
concerns you may be having now. This will also help us focus on specific issues and more efficiently use your time with 
us. 

Today's Date: 

-_____________________ Sponsor's SSN#: ___ - __ - ___ _ 
First, M.L 

Age: __ ____ EthnicitylNationality: _____ DOB: ________ _ 

Marital Status (Circle): Single, Engaged, Married, Divorced, Remarried, Widowed 

Rank/Rate: __ " _Branch: ___ Status ___ Years of Active Duty Service years and months 

____ ....,.,.-,---_____ Time at present command years months 

Command: _________ Base !Oc:atl1on: _______ _ 

Cell ____________ Home 



Have had any of these symptoms or e eriences recently: If Yes, length of time: 

Depressed mood Yes INo 

Big changes in appetite or weight (up or down) Yes INo 

Changes in sleep patterns or quality of sleep Yes INo 

Constant feelings of fatigue, tiredness or low energy Yes INo 

Feelings of worthlessness or excessive guilt Yes INo 

Decreased ability to think or concentrate Yes INo 

Decreased interest in enjoyable activities Yes INo 

Constant anxiety or excessive worry Yes INo 

Did you have any your (1Pl'\lrI'iln1pnr from any of the all that 

No 
_Fragment _Bullet 
_Vehicular (any time of vehicle, including airplane) 

_Blast (lED, RPG, Land mine, Grenade, etc) 
Other: 



If applicable, did any injury received while you were deployed result in any of the following? (Check all that apply) 

_Being dazed, confused or seeing stars 
_N ot remembering the injury 
_Losing consciousness (knocked out) for less than a 
minute 
_Losing consciousness for 1-20 minutes 

_Losing consciousness for longer than 20 minutes 
_Having any symptoms of concussion afterward 
(headache, dizziness, irritability, etc) 
_Head injury 

N one of the above 

Are you currently experiencing any of the following problems that you think might be related to a possible head injury or 
concussion? (Check all that apply) 

Headaches 
Dizziness 

_Memory Problems 
__ Balance problems 

Mental Health History: 

_Ringing in the ears 
_Irritability 
_Sleep problems 
_Other specify:, ____ _ 

Have you participated in any previous counseling or group therapy? If yes, please describe: _________ _ 

Have you ever taken medication for mental health list the medications: _________ _ 

Are you any medication ""'~JI-'!''''!Uv!H,'', and over the ""', ..... ,"' ... Is yes, list: 



Do you have any current pain? If yes, please rate on a scale from 0 (no pain) to 10 (intense pain) and describe the location: 

Pain level: _______ _ Location of pain: _____________ _ 

Substance Use History: 

How often do you have a drink containing alcohol? 
o Never 
1 Monthly or less 
2 2-4 times a month 
3 2-3 times a week 
4 4 or more times a week 

How many drinks containing alcohol do you have on a 
typical day when you are drinking? 
o 1 or 2 
1 3 or 4 
2 5 or 6 
3 7 to 9 
4 10 or more 

or more 

Have ever used illicit 

Have you attended alcohol and/or treatment? 

How often during the past year have you needed a fIrst 
drink in the morning to get yourself going after drinking 
the night before? 
o Never 
1 Less than monthly 
2 Monthly 
3 Weekly 
4 Daily or almost daily 

How often during the past year have you had a feeling of 
guilt or remorse after drinking? 
o Never 
1 Less than montaly 
2 Monthly 

of use, 

list the dates and 



What is your current caffeine/energy drink/supplement use? Please describe amount and 

Do you use tobacco? YES/ NO How 

Personal HistorylBackground: 

I mainly grew up in the City of or rural area near _____________ _ 

My family's financial situation when I was growing up was (circle) upper, upper middle, middle, lower middle, lower 

income level. 

I have 

Father's 

How did you get along with your 

Mother's 

How did you get along with your 

My parents were never married, married, divorced, widowed. If divorced, how old were you? __ Did anyone else live 

with 

With 

With 

Bed Wetting 

Bad N ightmares/Night 
terrors 

Hyperactivity 

~ _______________________________ -- my family. 

Stealing 

did 

did 

Reckless Driving 

Fire Setting 

Sexual Abuse 

Running Away 

OverlUnder eating 



If married, how long? ____ Spouse's age: ____ Is this the fIrst marriage for both? _____ Ifnot, please 

Length of dating before marriage? _____ Do you have any children? ___ Ifyes, how 

What are their your children live with you? __ _ 

Have you every had any difficulties in the military that resulted in a hearing, mast, trial and/or courts martial? __ _ 

Ifye~pkasegivedctails,cha~esandtheoW~rnme.:~ ______________________ _ 

What awards/decoration have you received in the military or civilian 

My evaluations have averaged: _________ _ 

If you are on Active Duty, has your attitude changed since your enlistment? __ If yes, in what 

Are you working within rate? ____ _ 

Howwocldyoud~cribeyoillstren~s~dwea~~~~s~ _______ ~ _______ ~ ______ ~ 


