Jack G. Ferrell Jr., Ph. D. 

14310 Northbrook, Suite 120

San Antonio, TX 78232

(210) 499-5025 Telephone                        (210) 499-5825 Fax  _____________________________________________________________





SOCIAL HISTORY
Date form completed:___________  
Name:               Age:                                              Date of birth:  



Home address:                                                     Home Phone:                               

City, State & Zip: 



             Cell Number:  




       Fax Number:





FAMILY OF ORIGIN

Number of children in family of origin:  ________________

Father's name:





Current age:




 






  Occupation: 







Number of years:

If retired (date): 



Health problems, if any:  













If deceased, cause and date of death: 

























Mother's name: 









Current age:


  Occupation: 





Number of years:

If retired (date): 



Health problems, if any:  













If deceased, cause and date of death: 
 








 

Are your parents divorced  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, if yes

Date of divorce: 



 Your age at that time: 


Has father remarried  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, if yes, name of stepmother? 





Date of second marriage? 



Your age at that time:  



Has mother remarried  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, if yes name of stepfather?  






Date of second marriage? 



Your age at that time:  



Number of older siblings in family:  _____ number of younger siblings in family:  _____ 

Total number of children:  _____

List siblings in birth order  (use reverse side of page if necessary)

	NAME
	AGE
	MARITAL STATUS
	CURRENT OCCUPATION

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Religious or spiritual orientation:  











Do you actively participate in religious services?     FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, if yes how often: 

 FORMCHECKBOX 
 Weekly (1-2 times/week)  FORMCHECKBOX 
 Monthly (1-2 times/month)  FORMCHECKBOX 
 Annually (1-2 times/year) 

 FORMCHECKBOX 
Other:  














Tell me about your parents, siblings, or your own personal involvement in the following areas.  We may discuss these areas further in more detail.

	CATEGORY

	  YOU
	ANY SIBLING
	EITHER PARENT

	Academic problems in school 
	
	
	

	Discipline problems in school
	
	
	

	Relationship problems in home
	
	
	

	Drop-out of high school
	
	
	

	Major health problems (past or present)
	
	
	

	Arrests/Convictions     quarrel with my ex wife
	
	
	

	Other legal problems
	
	
	

	Usage of tobacco
	
	
	

	Usage of drugs (specify)  
	
	
	

	Abuse of drugs (specify)
	
	
	

	Usage of alcohol    
	
	
	

	Abuse of alcohol
	
	
	

	Physical or sexual abuse
	
	
	

	Emotional or psychological problems
	
	
	

	Divorce and/or custody matters  
	
	
	

	Psychological/Psychiatric treatment
	
	
	

	Investigation for abuse/violence  Protective Order
	
	
	


If you have experienced any arrests or convictions, if so, please specify below.  

PERSONAL INFORMATION

HEIGHT: 

 WEIGHT: 


 GENERAL HEALTH: 






EYE COLOR: 
HAIR COLOR: 
 RACE: 

NATIONALITY: 





CURRENT MARITAL STATUS:  FORMCHECKBOX 
 Single  FORMCHECKBOX 
 Married  FORMCHECKBOX 
 Separated  FORMCHECKBOX 
 Divorced  FORMCHECKBOX 
 Widowed 

Are you currently involved in dating or other significant relationship:  FORMCHECKBOX 
 YES  FORMCHECKBOX 
NO, if yes, 

Name of partner:  














PERSONAL/DEVELOPMENTAL HISTORY

Problems at birth or infancy:  












Developmental milestones were attained:
 FORMCHECKBOX 
 EARLY
 FORMCHECKBOX 
REGULAR

 FORMCHECKBOX 
LATE

Special developmental problems: none that I am aware of























Please tell me about your childhood home situation:  







































Name of your primary caregiver during childhood: 







Activities you enjoyed with mother:











Problems you experienced with mother: 


























Activities you enjoyed with father: 


























Problems you experienced with father: 

























Activities you enjoyed with siblings: 
____________












   










Problems you experienced with siblings:










Age at which you began dating:__________________________________________
  Age at which you left home:

 Reasons: ________________________________________ 
_________________________________________________________________  


If you lived outside the home prior to leaving permanently or prior to graduation from high school, please explain.  













Have you ever been arrested?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, if yes, for what?






Have you ever been convicted of an offense?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, if yes, for what? 





Do you currently smoke?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, if yes, how many packs per day? 






Do you currently drink alcohol  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, if yes, how frequently and amount? 



















Do you ever drink to become intoxicated?  FORMCHECKBOX 
 Yes xx FORMCHECKBOX 
 No, if yes, how frequently? 





Have you ever had any previous psychological evaluations?  xx FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, if yes, please give date and place: 
.














Have you ever received psychotherapy/counseling?  Counseling,








	Names of therapists:  
	Dates of service  

	
	

	
	

	
	

	
	


Do you currently have any health problems?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, if yes   specify. 




















Have you ever had any significant health problems?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, if yes, list medical condition, treatment, and dates of services. 
























































Are you currently under a physician's care?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, if yes, give name of physician and nature of condition.  






























Current medication, if any: 




























Are you currently under a counselor's care?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, if yes give name of counselor and nature of condition.  












































List hospitalization dates, treatment required, and medical condition.

Which of the Following have you had either in the past or experiencing presently

Present
Past



Present
Past



Present
Past

   FORMCHECKBOX 

 FORMCHECKBOX 

Headaches

   FORMCHECKBOX 

 FORMCHECKBOX 

Alcohol abuse

   FORMCHECKBOX 

 FORMCHECKBOX 

Sexual problems

   FORMCHECKBOX 

 FORMCHECKBOX 

Dizziness

   FORMCHECKBOX 

 FORMCHECKBOX 

Take sedatives

   FORMCHECKBOX 

 FORMCHECKBOX 

Over-ambitious

   FORMCHECKBOX 

 FORMCHECKBOX 

Fainting spells
  
   FORMCHECKBOX 

 FORMCHECKBOX 

Take tranquilizers
   FORMCHECKBOX 

 FORMCHECKBOX 

Under motivated

   FORMCHECKBOX 

 FORMCHECKBOX 

Palpitations

   FORMCHECKBOX 

 FORMCHECKBOX 

Take psychoactive meds. FORMCHECKBOX 

 FORMCHECKBOX 

Shy

   FORMCHECKBOX 

 FORMCHECKBOX 

Stomach trouble
   FORMCHECKBOX 

 FORMCHECKBOX 

Poor relationships
   FORMCHECKBOX 

 FORMCHECKBOX 

Irritable

   FORMCHECKBOX 

 FORMCHECKBOX 

Poor appetite

   FORMCHECKBOX 

 FORMCHECKBOX 

Can't make friends
   FORMCHECKBOX 

 FORMCHECKBOX 

Feel panicky

   FORMCHECKBOX 

 FORMCHECKBOX 

Overeating

   FORMCHECKBOX 

 FORMCHECKBOX 

Problems with children
   FORMCHECKBOX 

 FORMCHECKBOX 

Feel lonely

   FORMCHECKBOX 

 FORMCHECKBOX 

Depressed

   FORMCHECKBOX 

 FORMCHECKBOX 
 
Bowel disturbances
   FORMCHECKBOX 

 FORMCHECKBOX 
 
Suicidal ideas

   FORMCHECKBOX 

 FORMCHECKBOX 

Fatigue


   FORMCHECKBOX 

 FORMCHECKBOX 

Can't make decisions
   FORMCHECKBOX 

 FORMCHECKBOX 

Drug usage

   FORMCHECKBOX 

 FORMCHECKBOX 

Insomnia

   FORMCHECKBOX 

 FORMCHECKBOX 

Can't keep job

   FORMCHECKBOX 

 FORMCHECKBOX 

Unable to relax

   FORMCHECKBOX 

 FORMCHECKBOX 

Nightmares

   FORMCHECKBOX 

 FORMCHECKBOX 

Inferiority feelings
   FORMCHECKBOX 

 FORMCHECKBOX 

Legal problems

   FORMCHECKBOX 

 FORMCHECKBOX 

Particular fears

   FORMCHECKBOX 

 FORMCHECKBOX 

Home condition bad
   FORMCHECKBOX 

 FORMCHECKBOX 

Low energy

   FORMCHECKBOX 

 FORMCHECKBOX 

Financial problems
   FORMCHECKBOX 

 FORMCHECKBOX 

Concerned about health
   FORMCHECKBOX 

 FORMCHECKBOX 

Worry a lot

   FORMCHECKBOX 

 FORMCHECKBOX 

Trouble sleeping
   FORMCHECKBOX 

 FORMCHECKBOX 

Bothersome thoughts
   FORMCHECKBOX 

 FORMCHECKBOX 

Feel tense

   FORMCHECKBOX 

 FORMCHECKBOX 

Marital problems
   FORMCHECKBOX 

 FORMCHECKBOX 

Unable to have fun
   FORMCHECKBOX 

 FORMCHECKBOX 

Tremors

EDUCATIONAL - VOCATIONAL - FINANCIAL

Briefly describe your educational history:________________________________________________            _______________________________________________________________________________________















Activities you enjoyed in school, if any:  








































Problems you experienced in school, if any: 








































Academic performance:
 FORMCHECKBOX 
 Poor    FORMCHECKBOX 
 Fair
 FORMCHECKBOX 
 Good
 FORMCHECKBOX 
 Excellent

Highest level attained in high school:
.










Name of high school:







 Year graduated: 



College/University attended: 






















Courses taken:  
________________





Date of completion:  

Describe your work history:










































Age started to work:__
First job











Please list your last 5 jobs in chronological order:

	Employment
	From
	To
	Reason for leaving

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Current employer:  












 

Date started: 


 Job title:  








 Current salary:  $

Per
 FORMCHECKBOX 
 Hour
 FORMCHECKBOX 
 Monthly  
 FORMCHECKBOX 
Annually.  
Hours per week:

 Current work schedule: 












What do you like best about your job? __________________________________________________ 
_________________________________________________








































What do you like least about your job?  
_____________






































How would your employer/supervisor describe you and your job efficiency.


















































Please list family income from all sources






	Source
	Amount

	Primary Employment  : 
	$

	Secondary Employment:
	

	Investments:
	

	Child support/alimony :
	

	Partner’s income:
	

	Disability/Social Security:
	

	Other:
	

	Other:
	


Debts/Obligations:

	Payee
	Payment Amount
	Balance

	Mortgage/Rent
	
	 

	Automobile(s)
	
	

	Credit Card(s)
	
	

	Retail
	
	

	Loan(s)
	
	

	Child support
	
	

	Other:
	
	

	Other:
	
	


Have you ever filed for bankruptcy?    FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, if yes,  date:  ______________________

MARITAL HISTORY

Name of spouse: 
__________________





 Marriage #:  



Date you met:_____
  Your age at that time:     __          Place: 





How did you meet?____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________










  

Date of marriage:


  Have there been any separations?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, if yes, please list duration of each: ____________________________________________________










__________________________ 

Describe your early marriage: 
_______________________________________________________________________________________________________________























































Problems within marriage:  (Use reverse side, if necessary)  ____________________________________________________________________________________________________________________________________




















































Were there children from this marriage? xx FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, if yes, please list names & dates of birth:

	Name
	Date of Birth

	
	

	
	

	
	

	
	


Name of spouse: 









 Marriage #:  



Date you met: 

  Your age at that time:                Place: 






How did you meet? 












  

Date of marriage:


  Have there been any separations?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, if yes, please list duration of each: 











 

Describe your early marriage: 

























































Problems within marriage:  (Use reverse side, if necessary)  





















































Were there children from this marriage?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, if yes, please list names & dates of birth:

	Name
	Date of Birth
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