Inner Connections, LLC
*All information provided is confidential
Name:  ___________________________  Date of Birth: _______________________
Age: 
____________________________    Gender: __________________________
Primary Phone: ____________________    

Is it ok to text/leave a message at this number? Y / N 
Secondary Phone: __________________

Is it ok to text/leave a message at this number?   Y / N 

Email: __________________________________________


Is it ok to email you?  Y / N  
Mailing Address:   

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Employer: ________________________  Position :_________________________
Current Occupational Status: (i.e., F/T, P/T, self-employed, student,): 
_______________________________________________________________________
Primary insurance: ________________________ ID #_________________________
Subscriber name: _________________________ Subscriber DOB:_______________

Subscriber SSN#: _________________________

800 # on back of card for behavioral/mental health:_________________________

How were you referred? _________________________________________________
Relationship Status: _______________________________________ 
# of Children/Ages:________________________________________       
Race/Ethnicity: _______________________  
Spiritual Beliefs or Religion: ____________________________________   
What brings you to therapy at this time?        ________________________________________________________________________________________________________________________________________________________________________________________________________________________             
What do you hope to get out of therapy?   ________________________________________________________________________________________________________________________________________________________________________________________________________________________Have you been in therapy before? If so, please give dates and explain how helpful (or not helpful) this was: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please answer the following questions using: 

        0______________________________5_____________________________10 
 Very Poor




 Average



           Excellent

Physical health:   ______ 



Mental health:    ______ 


Spiritual health:  ______  



Sexual health:  ______
How would you currently rate the health of your relationships: _____   

 With respect to the above responses, please explain areas of concern: ________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list and where necessary explain/describe any health/medical issues you are living with:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________   
Please list any prescription medications you are currently taking:   ________________________________________________________________________________________________________________________________________________________________________________________________________________________         
Please list any over the counter medications, vitamins, or herbal supplements you are currently taking: ________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you currently exercise:   Y / N    
If yes, please indicate what type and how many times per week: ________________________________________________________________________________________________________________________________________________ 
Please indicate substances used over the past 6 months and frequency:      ________________________________________________________________________________________________________________________________________________ 
Have you ever felt the need to cut down on your drinking?  No / Yes 

Have you ever felt annoyed by criticism of your drinking? No /Yes 

Have you ever felt guilty about your drinking? No / Yes 

How much beer, wine, or liquor do you consume each week, on the average? 

________________________________________________________________________

Have you ever had problems with work, relationships, health, the law, etc. due to your substance use?   If yes, please describe: ________________________________________________________________________________________________________________________________________________   
Does anyone you live with currently have a problem with substances?           
If yes, please explain who and what the issue is:           ________________________________________________________________________________________________________________________________________________
When you were growing up, were there any problems with substance abuse in your family?       If yes, please describe: ________________________________________________________________________________________________________________________________________________   
Are you currently receiving any kind of mental health services?    

If yes, please list name of practitioner and type of services you are receiving:       

________________________________________________________________________________________________________________________________________________
Have you ever been diagnosed with a mental illness? Y / N

If yes, please list diagnosis (es) and date(s) first diagnosed: ________________________________________________________________________________________________________________________________________________ 
Has anyone in your family ever been diagnosed with a mental illness? If yes, please list relationship(s) and diagnosis: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever had suicidal or homicidal thoughts?      If yes, please explain:     
________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Have you ever attempted suicide:  If yes, please list date(s), your age at time of attempt(s): ________________________________________________________________________________________________________________________________________________________________________________________________________________________            
Have you ever been depressed for a significant length of time?      

If so, when/how recently and for how long:     
________________________________________________________________________________________________________________________________________________________________________________________________________________________           
Have you ever experienced overwhelming levels of anxiety or panic?    
If so, please describe:    
________________________________________________________________________________________________________________________________________________________________________________________________________________________       
Do you have any obsessive thoughts/behaviors that influence the quality of your life?     If so, please describe what and how:                  ________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you currently or have you ever had trouble sleeping? If yes, please describe:      
________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Are you currently having, or have you ever had any problems related to money, spending, gambling, credit cards or finances? If so, please describe:             ________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Do you currently or have you ever had problems with eating or with food?   If yes, please describe:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________           
Do you have any concerns related to your weight and/or physical appearance?          

If yes, please describe:    ________________________________________________________________________________________________________________________________________________________________________________________________________________________          
Have any aspects of your sexuality ever been a cause of concern for you?              

If so, please describe:  
________________________________________________________________________________________________________________________________________________________________________________________________________________________       
Have you ever experienced discrimination due to your race/ethnicity, either directly and/or systemically?

________________________________________________________________________________________________________________________________________________________________________________________________________________________       
Have you ever experienced discrimination due to your sexual orientation, and/or gender identification?

________________________________________________________________________________________________________________________________________________________________________________________________________________________       
Have you ever experienced, witnessed, or inflicted physical assault/abuse?

________________________________________________________________________________________________________________________________________________________________________________________________________________________       
Have you ever experienced/witnessed or inflicted sexual assault/abuse?

________________________________________________________________________________________________________________________________________________________________________________________________________________________       
What are some of your strengths? What do you currently do to take care of your own needs? (i.e. meditation, journaling, support groups, body work, etc.)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
What else is important for your therapist to know about you and your experiences?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
[image: image1.emf]


Adverse Childhood Experience (ACE) Questionnaire 



Name: __________________________________________     Date: _____________________ 
  
 
This Questionnaire will be asking you some questions about events that happened during your 
childhood; specifically the first 18 years of your life. The information you provide by answering these 
questions will allow us to better understand problems that may have occurred early in your life and 
allow us to explore how those problems may be impacting the challenges you are experiencing today. 
This can be very helpful in the success of your treatment.  
 
 
While you were growing up, during your first 18 years of life: 
 



1. Did a parent or other adult in the household often:  
 
Swear at you, insult you, put you down, or humiliate you?  
 
Or  
 
Act in a way that made you afraid that you might be physically hurt? 
 



 Yes      No                If Yes, enter 1 _____ 
 



2. Did a parent or other adult in the household often: 
 
Push, grab, slap, or throw something at you?  
 
Or  
 
Ever hit you so hard that you had marks or were injured? 
 



 Yes      No                If Yes, enter 1 _____ 
 



3. Did an adult or person at least 5 years older than you ever: 
 
Touch or fondle you or have you touch their body in a sexual way?  
 
Or  
 
Attempt or actually have oral, anal, or vaginal intercourse with you? 
 



 Yes      No                If Yes, enter 1 _____ 
 



4. Did you often feel that: 
 
No one in your family loved you or thought you were important or special?  
 
Or  
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Your family didn¶t look out for each other, feel close to each other, or support each other? 
 



 Yes      No                If Yes, enter 1 _____ 
 



5. Did you often feel that: 
 
You didn¶t have enough to eat, had to wear dirty clothes, and had no one to protect you?  
 
Or  
 
Your parents were too drunk or high to take care of you or take you to the doctor if you needed 
it? 
 



 Yes      No                If Yes, enter 1 _____ 
 



6. Were your parents ever separated or divorced? 
 



 Yes      No                If Yes, enter 1 _____ 
 



7. Were any of your parents or other adult caregivers:  
 
Often pushed, grabbed, slapped, or had something thrown at them?  
 
Or  
 
Sometimes or often kicked, bitten, hit with a fist, or hit with something hard?  
 
Or  
 
Ever repeatedly hit over at least a few minutes or threatened with a gun or knife? 
 



 Yes      No                If Yes, enter 1 _____ 
 



8. Did you live with anyone who was a problem drinker or alcoholic, or who used street drugs? 
 



 Yes      No                If Yes, enter 1 _____ 
 



9. Was a household member depressed or mentally ill, or did a household member attempt 
suicide?                         
 



 Yes      No                If Yes, enter 1 _____ 
 



10. Did a household member go to prison? 
 



 Yes      No                If Yes, enter 1 _____ 
 



ACE SCORE (Total “Yes´ Answers): _______ 











