
ASSOCIATED PSYCHOLOGISTS OF SOUTH ORANGE COUNTY 

(949)716-5150

ADULT IIlSTORY QUESTIONNAIRE 

The purpose of this questionnaire is to obtain information, which will enable your 
therapist to understand you and your situation better. It will assist him/her in 
developing a treatment plan, which considers your needs, as well as your 
background. Case records, including this form are kept strictly confidential, except 
in court action when confidentiality is waived (i.e. 730 evaluations). 

If you do not wish to answer a question, please write "do not care to answer." If a 
question does not apply to you, please write NIA or skip the question. If you would 
like to discuss a particular question in more detail during an office visit, please 
indicate your desire in your response. 

GENERAL INFORMATION 

Name: Date: 

------------------- -------

Complete Address: ______________________ _

Phone Number: Birtbdate: Age: 

------- ------ -----

Occupation: _______ Height: ___ Weight: ___ Religion: ___ _ 

Physician Name: ____________ Physician's Phone: ____ _ 

Physician's Address: __________ Marital Status: _____ _ 

Who do you live with? Please list names, ages, occupations, or the grade they attend: 

NAME OCCUPATION/GRADE 














