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Tampa Bay DBT Counseling Center 

Client Health Report 

Name:  _____________________________    Date:  _________________ 

 

Chief Complaint at this time: 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Current Diagnosis (including any medical diagnosis): __________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Current Medications (please list all medications):  ____________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Family Psychiatric History: _______________________________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Alcohols and Substance Use History:   ______________________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Previous Psychiatric Hospitalizations:   _____________________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 
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Current Symptoms (Please check all that apply) 

__ Depression       __ Excessive Alcohol Use 

__ Low Energy       __ Drug Use  

__Sadness       __ Promiscuity 

__ Hopelessness      __ Relationship Issues 

__ Helplessness       __ Absences from Work/School 

__ Difficulty Concentrating     __ Loss of Time 

__ Difficulty Falling Asleep     __ Flashbacks 

__ Difficulty Staying Asleep     __ History of Trauma/Abuse 

__ Loss of Appetite      __ Intense Fear of Abandonment 

__Increased Appetite      __ Suicidal Ideation 

__ Little Enjoyment In Liked Activities    __ Thoughts of Self-Harm 

__ Isolation/Withdrawal     __ Acts of Self-Harm 

__ Feeling Irritable or Agitated     __ Other:  __________________ 

__ Anger Outbursts      __________________________   

__ Impulsivity       __________________________   

__ Physically Attacking Others 

__ Verbally Attacking Others 

__ Feelings of Anxiety 

__ Panic Attacks 

__ Bouts of Crying 

__ Intense Fears or Worries about the Future 

__ Intrusive Thoughts about the Past 

 

 


