DR. BRENNA TINDALL
1 & ASSOCIATES

Caregiver Questionnaire

Date

Client Name

Name of person completing questionnaire

Relationship to client

Current Information

1 Client's current address

2 List everyone that currently lives at the client's address.

Name Relationship Age

3 Is there anyone else who lives there or sleeps there occasionally? Yes No
If so, please list.

Name Relationship Age

9 Greeley: 918 13th Street, Suite #2 | Denver: 8811 East Hampden Avenue, #202 | Fort Collins: 2629 Redwing Road, Suite 140
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Treatment and Evaluation Services

Case History

1 List the client's charge(s).

2 s there a plea agreement? Yes No
If so, please provide details.

3 Where is the client in the legal process?

4 Describe the client's index offense.
Include dates, victims, events, and any other individuals involved.
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Treatment and Evaluation Services

Family History and Development

1 Where was the client born?

2 Where else did the client live during childhood and with whom?

3 Ifthe clientis not from Colorado, what circumstances brought them here?

4 Describe the circumstances of the client's birth (if relevant).
Include such details as: did the client's mother receive prenatal care; did the client's mother smoke, drink or use drugs during her pregnancy;

was the client born premature or late; were there complications with the birth; was the client born with any medical problems

5 Describe the client's temperament during:

Infancy

Preschool

Grade school

As an adolescent
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Treatment and Evaluation Services

6 Describe the client's home/family environment growing up.

7 Did the client's parents separate and/or divorce? Yes No
If so, describe the circumstances of the separation and/or divorce and the client's age.

8 Was there a custody agreement? Yes No
If so, describe the arrangement.

9 Did either parent remarry? Yes No
If so, which parent remarried and how old was the client at the time?

10 List any other caregivers the client had during their childhood and/or adolescence.
Include other relatives, foster homes, treatment centers, etc.

Name Client's age

11 Describe your relationship with the client.
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Treatment and Evaluation Services

12 Have either of the client's parents or caregivers died? Yes No
If so, describe the circumstances of their death and client's age.

13 Describe the client's relationship with any other caregiver(s).

14 Describe the kind of caregiver you consider yourself to be.

15 Describe your involvement with the client.

16 How is the client disciplined and how are boundaries set?
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Treatment and Evaluation Services

17 List the client's brothers and sisters (include step brothers/sisters, half brothers/sisters)

Do they
Where to they have Ages of those
Name Age live? children? children.

18 What s the client's current relationship with the siblings listed above?
19 Does someone in the client's family have a history of substance abuse? Yes No

If so, please provide details for each individual.
20 Does someone the client's family have a history of mental illness? Yes No

If so, please provide details for each individual.
21 Does someone the client's family have a criminal history? Yes No

If so, please provide details for each individual.
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Treatment and Evaluation Services

22 Has the client ever been psychologically/emotionally abused? Yes No

If so, describe what happened.

23 Has the client ever been verbally abused? Yes No
If so, describe what happened.

24 Has the client ever been sexually abused? Yes No
If so, describe what happened, if the abuse was reported and the outcome.

25 Has the client ever been physically abused? Yes No
If so, describe what happened, if the abuse was reported and the outcome.

26 What is the worst thing that has happened to the client as a child or adolescent?
Please do not include the offense in this question.
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Treatment and Evaluation Services

27 Has the client experienced a trauma as a child or adolescent?
Please do not include the offense in this question.

28 Has anyone close to the client died? Yes No
If so, explain.

29 Describe fighting that the client did as a child and/or adolescent.
Type of fighting, with whom and why.

30 How often did the client fight with their siblings as a child or adolescent?

31 How often did the client fight with their parents or caregivers as a child or adolescent?
Explain the type of fighting - physical, verbal, etc.

32 Were the police/social services/child protection services ever called because

of a fight with the clients parents, caregivers or other family members? Yes No
If so, please give details.
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Treatment and Evaluation Services

33 Has the client ever use weapons when fighting as a child and/or adolescent? Yes No
If so, describe the weapon and how the client used it.

34 Has the client ever been associated with or part of a gang? Yes No
If so, describe the client's involvement.

35 Has the client ever been bullied? Yes No
If so, describe what happened.

36 Has the client bullied others? Yes No
If so, describe what happened.

37 Has the client ever set fires on purpose? Yes No
If so, describe what happened.

38 Has the client ever harmed an animal or pet on purpose? Yes No

If so, describe what happened.
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Treatment and Evaluation Services

39 Has the client ever run away from home for longer than one night? Yes No

If so, describe what happened.

40 Has the client ever shoplifted? Yes No
If so, what was the most expensive thing the client stole?

41 Has the client ever broken into someone's car, house or building? Yes No
If so, describe what happened.

42 Has the client ever deliberately destroyed another person's property? Yes No
If so, describe what happened.

43 How did the client get along with their peers growing up?
Describe the client's friends, how many the client had, who was their best friend.

44 Describe any extracurricular activities the client is/was involved in as a child/adolescent.

Include sports, clubs, hobbies, volunteering.
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Treatment and Evaluation Services

Household Supervision

If the primary caregiver works outside the home, where is the place of employment?

If the primary caregiver works outside the home, what are the hours during the day

the caregiver is not at home?

Is there internet in the home?
Does the client have access to it?

How is access supervised?

Does the client use social networking websites?

What is the client's favorite site?

Is there cable TV in the home?

How is TV viewing monitored?

10 What is the client's favorite TV show?

11

12

13

14

Does the client have a cell phone?

How is cell phone use monitored?

Does the cell phone have internet access?

What other electronic devices does the client have access to?
(Xbox, PS3, Ipod, Skype, etc.)

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Education History

Elementary School(s)
Name/Location Years Attended

Average Grades
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Treatment and Evaluation Services

Junior High School(s)

Name/Location Years Attended Average Grades

1 Was the client held back in any grade in elementary school? Yes No

If so, describe what happened.

2 Did the client fail any grade in elementary school? Yes No
If so, describe what happened.

3 Was the client ever diagnosed with a learning disability (ADD, ADHD, Dyslexia) Yes No
If so, give details.

4 If not, should the client have been?

5 Has the client ever taken medication for hyperactivity and/or inattenti Yes No

If so, give details.

6 In elementary/middle school was the client ever placed in special education Yes No
services or have an IEP (Individualized Education Program), ILP (Learning
Plan) and/or Behavioral Plan?

If so, give details.
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Treatment and Evaluation Services

7 In elementary/middle school how did the client get along with other students?

8 In elementary/middle school how did the client get along with teachers/school staff?

9 In elementary/middle school was the client ever suspended or expelled Yes No
from school?
If so, please provide details including what grades and the reason.

High School(s)
Name/Location Years Attended Average Grades

10 Did the client graduate from high school? Yes No

If so, what year?

11 Ifthe client did not receive a high school diploma, did the client Yes No

earn a GED?
If so, when and where?

12 Did the client drop out of high school? Yes No

If so, why, when, where and what did the client do after they dropped out?
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Treatment and Evaluation Services

13 In elementary/middle school was the client ever placed in special education Yes
services or have an IEP (Individualized Education Program), ILP (Learning

Plan) and/or Behavioral Plan?
If so, give details.

No

14 In high school how did the client get along with other students?

15 In high school how did the client get along with teachers?

16 Was the client ever suspended or expelled from high school? Yes
If so, please provide details including what grades and the reason.

No

College(s)

Name/Location Dates Attended Degree(s)

17 Has the client ever left an educational program prior to completion? Yes
If so, when and where.

No
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Treatment and Evaluation Services

18 Did the client take vocational classes? Yes No
If so, when and where.

19 Does the client have any certification or licensures? Yes No

If so, describe.

Relationship History
1 Is the client in a relationship currently? Yes No

If so, give first name and age of the partner.

2 Do you know this person? Yes No

3 Do you approve of their relationship? Yes No

4 |s the client sexually active with this person? Yes No
Support System

Please list the people in the client's support system (can include parents, friends, counselors, etc.).

Name Relationship to the client
Age Length of the relationship
Circle one: Positive influence Negative influence Neutral influence

Explain response.

Do they know of the client's offense? Yes No

If not, why not.
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Treatment and Evaluation Services

Name

Relationship to the client

Age
Circle one: Positive influence

Explain response.

Length of the relationship

Negative influence Neutral influence

Do they know of the client's offense?

If not, why not.

Yes No

Name

Relationship to the client

Age
Circle one: Positive influence

Explain response.

Length of the relationship

Negative influence Neutral influence

Do they know of the client's offense?

If not, why not.

Yes No

Name

Relationship to the client

Age
Circle one: Positive influence

Explain response.

Length of the relationship

Negative influence Neutral influence

Do they know of the client's offense?

If not, why not.

Yes No
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Treatment and Evaluation Services

1 Do any of the people in the client's support system use illegal drugs or have a

criminal history? Yes No
If so, please explain.

N

Does the client have a religious affiliation? Yes No
If so, please explain the importance of it in the client's life.

3 Rate the influence of religion in the client's life on a 1-10 scale.
(1 - not an influence to 10 - a great influence)

N

Does the client think of him/herself as a spiritual person? Yes No
If so, please explain what it is and the importance of it in the client's life.

5 Rate the influence of spirituality in the client's life on a 1-10 scale.
(1 - not an influence to 10 - a great influence)

Medical History

—_

Please list the client's current health problems.

N

Please list the client's past health problems.

3 Does the client have any medical diagnoses? Yes No
If so, please explain.
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Treatment and Evaluation Services

4 Is the client currently on any prescribed medication for medical problems?

(including over-the-counter and herbal supplements) Yes No
If so, please provide the name of the medication, dosage, reason prescribed
name of treating physician (if needed here, sign a release for contact).
5 List the client's reason and date of any hospitalizations.
6 List the client's type and date of any major surgeries.
7 Does the client have any physical limitations? Yes No
If so, please describe.
8 Does the client have: Head Injury Yes No
Coma Yes No
Seizure Yes No
If yes on any of the above, please list original symptoms and if the client is currently experiencing symptoms.
9 If the client has experienced a head injury, did the client have any complications
immediately following the accident? Yes No

If so, please explain.
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Treatment and Evaluation Services

10 Has the client had any neurological and/or neuropsychological testing Yes No
If so, please explain.

Vocational History

1 Is the client currently working? Yes No
If so, please list jobs.

Employer Job duties Dates employed

Reason the client left

Employer Job duties Dates employed

Reason the client left

Employer Job duties Dates employed

Reason the client left

Mental Health and Psychiatric History

1 Has anyone ever suggested that the client has mental health symptom Yes No
If so, please explain.

2 Do you think the client has mental health symptoms? Yes No
If so, please explain.
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3 Has the client experienced any of the following mental health symptoms:

Treatment and Evaluation Services

In the pas Currently
Agitation Yes Yes No
Anger Yes Yes No
Anxiety Yes Yes No
Depression Yes Yes No
Difficult concentrating Yes Yes No
Eating problems Yes Yes No
Excessive energy Yes Yes No
Fear of leaving one's home Yes Yes No
Hallucinations Yes Yes No
Hearing voices Yes Yes No
Irritability Yes Yes No
Mood swings Yes Yes No
Nervousness Yes Yes No
Nightmares Yes Yes No
Seeing things that aren't there Yes Yes No
Sleep difficulties Yes Yes No
Suicidal thoughts Yes Yes No
Unusual thoughts Yes Yes No

4 If yes to any of the above, please explain and rate each symptom from 1 to 10.

(1 - almost no symptoms to 10 - extreme symptoms)
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Treatment and Evaluation Services

5 Please list any counselors, mental health workers, or therapists the client has seen.

Name Reason for treatment Dates Seen

6 Medications - Please list all medications the client is currently on or has taken in the past.

Name of medication Reason for use/dosage Dates taken
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Treatment and Evaluation Services

7 If the client is using medication, doeshe/she take it as prescribed? Yes

If not, why not?

No

8 Has the client ever been in any other form of treatment?
Court Completion or

Program ordered? Dates attended Agency dropped out?

If dropped

out, why?

AA/NA

Anger Management

Detox

Domestic Violence

Inpatient

Residential

Sex offense specific

Substance abuse treatment

Other:

Other:
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Treatment and Evaluation Services

Criminal History

1 Please complete the following as applied to the client:

Arrested for Date  Charged? Final outcome (include sentence)

2 Has the client been the victim of physical violence? Yes No
If so, please give details.

3 Does the client have problems controlling his/her temper? Yes No
If so, please give details.

4 Have others said that the client has problems controlling his/her temp Yes No
If so, please give details.

5 How does the client manage their anger? Yes No

If so, please give details.
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Treatment and Evaluation Services

6 Has the client ever threatened anyone? Yes No
If so, please give details.

7 Has the client ever hit a family member, friend, significant other, Yes No
child, teacher, other?
If so, please give details.

8 Has the client been in physical fights? Yes No

If so, please give details including number of fights, who initiated, injuries (the client and others).

9 Has the client ever used weapons in a fight? Yes No
If so, please give details.

10 Has the client ever engaged in self-harm (cutting, etc.)? Yes No
If so, please give details.

11 Has the client ever destroyed property? Yes No
If so, please give details.

12 Does the client have any current or past protection/restraining orders Yes No
If so, please give details.
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Treatment and Evaluation Services

13 Has the client ever had any DHS and/or child protective services involv Yes No
If so, please give details.

14 Does the client have any parole and/or probation violations? Yes No
If so, please give details.

Self Esteem

1 Rate your perception of the the client's self-esteem on the following scale:

0 10
|Tota| lack Total fullness |
of self-esteem of self-esteem

2 How often does the client feel restricted in daily activities because of difficulties with self-esteem?

0 10

Always Often Sometimes Rarel Never

3 How serious is the client's problem with self-esteem?

0 10

| Mild problem Severe Problem Totally Incapacitating

|No problem Moderate problem Extremely Severe Problem

4 What contributes to the client having high self-esteem?
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Treatment and Evaluation Services

5 What contributes to the client having low self-esteem?

6 What does the client consider to be his/her strengths?

7 What does the client consider to be his/her weaknesses?

Substance Abuse

1 Has substance use ever created negative consequences for the client in the following:

School Yes No
Relationships Yes No
DUI, other legal matters Yes No
Employment Yes No
Other Yes No
If yes to any of the above, please explain.
2 Are you aware of the client using substances? Yes No
If so, please provide details.
3 Has the client been charged and/or convicted with an offense Yes No

realted to substance abuse?
If so, please provide details.
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Treatment and Evaluation Services

Sexual History

1 How did the client first learn about sex and at what age?

2 To your knowledge, has the client engaged in sexual activity with anyo Yes No
If so, please provide details.

3 Have you ever had sexual concerns about the client? Yes No

If so, please provide details.

4 To your knowledge, has the client viewed pornography? Yes No
If so, please provide details.

5 To you knowledge, has the client been a victim of sexual abuse or unwanted

sexual contact? Yes No

If so, please answer the following questions:

Did the client tell anyone about the abuse or unwanted sexual conta Yes No
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Treatment and Evaluation Services

Did the client receive treatment for the sexual abuse? Yes No

Does the client currently have symptoms related to the sexual abuse Yes No

Additional Information:

Victim Impact

1 Do you believe the client has a victim? Yes No
Please explain.

2 On a scale of 1-10, how much responsibility for the offense belongs to the client?

3 Why do you think the client committed the offense?
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Treatment and Evaluation Services

4 What do you think should happen now?

Treatment

1 Do you think the client needs treatment? Yes No

If so, What type of treatment do you think the client needs?

2 Are there any factors that may interfere with the client Yes No

being successful in treatment?

Please explain.
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