LIFE FUNCTION INVENTORY

Name__________________________________ Age __________ Date_____________________  

The information you provide will help in the planning of your counseling.

PROBLEM ANALYSIS

1. PROBLEM DESCRIPTION: Briefly describe the problem you most wish help with right now:
_______________________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please mark any of the following symptoms you may be experiencing:
[image: ]

□ sad mood/tearfulness
□ no pleasure
□ no energy
□ sleep disturbances
□ appetite changes
□ low self-esteem
□ guilt
□ poor concentration
□ excessive worry
□ intrusive thoughts
□ obsessive thinking
□ compulsive behavior
□ panic attacks
□ fear of crowds
□ fear of germs
□ compulsions
□ nightmares
□ flashbacks
□ elated/manic mood
□ rapid speech
□ impulsive
□ hallucinations
□ suicidal thoughts
□ violent thoughts
□ severe nausea
□ migraine headaches
□ sexual dysfunction


2. PROBLEM INTENSITY: How would you rate the intensity of the problem or concern that brought you in?      
     □ Not Intense      	□ Moderately      	□ Intense        		□ Extremely Intense  

3. PROBLEM DURATION: Approximately how long have you had the current problem? ________________________________________________________________________________

________________________________________________________________________________

4. COPING ATTEMPTS: In what ways have you attempted to cope with this problem?
________________________________________________________________________________

________________________________________________________________________________
(*please include if you are using any addictive substances, such as increased alcohol use, drugs, etc.)

PRIOR COUNSELING

1. Have you been in counseling before?    □Yes   □No   
2. Was it a positive experience?     □Yes   □No   □Unsure      
3. Why/Why not? ____________________________________________________________________________
4. What qualities are you looking for in a counselor?  
____________________________________________________________________________


INFERTILITY ASSESSMENT INFORMATION
1. How long have you and your current partner been together? _______________________
2. What were the qualities that initially attracted you to your current partner? __________________________________________________________________________ 
3. What was the very beginning of your relationship like?______________________________ __________________________________________________________________________
4. Do you have any children from this or a previous relationship?  If yes, were they conceived naturally or from fertility treatments?  __________________________________________________________________________
5. How long have you known about your fertility issues or diagnosis?   __________________________________________________________________________ 
6. Do you know what the source of infertility is?  □ Male □  Female □ Combined  □ Unexplained
7. Is there a family history of infertility?  □  Yes   □  No
8. What forms of infertility treatment have you had?  
□ Medications □ Surgeries  □  IUI  (how many? ______  )  □  IVF (how many? ______  )  
1. What were the results/outcome?  □  pregnancy   □  failed attempt
□  miscarriage   □  stillbirth   □  live birth   □  other:  ____________________
9. How would you describe the individual and relational impact of the fertility problem?  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
□  communication issues   □  sexual dysfunction   □   increased conflict   □  disconnection
□  negative coping strategies   □  stress management issues   □  complicated grief/loss
□  employment issues   □  isolation /social stress   □  cultural/religious factors
10. How have you handled the impact of fertility treatment stress?  ____________________________________________________________________________________________________________________________________________________________
11. How do you handle conflict between you? ____________________________________________ ______________________________________________________________________________ 
12. How does your partner handle conflict? ______________________________________________ ______________________________________________________________________________
13. What helps you to calm down when you are upset? _____________________________________ ______________________________________________________________________________
14. When you want support from your partner do you get it? If so, how? _______________________ ______________________________________________________________________________
15. If you could change one thing to improve your relationship with your partner, what would it be? ____________________________________________________________________________________________________________________________________________________________
16. What do you want to get out of therapy? (i.e., awareness, skills, resources, understanding, tools, strategies, etc.) ____________________________________________________________________________________________________________________________________________________________ 

Immediate Family Members                          Relationship	      			Age
       (spouse, children, parents, etc.)	

1. __________________________________________________________________________
2. __________________________________________________________________________
3. __________________________________________________________________________
4. __________________________________________________________________________
5. __________________________________________________________________________

FAMILY HISTORY INFORMATION

1.  Has anyone in your immediate or extended family struggled with or is currently struggling with the following issues:


□ Divorce
□ Frequent Relocations 
□ Psychiatric Disorder 
□ Debilitating Injury 
□ Disabilities
□ Alcoholism 
□ Drug Abuse
□ Infidelity
□ Serious Illness
□ Abuse 
□ Physical □ Emotional      □ Sexual  □ Verbal
□ Attempted or Completed Suicide
□ Eating Disorder(s) 
LIFE FUNCTIONING INVENTORY

□ Financial Crisis
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If yes, please indicate relationship:  
□ Spouse 	  □ Mother  	□ Father  	□ Sibling 	 □ Child  	 □ Grandfather/mother  □ Other

2. Have you personally experienced significant family abuse?
□None      	□Unsure      	□Emotional     	       □Physical     	□Sexual     	□Verbal     

By Whom?_____________________________  Was it ever reported?  □Yes   □No   □Unsure      

3. In general, how happy or adjusted were you growing up? (Check one):
□Poor      □Unsatisfactory      	□About average     	□Substantial      	□Completely

4. How much is your immediate family a source of emotional support for you? (Check one):
□ None      	□ Little      	□ Somewhat      	□ Substantial      	□ Very Strong

5. How much conflict in values do you currently experience with your parents? (Check one):
□ Very Little or None      □ Some/Moderate       □ Strong/Extreme

6. Who in your family do you currently feel closest to? ________________________________________________

Most distant from?_______________________________ In most conflict with? ___________________________ 


HEALTH AND SOCIAL ISSUES

1.  How is your physical health at present?  
□Poor       	□Unsatisfactory      	□ Satisfactory       	□Good      	 □Very good

2.  Please list any persistent physical symptoms or health concerns (chronic pain, headaches, hypertension, diabetes, etc.):
____________________________________________________________________________________________

3.  Are you currently taking prescribed antidepressant, psychiatric or other medication?  □ Yes     □ No
If yes, what are you taking, how long have you been on it & the dose? __________________________________
Do you feel that it is working?   □ Yes     □ No
Do you have a family history of anyone being diagnosed with depression, anxiety, or any other mental health  condition?     □ Yes    □ No          
If yes, please list family member and condition:   ____________________________________________________________________________________________
Have you ever been prescribed psychiatric medication?   □ Yes    □ No  
Medication & Dose:  __________________________________________________________________________
Are you presently taking any other prescribed medication?   □ Yes   □ No
Medication & Dose:  __________________________________________________________________________
4.  Are you having any problems with your sleep habits?    □ Yes   □ No   (If yes, check where applicable):   

□ Sleeping Too Little    □ Sleeping Too Much    □ Poor Quality Sleep   □ Disturbing Dreams   □Other

5.  Times per week do you exercise? ______________________________ How long each time? ______________

What type of exercise do you enjoy doing?__________________________________________________________

6.  Are you having any difficulty with appetite or eating habits?    □ Yes □ No

If yes, check where applicable: □ Eating less     □ Eating more     □ Binging     □ Restricting
Weight change in last 2 months? □ Yes   □ No    If yes, how much? ______________________________________
Did something in your life change that may have caused your eating habits to change?  Explain:  ______________
___________________________________________________________________________________________
7.  Do you regularly use alcohol?   □ Yes    □ No
In a typical month, how often do you have 4 or more drinks in a 24 hour period? __________________________
Do you consider your alcohol consumption a problem? □ Yes   □ No   □Unsure
Has your alcohol use negatively impacted your relationships, job, ability to function? Explain: ____________________________________________________________________________________________
8.  How often do you engage recreational drug use? □Never    □Rarely   □Monthly    □Weekly    □Daily 
Do you consider this drug use a problem? □ Yes   □ No   □ Unsure
Has your drug use negatively impacted your relationships, job, ability to function? Explain: ___________________________________________________________________________________________
9.  Do you have any problems or worries about sexual functioning?   □Yes □No      
If yes, check where applicable:  □ Lack of Desire    □ Performance Problem   □ Sexual Impulsiveness    □ Unable to achieve orgasm  □ Difficulties Maintaining Arousal   □ Worried about Sexually Transmitted Disease   
□ Other: _____________________________________________________________________________________

10.  Have you ever experienced sexual assault, unwanted sex or uncomfortable touching?
□Unsure   	□Never   	□Once   	□A Few Times   	□Frequently 

By Whom?_____________________________  Was it ever reported?  □Yes   □No   □Unsure      

11.  Do you engage in viewing pornography or other forms of sexually addictive behaviors (i.e., compulsive self-stimulation, sexual impulsiveness, lack of sexual control, etc.)? 
□Never    	□Rarely   	□Monthly     	□Weekly   	□Daily 		□ Multiple times daily
Do you consider this a problem? 	□ Yes   	□ No   	□ Unsure
If applicable, has the use of pornography or other sexual behaviors negatively impacted your intimate relationships, employment, ability to function, etc.? Please explain:
____________________________________________________________________________________________

12.  Have you had suicidal thoughts recently?  □ Never   	□ Rarely   	□ Sometimes   	     □ Frequently 

      Have you had them in the past?   	           □ Never   	□ Rarely   	□ Sometimes    	     □ Frequently 

13.  Have you ever intentionally inflicted any harm upon yourself?  □Yes   □No   □Unsure   

      If yes, how?  □ Cutting   □ Suicide attempt  □ Other (specify):  _______________________________________

14.  In the past, how would you rate the quality of your peer relationships?

□ Excellent   	   □ Good    	□ About Average    	□ Unsatisfactory     	□ Very Poor 

15.  Besides family members, approximately how many people can you really count on right now for friendship or 
emotional support? □ Yes   	□ No     

Who are they: 1)  _______________________  2) _______________________ 3) ________________________

16.  Have you experienced a recent loss/losses (i.e., death of loved one, divorce, unemployment, major life change, illness, accident, empty nest, etc.)?  If yes, please explain: ____________________________________________________________________________________________
____________________________________________________________________________________________
Do you feel you have dealt with or resolved your grief?  □Yes □ No
ACADEMIC BACKGROUND

1. How would you describe your work/school life?  
□Poor   		□Unsatisfactory   	□About Average   	□Good   	□Excellent

2.  Do you want to make a change in this area? _____________________________________________________

3.  Did you experience learning or other academic problems in elementary, middle school or high school? 
(Check one):  

□ None      □ Little        □ Some    □ Substantial  	   □ Constant Struggle  	□ Underperformance/Low grades 

□ Inattention/Staying “on task” 	□ Unable to sit still    □ Lack of Focus    □ Organization/Time   □Social Problems

Highest Educational Level____________________________   Degree____________________________________  

School Attended____________________________________________________ Graduation Year_____________

PERSONAL

1.  List your most dominant positive thoughts about yourself.  ____________________________________________________________________________________________

2.  List your most dominant negative thoughts about yourself.  ____________________________________________________________________________________________

3.  Do you struggle with self-esteem or identity issues?  If yes, please explain: _____________________________
____________________________________________________________________________________________
4.  Have you personally experienced legal problems?   □Yes □ No


FAITH PRACTICE

1. Faith preference _____________________________________________________________________________

2.  Have you ever had a negative experience in your religious background/history?  □Yes    □No    If yes, please explain: 
____________________________________________________________________________________________

________________________________________________________________________________________________________________
3. Are you currently active in your faith practice?   □Yes    □No    □Somewhat/Occasionally  

4. Place of Worship___________________________________________________________________________
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