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Getting to Know You Worksheet
Today’s date: ___/___/___
PHQ-9:  ______________ 
Client Name: 

Study ID: 


Dear Client, 

The following questions help us get to know you.  The more we learn about how you are feeling and what you have been through, the more prepared we will be to help you.  Please find a private place to think about and respond to each section below.    

Language I prefer   FORMCHECKBOX 
 English   FORMCHECKBOX 
 Spanish   FORMCHECKBOX 
 Other _____________________________

Activities I like and things I can do to help myself

Pleasant or Relaxing Activities _____________________________________________________

Alternative Health (Yoga, Pilates, Tai Chi, Meditation) ___________________________________

Exercise/ Exercise_______________________________________________________________

Sleep _________________________________________________________________________

People, Places and Things to Avoid__________________________________________________

Other_________________________________________________________________________

My experience with treatment – Check all that apply 

· I’ve been diagnosed with depression in the past
· I received treatment for depression in the past
· I’ve taken antidepressants in the past
· The anti-depressants helped me
· My family or friends have taken anti-depressants
· The anti-depressants helped my family or friends
· I’ve tried counseling in the past
· Counseling helped me in the past
· My family or friends have tried counseling in the past
· Counseling helped my family or friends
· I am against taking medications
· I am against counseling or therapy
· Other_________________________
Things that would make it hard for me to get care – Check all that apply 

· I worry about cost
· The provider won’t accept my insurance
· My health plan won’t pay for my treatment
· I can’t find where to go for help

· I can’t get an appointment as soon as I need one

· I can’t get to the provider’s office when it’s open

· I takes too long to get to the provider’s office from my home or work

· I can’t get through on the telephone or leave messages

· I don’t think I can be helped

· I am too embarrassed to discuss my problem with anyone
· I am afraid of what others will think of me
· I can’t get work leave for medical appointments and will lose pay
· I need someone to take care of my children
· No one speaks my language at the provider’s office
· I feel discriminated against because of my age, race, ethnicity, or sexual orientation
· Other___________________________
In the last month, was there a single day in which you had five or more drinks of beer, wine, or liquor?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Did you ever think that you were an excessive drinker? 

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Have you ever drunk as much as a fifth of liquor in one day?  (That would be about twenty drinks or three bottles of wine or as much as three six-packs of beer in one day.)

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Medications I am taking right now

1. _________________________

2. _________________________

3. _________________________

4. _________________________

5. _________________________

6. _________________________

Events I have experienced in the past year – (Check all that apply)
· Someone close to me died
· I had a serious argument with someone who lives at my home
· I had a serious argument with a close friend or relative or neighbor not living with at my home
· I separated, divorced or ended an engagement or relationship
· I had arguments or other difficulties with people at work
· Someone moved out of my home
· I was laid off or fired from work
· I had a serious injury or illness 
· I had minor financial problems
· I had major financial crisis
· Someone close to me had a sudden serious illness or injury
· I, or someone important to me, had problems because of discrimination based on age, gender, race, ethnicity or immigration status.
· I lost my home
· Other event___________________________
Questions I have for my provider
1. ________________________________________________________________________

2. ________________________________________________________________________

3. ________________________________________________________________________
Thank you for sharing your feelings and experiences.  We will ask you some of these same questions as we go along so that we both start to get a sense of how you are progressing.   

Client Name: __________________________________Study ID:_________________________  
Extra space for client’s notes………………… 

Client Name: ____________________________Study ID:_________________________  
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(Signature of Clinician)


