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Name:____________________  DOB:__________                                                Date:__________ 

Burns Depression Checklist 
 

Copyright © 1984 by David D Burns, M.D. 
 

         
      
        Please total your score on items 1 to 25 here: _____ 
 
 
 

Instructions: Put a check ( √ ) to indicate how much you 
have experienced each symptom during the past week, 
including today.  Please answer all 25 items. 
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Thoughts and Feelings 
1.  Feeling sad or down in the dumps      
2. Feeling unhappy or blue      
3. Crying spells or tearfulness      
4. Feeling discouraged      
5. Feeling hopeless      
6. Low self-esteem      
7. Feeling worthless and inadequate       
8. Guilt or shame      
9. Criticizing yourself or blaming yourself      
10. Difficulty making decisions      

Activities and Personal Relationships 
11. Loss of interest in family, friends, or colleagues      
12. Loneliness      
13. Spending less time with family or friends      
14. Loss of motivation      
15. Loss of interest in work or other activities      
16. Avoiding work or other activities      
17. Loss of pleasure or satisfaction in life      

Physical Symptoms 
18. Feeling tired      
19. Difficulty sleeping or sleeping too much      
20. Decreased or increased appetite      
21. Loss of interest in sex      
22. Worrying about your health      

Suicidal Urges 
23. Do you have any suicidal thoughts?      
24. Would you like to end your life?      
25. Do you have a plan for harming yourself?      
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PTSD Checklist (PCL-5)     Name: _______________ DOB:________
Instructions: Below is a list of problems that people sometimes have in response to a very stressful experience. Please 
read each problem carefully and then select one of the numbers to the right to indicate how much you have been 
bothered by that problem in the past month. 

In the past month, how much were you bothered 
by: 

Not at All A Little Bit Moderately Quite a 
Bit 

Extremely 

1. Repeated, disturbing, and unwanted
memories of the stressful experience?

0 1 2 3 4 

2. Repeated, disturbing dreams of the stressful
experience?

0 1 2 3 4 

3. Suddenly feeling or acting as if the stressful
experience were happening again (as if you
were back there reliving it)?

0 1 2 3 4 

4. Feeling very upset when something
reminded you of the stressful experience?

0 1 2 3 4 

5. Having strong physical reactions when
something reminded you of the stressful
experience (for example: heart pounding,
trouble breathing, sweating)?

0 1 2 3 4 

6. Avoiding memories, thoughts, or feelings
related to the stressful experience?

0 1 2 3 4 

7. Avoiding external reminders of the stressful
experience (for example: people, places,
conversations, activities, objects, or
situations)?

0 1 2 3 4 

8. Trouble remembering important parts of
the stressful experience?

0 1 2 3 4 

9. Having strong negative beliefs about
yourself, other people, or the world (for
example, having thoughts such as: I am bad,
there is something seriously wrong with me,
no one can be trusted, the world is
completely dangerous)?

0 1 2 3 4 

10. Blaming yourself or someone else for the
stressful experience or what happened after
it?

0 1 2 3 4 

11. Having strong negative feelings such as fear,
horror, anger, guilt, or shame?

0 1 2 3 4 

12. Loss of interest in activities that you used to
enjoy?

0 1 2 3 4 

13. Feeling distant or cut off from other
people?

0 1 2 3 4 

14. Trouble experiencing positive feelings (for
example: being unable to feel happiness or
have loving feelings for people close to
you)?

0 1 2 3 4 

15. Irritable behavior, angry outbursts, or acting
aggressively?

0 1 2 3 4 

16. Taking too many risks or doing things that
could cause you harm?

0 1 2 3 4 
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17. Being “super alert” or watchful or on guard? 0 1 2 3 4 
18. Feeling jumpy or easily startled? 0 1 2 3 4 
19. Having difficulty concentrating? 0 1 2 3 4 
20. Trouble falling or staying asleep? 0 1 2 3 4 

Total Score:____________

Test Date:_____________

PCL5 page 2
10



Finding Your ACE Score 

While you were growing up, during your first 18 years of life: 

1. Did a parent or other adult in the household often or very often...

Swear at you, insult you, put you down, or humiliate you? 

or 

Act in a way that made you afraid that you might be physically hurt? 

Yes No  If yes, enter 1 ___ 

2. Did a parent or other adult in the household often or very often...

Push, grab, slap, or throw something at you? 

or 

Ever hit you so hard that you had marks or were injured? 

Yes No  If yes, enter 1 ___ 

3. Did an adult or person at least 5 years older than you ever...

Touch or fondle you or have you touch their body in a sexual way? 

or 

Attempt or actually have oral, anal, or vaginal intercourse with you? 

Yes No           If yes, enter 1 ___ 

4. Did you often or very often feel that...

No one in your family loved you or thought you were important or special? 

or 

Your family didn’t look out for each other, feel close to each other, or support each 
other? 

Yes No           If yes, enter 1 ___ 

5. Did you often or very often feel that...

You didn’t have enough to eat, had to wear dirty clothes, and had no one to protect 
you? 

or 

Your parents were too drunk or high to take care of you or take you to the doctor if you 
needed it? 

11

Name:_____________________     DOB:____________            Date:____________



Yes No  If yes, enter 1 ___ 

6. Were your parents ever separated or divorced?

Yes No           If yes, enter 1 ___ 

7. Was your mother or stepmother:

Often or very often pushed, grabbed, slapped, or had something thrown at her? 

or 

Sometimes, often, or very often kicked, bitten, hit with a fist, or hit with something 
hard? 

or 

Ever repeatedly hit for at least a few minutes or threatened with a gun or knife? 

Yes No           If yes, enter 1 ___ 

8. Did you live with anyone who was a problem drinker or alcoholic or who used street drugs?

Yes No           If yes, enter 1 ___ 

9. Was a household member depressed or mentally ill, or did a household member attempt
suicide?

Yes No           If yes, enter 1 ___ 

10. Did a household member go to prison?

Yes No           If yes, enter 1 ___ 

Now add up your “Yes” answers: _____ This is your ACE Score. 
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Cedar Valley Counseling 2020 

Adult Intake Form 
 

Please provide the following Information and answer the questions below. Please note: information you 
provide here is protected as confidential information. 
 
Therapist:         
 
Please fill out this form at or prior to your first session. 
 
Name:           Birth Date:   

  (Last)     (First)  (Middle Initial) 
 
Gender:        Pronouns:     
 
Race:    Ethnicity:    Primary Language:   
 
Name of Parent or Guardian if under 18 years of age:        
       (Last)      (First)                (Middle Initial) 
 
Address:             
 
Home Phone: ______________________Message ok?   Yes    No  
 
Mobile: ____________________ Message ok?  Yes    No  Text ok?   Yes No 
Please note: messages left on mobile devices or answering machines may not be secure 
 
Email:         May we email you?     Yes       No 
Please note: email is not a secure form of communication 
 
Preferred Contact Method:     
 

Relationship/Household Information 
Relationship status (please describe):          
 
If you are currently in a relationship, how would you rate your relationship (on a scale of 1-10, 1 being poor 
and 10 being fantastic?     
 
Are you a parent, step parent, or guardian?  Please describe:       
              
              
 
Please list children with their names and ages:         
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Do the children live in your household?  Please Describe:       
              
 

Health Information 
Who is your Primary Care Physician?            
  
When was your last physical?             
 
Are you currently experiencing any medical issues?  Yes     No    Please Describe:    

              

              

 
Are you currently experiencing chronic pain?     Yes     No 

 Please describe:            

              

 

Do you take any prescription medication for medical issues?    Yes   No 

 Please list:            

             

             

 

Mental Health Information 
Have you ever been given a mental health diagnosis?      Yes       No  

 

What was the diagnosis/diagnoses? (Please list)       

            

Who provided this diagnosis (PCP, psychiatrist, previous therapist, etc.) and when? 

              

 

Have you been prescribed psychiatric medications?     Yes       No 

 Please list:           
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Have you ever been hospitalized or received inpatient or intensive outpatient treatment related to a mental 
health diagnosis? Please describe:          

              

              

 

 

Family Health History 
In the section below identify if there is a family history of any of the following. If yes, please indicate the family 
member’s relationship to you in the space provided (father, grandmother, uncle, sister, etc.). 
 
 Please Check       List Family Member 
 
  □ Alcohol Abuse    □ none       
 
  □ Substance Abuse   □ none       
 
  □ Anxiety    □ none       
 
  □ Depression    □ none       
 
  □ Mood Disorder   □ none       
 
  □ Schizophrenia    □ none       
 
  □ Obsessive Compulsive Behavior  □ none       
 
  □ Schizophrenia    □ none       
 
  □ Eating Disorders   □ none       
 
  □ Obesity    □ none       
 
  □ Domestic Violence   □ none       
 
  □ Suicide    □ none       
 
  □ Self-Harming    □ none       
  
 

Substance Use History 
 
Do you use tobacco/nicotine products?    Yes    No   
 
Please Describe:            
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Do you drink alcohol?      Yes   No 
 
Please Describe:              
 
Do you engage in recreational drug use?    

 □ Daily    □ Weekly  □ Monthly  □ Sometimes    □ Never 
 
If yes, what substances do you use?          
 
Have you ever been diagnosed with a substance use disorder?    Yes  No 

Please list:             

 

Have you received inpatient or intensive outpatient treatment for substance use?   Yes  No 

If yes, please describe:            

              

 

Are you currently, or have you been in the past, a member of a substance use support group?  Yes  No 

If yes, please describe:            

 

Grief, Loss, and Trauma History 
Please Note: If you feel uncomfortable answering any of the questions in this section, feel free to refrain and discuss the incidents 
with your clinician when you feel ready. 
 
Are you currently experiencing overwhelming sadness or grief?    Yes     No 
 
What losses have you experienced that still impact you?        

              

              

 
Some events from years past may still cause emotional pain. In your life have you experienced:  
 
 □ Traumatic experience:          

              

 
 □ Difficult childhood (Please explain):         

             
 
 □ Domestic Violence (please check all that apply): 
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  □ Physical   □ Verbal   □ Sexual   □ Emotional 
 
 □ Sexual Abuse:           

 
Sometimes people lose hope and seek to hurt themselves or end their lives. Have you ever: 
 
 Made an effort to end your life?            
  
 Harm yourself through cutting, burning etc:         
 
Are you experiencing suicidal thoughts at this time?      Yes     No 
 
If you experience suicidal thoughts what keeps you alive?         

              

              

 
Note: Thank you for sharing such difficult information. Trust that we hold you in high regard as you seek to 
build your own set of supports to aid you in finding health and peace. 
 

 

Additional Information 
 

Are you experiencing legal issues?  Yes     No   

 Please describe:            
 
Are you currently employed?       Yes     No 
 
If yes, what is your current employment situation?         

              

Do you enjoy your work? Is there anything stressful about your current work?       

              

              

 
Do you consider yourself to be spiritual or religious?       Yes      No 

 If yes, describe your faith or primary beliefs:        
              
 
Are you part of a spiritual community?     Yes    No            
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Are you participating in any community activities? (gym, school, volunteering…)      Yes          No 

              

              

 
Goals for Therapy 

 

What do you consider to be some of your strengths? 

              

              

              

 
What do you believe to be your weaknesses? 

              

              

              

 

What would you like to accomplish out of your time in therapy? 

              

              

              

 

 

Signature:         Date:     

 

Thank you for your patience in completing this form. CVC is here to support you and your goals for growth 
and change.  
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