
Clients Concerns Checklist 

Name: _________________________     Date: ____________________________ 

To what degree are any of the following a concern to you? Please check the appropriate box.  When choices are 
given separated by a slash (/), please circle the relevant choice(s). 

 
PERSONAL: 

Not  
Distressing 

Mildly  
Distressing 

Moderately 
Distressing 

Extremely 
Distressing 

a) self confidence □ □ □ □ 
b) mood (depressed/unusually elevated) □ □ □ □ 
c) anxiety/life stressors □ □ □ □ 
d) concentration/decision making  □ □ □ □ 
e) energy (low/unusually elevated) □ □ □ □ 
f) sleep/nightmares □ □ □ □ 
g)  sexuality □ □ □ □ 
h) appetite (poor/overeating) □ □ □ □ 
i) irritability/feeling on edge/restlessness □ □ □ □ 
j) muscle tension/fidgeting □ □ □ □ 
k) death thoughts/suicide attempt(s) □ □ □ □ 
l) drug use /alcohol use (self/others) □ □ □ □ 
m) mental health □ □ □ □ 
n) chronic illness □ □ □ □ 

 
FAMILY/RELATIONSHIPS/VOCATIONAL: 

    
o) family relationships □ □ □ □ 
p) social relationships □ □ □ □ 
q) intimate relationships □ □ □ □ 
r) pregnancy/parenting/children □ □ □ □ 
s) separation/divorce/custody □ □ □ □ 
t) job situation 

 
 
VIOLENCE/ABUSE/TRAUMA/GRIEF: 

□ □ □ □ 
 
 

u) verbal/emotional abuse □ □ □ □ 
v) sexual abuse □ □ □ □ 
w) physical abuse □ □ □ □ 
x) self harm/cutting □ □ □ □ 
y) trauma □ □ □ □ 
z) grief □ □ □ □ 

 
 

 


