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COURT CLINIC QUESTIONNAIRE 

Date Completed ________________ 

1. Demographics
Your full Name: ________________________________________________________________

Other Names Used: _____________________________________________________________

Address (Street/City/State/Zip): ____________________________________________________

Phone #s: (cell) __________________ (home) _________________ (work) ________________

Email Address: _________________________________________________________________

Last 4 SSN: ___________________ DOB: _____________________ Age: _________________

Ethnicity: _______________________________________________________________

Attorney’s Name: _____________________________________ Phone: ___________________

Other Parent’s Name: ____________________________________________________________

2. Current Living Situation
Do you live in a house, apartment, or modular home? __________________________________

Rent or Own? _______________ To whom does the home belong? _______________________

When did you move there? ________________ # bedrooms: _________ # bathrooms: _______

What are the children’s sleeping arrangements? _______________________________________

______________________________________________________________________________

What is the total number of individuals (adults and children) living in your home? ____________

List all people (adults and children) that live or timeshare at your home:

ADULTS: Name     Age  DOB  Relationship

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

CHILDREN: Name     Age  DOB  Relationship

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

In completing this questionnaire, feel free to add additional pages to the questionnaire if needed for your 
answers. Reference the Section number in your responses on the additional pages.  

     I affirm that I _______________________________ am the individual that completed this questionnaire.
(Your Name Here)

albdscg
Text Box
This is a fillable PDF file.  You can tab through the document.  Save document using your name and DM number.  Send back via Email address: albdcourtclinic@nmcourts.gov
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3. Current Relationship
Are you in a relationship? Yes ___ No ___

Name of partner: _______________________________________________________________

Last 4 SSN: ____________ DOB: ____________ Age: _____ Cell phn #: __________________

How long have you been in this relationship? ____________ Do you live together? Yes ___ No ___

Are you married?  Yes ___ No ___  Date of marriage? _________________________________

How long has your child(ren) known this partner? _____________________________________

Describe your partner’s role and interaction with your child(ren): _________________________

______________________________________________________________________________

______________________________________________________________________________

Does your partner have children? Yes     No      If yes, list names and ages of partner’s children:

______________________________________________________________________________

______________________________________________________________________________

Describe how your child(ren) get(s) along with your partner: _____________________________

______________________________________________________________________________

Where does your partner work? ____________________________________________________

Are you aware of any arrests or court activity regarding your partner? Explain:

______________________________________________________________________________

4. Residence History
Are you planning to move away from the Albuquerque area in the next 12 months? Yes ___ No ___
If yes, indicate where you plan to move and why: ______________________________________
______________________________________________________________________________
List the addresses (including city & state) where you have lived in the past 5 years:
Dates (from / to) Address (city & state)    Reason for move
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

5. Education
Name of your high school? _____________________________ Did you graduate? Yes ___ No ___

If yes, what year did you graduate?  ____________If no, highest grade completed? ____________

Did you get a GED?  Yes ___ No ___    If yes, when? ____________________________________

Did you go to college? Yes ___ No ___   If yes, name of college: ___________________________

When did you graduate college? _________________ What degree? ________________________
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Are you currently attending school? Yes ___ No ___    If yes, list your school schedule below: 

Mon   Tues   Wed   Thur   Fri   Sat   Sun 

______________________________________________________________________________ 

6. Employment
Are you currently employed? Yes ___ No ___ If yes, where? ________________________________ 

Job title? ________________________How long have you worked there? __________________ 

Describe your work/job duties: ____________________________________________________ 

Describe your current work schedule below, include start time / end time (am,/pm):

Mon   Tues   Wed   Thur   Fri   Sat   Sun 

______________________________________________________________________________ 

______________________________________________________________________________ 

Total number of hours worked per day: __________ per week: __________

How flexible is your work schedule? ________________________________________________ Do 

you have health insurance for yourself? Yes ___ No ___     For your children? Yes ___ No ___ Name 

of insurance company: ______________________________________________________ Prior work 

history for the past 5 years:

Where did you work?    For how long?   Reason for leaving?

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________      

If you were unable to work during the last 5 years, describe reason for not being able to work: 

______________________________________________________________________________

7. Military Affiliation
Do you currently serve in the military?  Yes ___ No ___  If yes, what branch? __________________ 

Are you active duty?  Yes ___ No ___   Are you in the Reserves? Yes ___ No ___

Discharge date: _________________ Type of discharge: ________________________________ If 

your discharge was “Other Than Honorable”, describe circumstances: 

______________________________________________________________________________ 

Does the other parent serve in the military? Yes      No      If yes, which branch? ________________ 

Are they active duty? Yes ___ No ___      Are they in the Reserves? Yes ___ No ___

Discharge date: _________________ Type of discharge: ________________________________ If 

their discharge was “Other Than Honorable”, describe circumstances: 

______________________________________________________________________________
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8. Status Quo of the Child(ren) 
Complete the following information on each child involved in this case: 
 
 Child 1 Child 2 Child 3 Child 4 
First Name 
 
 

    

Last Name 
 
 

    

Birthdate 
Age 
 

    

Residence 
(City / State) 
 
 

    

Religion 
 

    

Doctor 
 
 

    

Dentist 
 
 

    

School  
 
Grade level  
 
Teacher 
 

    

Childcare 
 
 

    

Counselor 
 
 

    

Recreational 
Activities 
 
 

    

Special 
Needs 
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9. Information Regarding Child(ren) 
Describe your child(ren) and their needs: ____________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Has/have your child(ren) ever been diagnosed with a mental health disorder?  Yes ___ No ___ 

If yes, explain: _________________________________________________________________ 

______________________________________________________________________________ 

Is/are your child(ren) currently prescribed medication(s)? Yes ___ No ___    If yes, list name of 
medication(s), the reason for the medication, and the name and phone # of prescribing doctor:  
______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Is/are your child(ren) currently in counseling? Yes ___ No ___ 
If yes, list name of counselor, phone #, and the reason for the counseling? 

______________________________________________________________________________ 

Has/have your child(ren) ever expressed thoughts of harming himself/herself or attempted suicide? 

Yes ___ No ___   If yes, describe: ___________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

Has/have your child(ren) ever been diagnosed with special needs of any kind or do you suspect that 

your child(ren) has special needs? Yes ___ No ___    If yes, describe: ________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

Is/are your child(ren) currently receiving special education services? Yes ___ No ___If yes, describe: 
________________________________________________________________________________ 

________________________________________________________________________________ 

Have there ever been any separations or gaps in caregiving between you and your child(ren)?  

Yes ___ No ___    If yes, describe: _____________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

Is there currently or has there ever been, any allegations of physical, sexual, or psychological 
(emotional) abuse of your child(ren)? Yes ___ No ___    If yes, describe: 
_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 
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Have you or the other parent ever been reported to Child Protective Services (CYFD) in New Mexico 
or any other state? Yes ___ No ___ 
If yes, describe and indicate the name and phone number of the caseworker(s): 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 
10. Concerns 

List any concerns you have for your child(ren): 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

List concerns you have regarding the other parent: 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 
  
List any concerns you have regarding co-parenting with the other parent: 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

List any concerns you have regarding the other parent’s partner: 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 
11. Current Parenting Arrangements 

What is the current timesharing schedule you and the other parent are following? 

 Sunday Monday Tuesday Wednesday Thursday Friday Saturday 

Week1        

Week2        

Week3        

Week4        
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Where do you exchange the child(ren)? ______________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

When did this timesharing schedule begin? ___________________________________________ 

______________________________________________________________________________ 

Describe how the current timesharing schedule is working for the child(ren): 
______________________________________________________________________________ 

______________________________________________________________________________ 

If you had a different timesharing schedule before this current one, describe: 
______________________________________________________________________________ 

______________________________________________________________________________ 

Why did the timesharing schedule change? ___________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

What changes to the timesharing schedule or exchanges are you proposing? _________________ 
______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

List all the holidays / celebrations / special occasions that you celebrate and indicate how you 

propose sharing each holiday, etc with the other parent: _________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 
12. Joint Legal Custody 

Joint Legal Custody is presumed to be in the best interest of the child in New Mexico. It involves the 

parents making decisions together regarding the child(ren)’s city of residence, religion, education, 

daycare/childcare, non-emergency medical care, dental care, counseling, and organized recreational 

activities. It is not related to timesharing or child support. 
 
Are you willing to share Joint Legal Custody (joint decision making) with the other parent?  

Yes ___ No ___     If no, explain: 

_____________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 
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13. Relationship with the Child(ren)’s Other Parent
When and where did you and the other parent meet? ___________________________________

______________________________________________________________________________

Did you live together? Yes ___ No ___    If yes, when did you move in together? ________________

Were you and the other parent married? Yes ___ No ___

If yes, date of Marriage: ________________________ Date of Divorce: ___________________

When did you most recently separate? ______________________________________________

If there were multiple separations indicate how many: __________________________________

Why did your relationship with the other parent end?
______________________________________________________________________________

______________________________________________________________________________

Is there any chance of reconciliation? Yes ___ No ___ Maybe ___ Explain:
______________________________________________________________________________

______________________________________________________________________________

Describe your current relationship with the other parent: ________________________________

______________________________________________________________________________

______________________________________________________________________________

Describe the communication between you and the other parent, including your method of

communication (such as text, phone, in person, email, etc) and how often you communicate:

______________________________________________________________________________

______________________________________________________________________________

What steps could you take to improve your communication with the other parent?

______________________________________________________________________________

______________________________________________________________________________

14. Information Regarding the Other Parent:
Is the other parent in a relationship? Yes ___ No ___
If yes, indicate name of partner and how you feel about that individual’s ability to parent:
______________________________________________________________________________

______________________________________________________________________________

Briefly describe the other parent’s personality, including their strengths and weaknesses:
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
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Does the other parent have any mental health / emotional issues for which treatment was or is 

currently required? Yes ___ No ___   If yes, briefly describe: ____________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Does the other parent have any medical / health issues for which treatment was or is currently 

required? Yes ___ No ___    If yes, briefly describe:  ___________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

List medications (including medical marijuana) you believe the other parent is currently taking:  

______________________________________________________________________________ 

______________________________________________________________________________ 

Do you believe the other parent currently has, or has ever had, an alcohol and/or drug problem? 

Yes ___ No ___    If yes, describe: _________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Has the other parent ever been charged with, arrested for and/or convicted of a crime?   
Yes ___ No ___    Describe what you know of the other parent’s criminal history including any 
arrests and charges:  (If you have any police reports, provide them to the clinician.) 
______________________________________________________________________________ 

______________________________________________________________________________ 

Are you aware of any issues / financial difficulties due to gambling by the other parent?  

Yes ___ No ___  If yes, describe:  _____________________________________________________ 

_________________________________________________________________________________ 

 
15. Prior Conflict / Domestic Violence  

Describe a typical incident of conflict between you and the other parent: 
______________________________________________________________________________ 

______________________________________________________________________________ 

 
Describe the worst incident of conflict between you and the other parent: 
______________________________________________________________________________ 

______________________________________________________________________________ 

Was there physical, sexual, verbal, or emotional abuse in your relationship?   Yes ___ No ___        

 If yes, describe the type and extent of the abuse: ______________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 
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If there was abuse, describe the FIRST incident of abuse: _______________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Have you ever filed for a Restraining Order / Order of Protection against the other parent? 
Yes ___ No ___  If yes, explain:  ___________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Has the other parent or another individual ever filed a Restraining Order / Order of Protection against 

you? Yes ___ No ___   If yes, explain: ______________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Did your child(ren) ever witness or hear violence between you and the other parent or another 

individual?  Yes ___ No ___    If yes, describe: 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 
16. Current Conflict  

With 1 being the lowest and 5 being the highest, how would you rate the current level of conflict 
between you and the other parent at this time? Circle one 

 
    1     2        3              4          5 
Minimal  Mild  Moderate  Somewhat Severe Very Severe 

 
Describe a recent incident of conflict between you and the other parent: 
______________________________________________________________________________ 

______________________________________________________________________________ 

Have your child(ren) witnessed any recent incidents of conflict between you and the other parent? 

_______________________________________________________________________ 

______________________________________________________________________________ 

Describe any recent conflict between your current partner and other parent:  
______________________________________________________________________________ 

______________________________________________________________________________ 

Describe any recent conflict between you and the current partner of the children’s other parent:  
______________________________________________________________________________ 

______________________________________________________________________________ 
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17. Your Family of Origin History 
 

Relationship Name Frequency of Contact Where do they live 

Your Mother    

Your Father    

Your Step parent(s)    

Your Step parent(s)    

Your Sibling(s)    

Your Half sibling(s)    

Your Step sibling(s)    

Other    

 

Were your parents married? Yes ___ No ___    Did your parents divorce / separate? Yes ___ No ___     

If your parents divorced / separated, how old were you? ________________________________ 

If they divorced / separated, how often did you see each parent? 
______________________________________________________________________________ 

______________________________________________________________________________ 

If you did not see both parents, explain why?  
______________________________________________________________________________ 

______________________________________________________________________________ 

Did your Father remarry? Yes ___ No ___     Did your Mother remarry? Yes ___ No ___     

Were you adopted? Yes ___ No ___    If yes, at what age?  _________________ 

Where were you born and raised (city and state)? ______________________________________ 

By whom were you raised? _______________________________________________________ 

When you were growing up, were any of the adults in your home physically, emotionally, sexually, 
or verbally abusive towards each other in the home? Describe: 
______________________________________________________________________________ 

______________________________________________________________________________ 

When you were growing up, were any of the adults in your home physically, emotionally, sexually, 
or verbally abusive towards you or any other child(ren) in the home? Describe: 
______________________________________________________________________________ 

______________________________________________________________________________ 

How were you disciplined when you were growing up and who was the disciplinarian? 
______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 
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How did the way you were disciplined affect how you discipline your children?  
______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Where does your Father currently live (city and state)? _________________________________ 

Where does your Mother currently live (city and state)? ________________________________ 

Describe your relationship with your Father now: 
______________________________________________________________________________ 

______________________________________________________________________________ 

Describe your relationship with your Mother now: 
______________________________________________________________________________ 

______________________________________________________________________________ 

Describe your relationship with each of your siblings now (including half and step siblings): 
______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Describe the relationship between your parents and siblings and your children and describe how often 
they have contact with each other: 
______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 
18. Relationship History 

List all marriages and/or significant relationships you have had and the names and ages of any 
children that resulted from each relationship: 
 
Name of Person    Married/Divorced/Cohabitated (how long)    Name of Children and their ages 
 
______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Have you ever experienced domestic violence in any relationship listed above? Yes ___ No ___     

If yes, describe: ________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 
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19. Legal History 
List all court cases (Federal, State, or Metropolitan) of any kind in New Mexico, other states, or other 
countries. Include any arrests. 
 
Date  Charges  Jurisdiction of case    Outcome 

(NM, Other State, Federal, Etc)  
______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

List all dates and length of all incarceration(s): ________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Are you now or have you ever been on court supervision / probation / parole? Yes ___ No ___       
If yes, list start / end dates of all: ___________________________________________________ 
______________________________________________________________________________ 

______________________________________________________________________________ 

Provide the name and phone number of your Probation / Parole Officer: 
______________________________________________________________________________ 

______________________________________________________________________________ 

Have you ever violated court supervision / probation / parole? Yes ___ No ___    If yes, explain: 
______________________________________________________________________________ 

______________________________________________________________________________ 

 
20. Alcohol / Substance Use History 

 
Describe your use of alcohol: 
 

What type of alcohol do you drink? When did you 
last drink? 

How much do you 
drink at a time? 
(quantity) 

How often do you 
drink? 
(frequency) 

 
 

   

 
 

   

 
  

   

 
Have you ever been arrested for DUI or DWI?  Yes ___    No ___     

How many times? _____________________ When? ___________________________________ 

How many times have you been convicted of a DUI or DWI? ____________________________ 

______________________________________________________________________________ 
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Describe your use of illegal drugs: (include any drugs you use which are not prescribed to you.) 
 

What drugs have you used or are 
currently using? 
 

When did you 
last use drugs? 

How much do or 
did you use drugs? 
(quantity) 

How often do or 
did you use drugs? 
(frequency) 

 
 

   

 
 

   

 
 

   

 
Are you approved for Medical Marijuana?  Yes ___   No ___     

If yes, for what condition(s): ______________________________________________________ 

______________________________________________________________________________ 

Was the marijuana prescribed by a physician? Yes ___   No ___   If yes, provide a letter from your 

physician recommending the use of marijuana and the condition (diagnosis) for which you are being 

treated. Bring in your Medical Marijuana card to show the Clinician. 

 

Have you ever been arrested for a drug offense?  Yes ___   No ___     

If yes, describe the charges and the outcome: _________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Have you ever been in a drug and/or alcohol treatment program? Yes ___   No ___     

If yes, when and where? __________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Did you complete the treatment program? Yes ___   No ___     

If yes, how can this be verified? ___________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

If no, explain: __________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

 
 



Page 15 of 18 
 

 
 

21. Mental Health History 
Does your family of origin have a history of depression, anxiety, PTSD or mental illness?  
Yes ___   No ___    If yes, describe and indicate your relationship to the family member: 
______________________________________________________________________________ 

______________________________________________________________________________ 

Have you ever been treated for any mental health issue (such as depression, anxiety, nervous 
breakdown, emotional problems, or gambling)? Yes ___   No ___     
 
If yes, who was your treatment provider? ____________________________________________ 

When did you receive treatment? __________________________________________________ 

Describe the treatment you received and outcome? ____________________________________ 

______________________________________________________________________________ 

Have you ever been hospitalized for any mental health issue (such as depression, anxiety, nervous 
breakdown, emotional problems, or gambling)? Yes ___   No ___     
If yes, describe the reason for the hospitalization: ______________________________________ 

______________________________________________________________________________ 

When? ________________________________  Where? ________________________________ 

For how long? _________________________________________________________________ 

Have you ever been prescribed any medication for a mental health issue? Yes ___   No ___     
If yes, list the medication(s) and describe the reason: ___________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Are you currently being seen by a mental health professional (such as a counselor, therapist, 
psychologist, or psychiatrist)? Yes ___ No ___     
If yes, provide the name and telephone number and explain the reason you are seeing the 

professional: ___________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Have you had any significant losses? (deaths of family members, children, friends)  Yes ___  No ___     

If yes, describe: ________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Have you experienced any financial difficulties or other issues related to gambling? Yes ___  No ___     
If yes, describe: ________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 
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22. Suicidality 

Have you ever had any thoughts of suicide?  Yes ___   No ___   If yes, how many times and when? 

_________________________________________________________________________________ 

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________ 

Have you attempted suicide?  Yes ___   No ___    If yes, describe: 

_________________________________________________________________________________

_________________________________________________________________________________ 

_________________________________________________________________________________

___________________________________________________________________________ 

Have you sought treatment for suicidal feelings or attempts?  Yes ___   No ___    If yes, describe: 

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________ 

Are you aware of any suicidal thoughts/attempts by the other parent?  Yes ___   No ___  If yes, 

describe: 

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________ 

Has the other parent ever sought treatment for suicidal feelings or attempts?  Yes ___   No ___         

If yes, describe: ____________________________________________________________________ 

_________________________________________________________________________________

_________________________________________________________________________________ 

Is there a history of suicidal thoughts and/or attempts in your family Yes ___ No ___ If yes, describe: 

_________________________________________________________________________________ 

_________________________________________________________________________________

_________________________________________________________________________________ 

Is there a history of suicidal thoughts and/or attempts in the other parent’s family? Yes ___ No ___     

If yes, describe: ____________________________________________________________________ 

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________ 
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23. Medical / Health History
List all prescription medications you are currently taking, include dosage and reasons: 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
Describe any serious accidents where you have lost consciousness. For how long did you lose 
consciousness? Any lasting effects? ________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
Have you ever been diagnosed with a traumatic brain injury? Yes ___  No ___
If yes, state when and describe any symptoms you are currently experiencing: 
______________________________________________________________________________ 
______________________________________________________________________________ 
List any chronic illnesses (such as asthma, diabetes, etc) you have: _______________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
Do you experience any sleep difficulties?  Yes ___  No ___    If yes, describe: 
______________________________________________________________________________ 
______________________________________________________________________________ 
Do you take any medication(s) to help with sleep? Yes ___  No ___    If yes, list: 
______________________________________________________________________________ 
______________________________________________________________________________

24. Social Supports
Describe your support system including friends, groups, clubs and associations: 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

What are your personal future goals / plans? __________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Describe your personal conflicts and how you resolve them: _____________________________ 

______________________________________________________________________________ 

______________________________________________________________________________
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Describe what makes you angry and how you deal with your anger: _______________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

What are your values and describe the principles you live by? ____________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Describe your strengths / positive qualities: __________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Describe your weaknesses: _______________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

What kinds of things bother you the most and what do you do about them? 

______________________________________________________________________________ 

______________________________________________________________________________ 

When you are highly stressed, how do you deal with the stress? 

______________________________________________________________________________ 

______________________________________________________________________________ 

25. Additional information you would like to be considered:
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