
CAPITOL CITY REHABILITATION GROUP

PERSONAL HISTORY QUESTIONNAIRE

PERSONAL INFORMATION


Full Name_____________________________________________          SSN xxx-xx-__________          Date__________________
Address ______________________________________________​​​​__​​    City____________________ State______​  Zip_________​​​_

Phone # (____) _______________  Email _____________________________  Age_____    Date of Birth______________  Gender:   M    F
FAMILY HISTORY

Place of Birth (city & state)_____________________________     Where were you raised?______________________________________

Your Father’s Occupation_________________________   Father Living:  Yes     No
Father’s Level of Education__________________

Your Mother’s Occupation________________________    Mother Living:  Yes    No
Mother’s Level of Education_________________

# of Brothers______ List Ages & Occupations__________________________________________________________________________

# of Sisters______ List Ages & Occupations____________________________________________________________________________

Is there any FAMILY history of (please circle):     drug/alcohol abuse
      incarceration           mental health issues
    Please Elaborate:_____________________________________________________________________________________ Do YOU have a history of legal issues (circle any that apply):      arrest(s)  
incarceration    
DUI
other    

    Please Elaborate:____________________________________________________________________________________


CURRENT FAMILY/LIVING SITUATION


How long have you lived at current residence?____________   (Circle one):   House
   Apartment
Quarters
       Mobile Home
What brought you to live in this area?_________________________________________________________________________________

(Please Circle):  Renting or Buying      Do you plan to relocate?  No    Yes/ Where _________________________When________________
If Active Duty, Your Address AFTER you ETS/Retire_____________________________________________________________________

Marital Status:
  Single

Divorced


Separated

Married/  How Long? __________

Spouse’s Name_____________________ Spouse’s Age_____ Spouse’s Employer/Occupation__​​​​​​​​​​________________________________

Do you have previous marriages?     No      Yes/ How many?___________  Date of last Divorce____________________________

List names & ages of children (dependents) living with you ______________________________________________________________
List names & ages of step-children (dependents) living with you __________________________________________________________
Do you have children or other dependents NOT living with you?   No     Yes/ Names & Ages:___________________________________

Does your family support your educational/career goals?  Yes     No/ Explain ________________________________________________
How is your Relationship with your?  Spouse_________________   Children________________    Family Members_________________

Other important family/living situations that may affect your goals?____________________________________________

Do you have reliable transportation?  Yes     No 

Do you have a current valid driver’s license?     Yes     No    
Do you have any concerns about (or deterrents from) successfully completing Voc. Rehab? (Medical treatment eligibility, unemployability status, active Workman’s Compensation Claim, Social Security Disability Income, etc.) ____________________ ______________________________________________________________________________________________________
What are your reasons for applying for Voc. Rehab Services?_________________________________________________
EDUCATION 

Graduate High School?    No     Yes/ Year ______   City__________________ State_____      Do you have a GED?   No    Yes/Year______

Did you enjoy school in the past?  Yes     No/ Why not?__________________________________________________________    

What kind of grades did you receive mostly in high school?     A
B
C
D,F/ Why?________________________________

 What was your favorite subject?___________________________  Least favorite?____________________________
 What extracurricular activities/clubs did you participate in?______________________________________________________________
Do you have a history of learning disability or special education classes?    No        Yes/ Elaborate______________________________ 

Have you ever received vocational training? No
Yes/ When_________  What kind__________________________________________
What certifications or licenses do you currently possess? _______________________________________________________________
Are you currently enrolled in school?   No     Yes/ Where? ________________________________________

GPA_______  What course of study?  __________________________

Have you had your military experience evaluated for college credit?  No    Yes/ How much credit was awarded__________








 
    Which school?_____________________________________
Are you eligible for any VA Educational Benefits?  No    Yes/ Which benefits? (circle any that apply)        Post 9-11 GI Bill
   Montgomery GI Bill      Veterans Educational Assistance Benefit       Army College Fund      Top-Up Bonus       Hazelwood Act

Which VA Educational benefits have you used already (if any)?___________________________________________________________

Do you have a computer?     Yes     No         Lap Top     Desk Top
  Have you ever completed any online course(s)?   No   Yes
What are your career/educational goals?______________________________________________________________________________

What are you interested in?   Associates    Bachelors       Masters      Certification________________ Licensure_________________
How long is the training?_____________
  Name of school interested in attending___________________________________________  

What type of work do you plan to do with the degree or certification? ______________________________________________________

MILITARY HISTORY
Date of Entry___________________ Location of Entry________________________________      Branch__________________________    
Date of Discharge__________________   Highest Rank________________  Last MOS/Job Title: _________________________________
Type of Discharge:
Honorable
Dishonorable
PEB
Family Plan
MEB/ severance pay___________
Are you in the Reserves or National Guard?      Yes_____________     
No/ Do you plan to join?  Yes    No         
PRIOR period(s) of Service?     No      Yes/Branch__________________   Entry Date ________________ End Date _______________ 
Favorite assignment___________________________________________ Least Favorite________________________________________
WORK HISTORY/GOALS
If currently EMPLOYED:

     Job Title_____________________ Employer_______________________ Job duties_________________________________________  
     Is it consistent with your interests, aptitude, abilities?   Yes   No/Explain_________________________________________________
     Does it aggravate your disabilities?  No      Yes/Explain________________________________________________________________
     Have you missed time from your job?  No     Yes/ How much__________ Why_____________________________________________  

Can you obtain documentation of this if needed?  Yes   No
     Have you requested any special accommodations to perform your job duties?  No   Yes____________________________________
If currently UNEMPLOYED:

     Have you registered with the State Workforce Office?  Yes   No         Are you collecting unemployment?    Yes    No
     What job search activities have you completed?______________________________________________________________________
     Can you continue a previous occupation?  Yes   No/Why Not?__________________________________________________________

     Can you return to work with a former employer?  Yes   No/ Why not?____________________________________________________

Have you ever been laid off or fired from employment?  No    Yes/ What reason did the employer give?__________________________

_____________________ Why do you think you were let go?_____________________________________________________________

Are you willing to relocate for Employment or for Training?   Yes       No
FINANCIAL SITUATION
Total Current Household Income _$______________ Your Salary_$______________ Spouse’s Salary__$___________        

Please list amounts received from each source:     VA Disability Benefits_$________________   Social Security_$___________
Vocational Rehabilitation Assistance_$_____________
Child Support_$_________________  Received        or       Paid (circle one)

Worker’s Compensation_$______________     Retirement _$______________   Unemployment Compensation_$_____________ Military Severance_$______________ Other_$________________________

 Are you able to meet your monthly financial obligations at your current income?   Yes     No/ Why______________________________

________________________________________________    How much extra do you need to make ends meet? _$_____________
Have you ever filed for bankruptcy?  No   Yes/When_____________ Amount_____________ What type chapter?___________________
If approved for a training program, will you have to work to meet your financial obligations?  No      Yes/ Part time     or     Full time?  

Do you have any student loans?    No   Yes/Amount $__________     Have you applied for financial aid/student loans?     Yes    No     
DISABILITIES
Total disability awarded  ____%     List service connected disabilities:_____________________________________________________
_________________________________________________________________________________________________________________

Do you have a history of substance abuse?  No   Yes/ Have you been in treatment? Elaborate_________________________
Have you ever been diagnosed with a mental or behavioral health condition?   No     Yes/ 
      Which diagnosis:      Major Depression          Bipolar 
  PTSD         Anxiety Disorder 
Other___________________________ 
      When was the onset?________________  Are there known triggers/situations you avoid?__________________________________

      How does it affect you?__________________________________________________________________________________________
Have you been diagnosed with a Traumatic Brain Injury?     No      Yes/What treatment/ tests have you received? Neuropsych eval? _________________________________________________________________________________________________________________
My service connected disability is:

                 [   ] Improving               [   ] Deteriorating                 [   ] Stable                       [   ] Fluctuates

My disability affects my ability to work by: (check all that apply)

      [   ] Causes me to miss _____ days of work per month.

      [   ] Causes me not to be able to perform my usual work activity.

      [   ] Has no effect on my ability to do any work.
MEDICATIONS
Are you taking prescribed medications?  No/ Why not?__________________________________________________________________


Yes/ List current  medications:________________________________________________________________________________

Describe any side effects:____________________________________________________________________________________

Are you working with VA providers to get medications adjusted?  Yes     No     N/A
Are there recent changes to your medications? No     Yes/Explain__________________________________________________________

ADJUSTMENT
How do you feel about your disabilities/limitations?_____________________________________________________________________
_________________________________________________________________________________________________________________
Do you feel anger, frustration, etc. due to the limitations?  Explain_________________________________________________________

       Has this caused problems with your family/work/social life?___________________________________________________________
       What do you do to control these problems?________________________________________________________________________

       What makes the problems worse?_________________________________________________________________________________
Do you have irregular sleep patterns?   Explain_________________________________________________________________________

Do medications or lack of sleep interfere with early morning functioning? How?_____________________________________________

Describe any problems you are having taking care of your personal needs, home activities or daily living activities: _______________

_________________________________________________________________________________________________________________

List Hobbies /Leisure Activities/Volunteer Work:________________________________________________________________________

List social, religious or other organizations you are active in:_____________________________________________________________

Who or what are your social support systems?_________________________________________________________________________

Do you use a PDA or similar device?  No     Yes/ For what reason?______________________________________________
Strengths_________________________________________________  Weaknesses____________________________________________

TREATMENT
Have you received in-patient treatment?  No     Yes/ For What?_____________________________________ When?________________

Are you being treated by a VA Medical Center?  Yes/ Primary physician___________________    No/ By whom?___________________

As a result of my service connected disability I: (check all that apply)

      [   ] Take medications

      [   ] Wear braces or prosthesis
      [   ] Had surgery (describe type and date)__________________________________________________________

      [   ] Am in therapy (describe)_____________________________________________________________________

      [   ] Am under a Doctor’s care for_________________________________________________________________

      [   ] Attend group session (type)__________________________________________________________________

      [   ] Expect further treatment/surgeries (describe)___________________________________________________


When? _____________ Recovery time?________________________________________________

FUNCTIONAL LIMITATIONS
During a normal work day I can be on my feet standing and/or walking:

        [   ] six hours or more        [   ] four to six hours        [   ] less than four hours

My most reasonable lifting and/or carrying expectation is: (check one)

       [   ] 100 pounds occasionally, up to 50 pounds frequently         

       [   ] 50 pounds occasionally, up to 25 pounds frequently

       [   ] 20 pounds occasionally, up to 10 pounds frequently

       [   ] 10 pounds or less frequently

Check any of the following current restrictions you now have:

   [   ] Pushing and pulling movements, including arm or leg controls
 [   ] Climbing and balancing, including stairs and ladders
   [   ] Gross manipulation, including grasping, twisting, and handling
 [   ] Fine manipulation, including finger dexterity
   [   ] Bending at the waist





 [   ] Kneeling and/or crawling
   [   ] Crouching or stooping




 [   ] Operating motor vehicles

   [   ] Reaching, including overhead or above shoulder level

 [   ] Working with or around hazardous machinery
   [   ] Environmental problems such as allergies, dust, and fumes
Do you require any assistive devices?

  [   ] Wheelchair

              [   ] Leg Brace

[   ] Cane      

[   ] Crutches
 

  [   ]Prosthetic___________
[   ] Sensory Aid__________________

[   ] Other, Specify________________________
Have you had to relearn activities or learn to use a different body part?__________________________________________________

_______________________________________________________________________________________________________________________________

CCRG Professional Disclosure Statement
Thank you for your willingness to work with Capitol City Rehabilitation Group (CCRG) in a professional relationship. CCRG contract counselors have been certified to provide contract counseling services for the U.S. Department of Veterans Affairs and have a Master’s degree with certification as a Certified Rehabilitation Counselor (CRC) or Licensed Professional Counselor (LPC). CCRG’s relationship with you is a professional relationship rather than a personal one.  CCRG contract counselors will provide services in a professional and ethical manner.
You have the right to expect confidentiality.  The confidential relationship you will have with CCRG is one such as you have with your physician.  The confidentially has limits to include: 1) CCRG contract counselors are responsible for writing initial or progress reports to the Department of Veterans Affairs only for the purpose education benefits or rehabilitation services; 2) CCRG Contract Counselors have an obligation to report abusive and threatening situations; or 3) CCRG Contract Counselors may be ordered by a court to disclose information.  Otherwise, Capitol City Rehabilitation Group will keep private anything you say to CCRG Contract Counselors except for the sole purpose of assisting in Department of Veterans Affairs for vocational and educational planning, authorizing your receipt of education benefits or rehabilitation services, to develop a record of your education or vocational progress, and to assure you obtain the best results from your education or rehabilitation program.
If you are dissatisfied with CCRG services for any reason, please let CCRG know immediately at 1-877-277-8838.  If you have any questions, please feel free to discuss them with the CCRG Contract Counselor.  Your signature below indicates you have read and understood the above, and your questions have been answered to your satisfaction.  
Veteran Signature
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