
Concerned Person Questionnaire

	In order to most effectively treat clients at YOUR AGENCY NAME, we need your help. Any information you can provide will be greatly appreciated. The client has signed a Release of Information for at YOUR AGENCY NAME. The information on this form will likely be shared with the client in treatment. Please complete this questionnaire to the best of your ability. If you need additional space, please indicate additional pages. 

	Your Last Name:

     
	Your First Name:

     
	Your Middle Initial:

     

	Client Last Name:

     
	Client First Name:

     
	Client Middle Initial:

     

	Home Phone:

     
	Cell Phone:

     

	Relationship to Client:

     

	How long have you known the client:

     
	Do you currently live with the client:

     


Client Information
	What types of gambling, that you are aware of, has the client tried?

	 FORMCHECKBOX 
 Racetrack
	 FORMCHECKBOX 
 Keno
	 FORMCHECKBOX 
 Sports

	 FORMCHECKBOX 
 Stock Market
	 FORMCHECKBOX 
 Bingo
	 FORMCHECKBOX 
 Cards (no casino games)

	 FORMCHECKBOX 
 Lotteries (including numbers)
	 FORMCHECKBOX 
 Casino (including cards)

	 FORMCHECKBOX 
 Other:      


	What types of gambling has the client tried recently?



	Do you believe the client has a gambling problem?



	How often does the client gamble?



	How much money does the client gamble at one time?



	How long has the client been gambling?



	What is your perception of the client’s gambling?



	Describe specific behaviors, problems, or personality changes when the client is gambling.



	What do you most object to about the client’s behavior?



	What is the longest period of time the client has gone without gambling?



	How has the client’s gambling affected your relationship?



	Has there been any mental, emotional, or physical abuse in your relationship with the client? If yes, describe.



	Describe how you or family members have each reacted or been affected by client’s behavior while gambling?



	Do you believe anyone else in your client’s family has a gambling problem? If yes, who?



	Has the client’s gambling caused you financial difficulties? If yes, describe.



	Describe excuses you have made for the client’s gambling behaviors to family, friends, employers, or others?



	Have you been involved in any family care programs related to compulsive gambling or any other form of addiction? If yes, please describe the program. 



	What changes would you like to see the client make as a result of treatment?



	Describe any changes you would like to see occur in your relationship with the client.



	What changes do you think are necessary for the client to recover from his/her compulsive gambling?



	What actions will you take if the client continues to gamble?



	Are you interested in participating in a Family Care Program at YOUR AGENCY NAME? 

	 FORMCHECKBOX 
 Yes 
	 FORMCHECKBOX 
 No


	Signature
	

	Date
	


Agency Letter Head








