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	Organization Name:        

	Program Name:      

	Date:       


	Individual’s Name:      
(First, MI, Last)  
	Record #:         

	Date of 
Birth:        

	What do you aspire to do or be in life?     

	Is there anything that stops you from pursuing those aspirations?  No - If yes, what are those barriers? Yes 
     

	What do you think could help you overcome those barriers in your life?

     

	What do you do that makes life valuable?  
     

	What are your assets?  What are you good at?        

	If you have used and/or are currently using mental health or addiction services, what has been helpful?    NA
     

	What was not helpful? 
     

	Are there people (family, friends, etc.) you would like to have involved while using services here?
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