	Life Review       Name :
	
	    Participant  ID:
	



Welcome to an activity that will help you plan your life activities and determine how you can get where you want to be in life. A major part of life for people with psychiatric disabilities is managing symptoms and recovering from the effects of the illness on their lives. Part of participating in The FloridaSDC Program is recognizing mental illness can affect your life and realizing that you have an active role in managing the associated symptoms. Because this is a state funded program, it is also important to recognize that the funding sources at the state and federal levels have their priorities for what can and should be purchased with tax payer dollars. A large portion of this program is funded by mental wellness dollars, and therefore, a large part of the focus is mental wellness as a part of your overall wellness. An equally important priority for the spending of this money is to get people well enough to engage in meaningful activities, including work, as the underlying purpose for state and federal funding for mental wellness care is to assist people in getting well enough to work again.

A summary of the Life Review includes:

· Complete pages 2-5, which will include your mental wellness history and services received, as well as your physical wellness history, family history, and services needed. 

· Complete page 6, concerning any substance use.  

· Complete pages 7 and 8, to identify past employment, educational and work history.
It is required that you complete all pages of the “Life Review.”  
If you run out of room on the front side of any sheet of paper, turn it over and keep writing on the back. If you need additional room to write, just use  a blank piece of paper, but make sure you somehow label the paper and what it relates to so if it gets separated you’ll know where it belongs. 

	Mental Wellness
In planning your life goals, it is helpful to look at how your mental wellness affects your life. Looking at where you’ve been, the treatments you have received, events that may have contributed to your need for treatment, and the effectiveness of treatment may show you patterns that you will be able to change so that you can avoid services you don’t want and keep the services you need. 

	I want (or need) mental wellness services because:
	

	I have been diagnosed with the following psychiatric disability/mental illness:
	

	I was first diagnosed in:
	

	The symptoms I experience because of my psychiatric disability/mental illness include: (please list all the symptoms you have every experienced, even if you don’t have them all the time):

	

	

	

	

	The symptoms go away or are less bothersome when:
	

	When the symptoms start really bothering me, I:
	

	The symptoms get worse when:
	

	To me, mental wellness means that


	I am able to:
	

	
	I want to:
	

	
	I will be able to:
	

	Do you like the medications you are currently prescribed? 
	Yes         No

	If so, why? If not, why?
	

	Have you kept a log of the side effects of your medication in order to discuss them with your doctor?
	Yes      No

	Do you adjust your medications on your own between doctor’s appointments when your symptoms increase or decrease?
	Yes      No


	PERSONAL Mental WELLNESS History
In planning your life goals, it is helpful to look at how your mental wellness affects your life. Looking at where you’ve been, the treatments you have received, events that may have contributed to your need for treatment, and the effectiveness of treatment may show you patterns that you will be able to change so that you can avoid services you don’t want and keep the services you need.

	Date
	Service
	Reason for service
	Did the service help you? (yes/No)
	Do you need this service now? 

(yes/No)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	FAMILY Mental WELLNESS History
In planning your recovery, it is helpful to look at your family’s wellness history.  Indicate any family mental health information that you know on the checklist below:


For each question, please check the box that applies as it relates to yourself or biological family members (people who are related to you by blood, not marriage): 

	Is there any history of the illnesses / symptoms listed below in the following biological family members:
	Self
	Mother
	Father
	Siblings 

(brother, sister)
	Children (son, daughter)
	Other family member:
	Relationship to you

	Nervous Breakdown, Anxiety, or Other Mental Illness 
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	

	Substance Abuse or Addiction 
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	

	Schizophrenia or Other Psychotic Disorders 
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	

	Depression 
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	

	Anxiety 
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	

	Bipolar Disorder (manic-depression)
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	

	Physical symptoms that have no explanation 

(somatoform disorder)
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	

	Self-induced physical illness 

(such as taking medicine for the purposes of appearing sick) 

(factitious disorders)
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	

	Dissociative disorders 

(multiple personality, amnesia, etc)
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	

	Eating Disorders or Problems 
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	

	Sleeping Disorders or Problems 
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes
	


	PHYSICAL WELLNESS HISTORY
Be sure to record any physical wellness problems (injuries, illnesses, surgery), or significant changes in condition of wellness since your last complete examination that affect your daily life and ability to life a productive lifestyle.


	Date of most recent complete physical examination (month and year)
	

	
	
	
	Year
	
	Description

	Are you aware of any current health problems?
	No
	Yes
	
	
	

	Are you now under medical care or taking medicines?
	No
	Yes
	
	
	

	
	
	
	
	
	

	Has there been any surgery, injury, illness, allergy, or change in health status since last complete physical examination?
	No
	Yes
	
	
	

	Do any of the following apply to you? Please consider any past history as well. Provide details if necessary.

	Serious illness
	No
	Yes
	Dental
	No
	Yes
	Headaches
	No
	Yes

	Serious Injury
	No
	Yes
	Vision
	No
	Yes
	Allergies
	No
	Yes

	Birth Defects/ Inherited Disease
	No
	Yes
	Stomach / Bowels / Gall Bladder
	No
	Yes
	Obesity / Weight Problems
	No
	Yes

	Surgery
	No
	Yes
	Rheumatic Fever
	No
	Yes
	Jaundice, Hepatitis, Liver Disorders
	No
	Yes

	Skin / Glands
	No
	Yes
	Appendicitis
	No
	Yes
	Kidney / Bladder Problems
	No
	Yes

	Ears / Eyes
	No
	Yes
	Cancer
	No
	Yes
	Anemia or Blood Disorders
	No
	Yes

	Nose/ Sinus
	No
	Yes
	Sugar / Diabetes
	No
	Yes
	Thyroid Problems
	No
	Yes

	Teeth / Tonsils
	No
	Yes
	Infection
	No
	Yes
	Heart Condition or High Blood Pressure
	No
	Yes

	Dentures
	No
	Yes
	Bed-wetting
	No
	Yes
	Sexual Problems
	No
	Yes

	Bridge
	No
	Yes
	Menstrual Problems
	No
	Yes
	Nervous Condition
	No
	Yes

	Chest / Lungs
	No
	Yes
	Hernia (rupture)
	No
	Yes
	Artificial Limbs
	No
	Yes

	Heart Murmur
	No
	Yes
	Back / Limbs / Joints
	No
	Yes
	Undiagnosed Condition
	No
	Yes

	Hearing
	No
	Yes
	Sleepwalking
	No
	Yes
	Other: 
	No
	Yes


	Substance UsE
It is important to evaluate how the use of substances (alcohol or recreational drugs) may affect your ability to live a productive lifestyle.

	Do you want to cut down on your drinking or use of recreational drugs (maybe it costs too much money?)
	

	Do people make comments about how much you drink or how often you use recreational drugs?
	

	Does your drinking or use of recreational drugs interfere with things you want to do?
	

	Do you need a ‘kick-start’ in the morning or afternoon when you wake up?  what about help getting to sleep?
	


	Education/Training HISTORY

	Name of High School you attended:
	

	
	
	
	
	

	
	City
	State
	Attendance Dates

	Did you graduate or receive a certificate of completion?
	Yes
	No
	Year received
	

	Technical/Vocational School you attended:
	

	
	
	
	
	

	
	City
	State
	Attendance Dates

	Course of Study
	

	Did you graduate or receive a certificate of completion?
	Yes
	No
	Year received
	

	College you attended:
	

	
	
	
	
	

	
	City
	State
	Attendance Dates

	Course of Study
	

	Did you graduate or receive a certificate of completion?
	Yes
	No
	Year received
	

	Other Training:
	

	
	
	
	
	

	
	City
	State
	Attendance Dates

	Course of Study
	

	Did you graduate or receive a certificate of completion?
	Yes
	No
	Year received
	


	Employment History 
Please give an employment record or provide a list of things you do such as volunteer work, or other productive activities that are meaningful to you. Start with present or most recent employer. Include military experience if applicable. Use additional paper as needed. Include any hobbies or other activities that you enjoy.



	Company Name where you worked or volunteered:
	

	
	
	
	

	
	City
	State
	Work Dates

	Job Title/Position:
	

	Description of your responsibilities and activities:
	

	Company Name where you worked or volunteered:
	

	
	
	
	

	
	City
	State
	Work Dates

	Job Title/Position
	

	Description of your responsibilities and activities:
	

	Company Name where you worked or volunteered:
	

	
	
	
	

	
	City
	State
	Work Dates

	Job Title/Position
	

	Description of your responsibilities and activities
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