
Central State Hospital
Activity Therapy Service

Adult Assessment

Client’s Name __________________________________________________________________________

Axis I. Diagnosis ______________________________________________________________________    

LEISURE HISTORY

In which of the following leisure pursuits are you currently or have you previously engaged?

Physical Activities     Yes ___  No ___ List __________________________________________________

Social Activities         Yes ___ No ___ List __________________________________________________

Outdoor Activities     Yes ___ No ___ List __________________________________________________

Entertainment             Yes ___ No ___ List __________________________________________________

Hobbies                      Yes ___ No ___ List __________________________________________________

Arts & Crafts             Yes ___ No ___ List __________________________________________________

Activities Alone         Yes ___ No ___ List __________________________________________________

Others _______________________________________________________________________________

What is your favorite form of recreation? ____________________________________________________

Do you feel you use your leisure time wisely?                                                                   Yes ___ No ___
When you participate in leisure activities, do you feel better about yourself?                      Yes ___ No ___
Do you avoid getting involved in leisure activities you have never done before?       Yes ___ No ___
Are you willing to learn new activities?                                                                         Yes ___ No ___

Do any of the following prevent you from participating in leisure activities?

Job ___ Lack of money ___ Lack of energy ___ Family responsibilities ___ Your health ___
Lack of motivation ___ Few leisure resources in the area in which you live ___ Lack of leisure skills ___
Use of alcohol/drugs consume time and money ___ Lack of social skills ___ Others ___________________

CLIENT’S PERCEPTION OF THEIR ABILITY FOR SOCIAL INTERACTION

1.  Do you socialize with your family?                                                                                Yes ___ No ___
2.  Do you socialize with your friends?                                                                                Yes ___ No ___
3.  Do you feel uncomfortable in groups of people?                                                            Yes ___ No ___
4.  Is it difficult for you to feel closeness with others?                                                         Yes ___ No ___
5.  Do you find it difficult to make friends?                                                                        Yes ___ No ___
6.  Do you have to use alcohol and/or drugs to feel comfortable in social settings?           Yes ___ No ___
7.  Do you loose your temper?                                                                                               Yes ___ No ___
8.  When you loose your temper, what do you do?
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Client’s Strengths

Client’s Limitations

Activity Therapy Problem List

Activity Therapy Treatment Focus/Recommendations

Activity Therapy Criteria For Discharge

Assessed by ________________________________________________________________________

Date of Assessment __________________________________________________________________


