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Family Questionnaire 

 

Client Name:             

 

DOB:        MR#:      

 

Names of family members completing survey: Date of Completion: 

  

  

  

 

At HopeWay, we greatly value the role of family members in the recovery process.   We anticipate that you will be 

involved in supporting your family member throughout their treatment at HopeWay and welcome your participation, 

recognizing it as a valuable component of the healing process. We appreciate your thoughts, questions, and feedback 

throughout this process, starting today. 

 

Do you have any concerns about your loved one’s medication(s)? (please check all that apply) 

No, I have no concerns about my loved one’s medication(s) 

Yes, the current medication(s) do not seem to be helping 

Yes, the medications seem to have side effects 

Yes, the psychiatrist who prescribed the medication(s) spent too little time evaluating my loved one and prescribed 

inappropriate medications 

Yes, I have seen advertisements or read about medications that sound better for my loved one’s symptoms  

Yes, please explain other concerns: 

 

Do you have any concerns about your level of involvement in your loved one’s treatment? (please check all that apply) 

No, I have no concerns and I am comfortable with my level of involvement with my loved one’s treatment. 

Yes, I don’t know how to be supportive of my loved one.  I often feel I am unable to be involved in his/her treatment because 

I just don’t know what to do. 

Yes, I often feel that my loved one’s treatment providers do not listen to my thoughts and leave me out of the picture. 

Yes, I feel exhausted from caring for my loved one and I don’t know how long I can continue to keep it up.  

Yes, please explain other concerns: 
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Client Name:             

 

DOB:        MR#:      

 

Have you ever participated in family therapy with your loved one?   Yes      No 

If YES, please write the name(s) of the therapist and date(s) of family therapy:  

 

How was family therapy useful?  What benefits or challenges do you recall? 

Do you believe family therapy could be a helpful component of your loved one’s treatment at  

HopeWay?    Yes              No 

If the clinician staff at HopeWay recommends family therapy, would you be willing to participate? 

Yes      No 

 

Are there questions, concerns or hopes that you have about your loved one’s treatment at HopeWay?  Please utilize the space 

below to write any information you feel would be helpful for us to know. 

 

 

Would you like for HopeWay to provide you with information regarding upcoming events and/or updates via email?  

If you are interested in receiving emails, please provide your email address:   

_____________________________________________________________________________________   


