
Case Conceptualization Worksheet
Name: ____________________________________ Date of birth: ______________ Age: _________ 

Gender: ___________________________________ Date: ___________________________________

Clinical presentation

Describe the primary symptoms or concerns the client is experiencing. Include the reason the client 
is seeking therapy or the presenting problem.

Background information

Provide relevant personal, social, and family history. 

Psychological assessments and results

Summarize any psychological assessments. Include the results and any key findings that help 
understand the client's issues.

Interpretation

Interpret the findings from psychological assessments. Consider how the results align with the 
clinical presentation and any patterns observed during the assessment.



Formulation

Provide an overall conceptualization of the client's difficulties, integrating information from the 
clinical presentation, background, assessments, and other factors. 

Diagnosis (if applicable)

List any formal diagnoses (e.g., DSM-5 or ICD-10) based on the clinical presentation, assessments, 
and formulation.

Protective factors and strengths

Identify the client’s strengths, resources, and coping strategies that help protect them from 
worsening symptoms. 

Perpetuates and/or limitations

List factors that perpetuate the client's problems or limitations in their functioning.

Risk factors

Identify any risk factors that could lead to further deterioration in the client's condition or increase 
vulnerability to harm.



Contributing factors

Describe factors that contribute to the development or exacerbation of the client's problems, such as 
genetic predispositions, environmental stressors, or significant life events.

Pattern 

Identify recurring patterns in the client's thoughts, behaviors, or emotions. Look for cycles that 
contribute to their difficulties and patterns that might offer insight into how the problem has 
persisted.

Precipitants

Describe any specific triggers or events that have worsened the client’s symptoms or caused a 
crisis.

Goals

List the therapeutic goals for the client. These should be specific, measurable, and achievable 
outcomes, focusing on what the client wants to accomplish through treatment.



Interventions and strategies

Outline the interventions or strategies to be used in therapy to address the client’s issues.

Treatment approach

Provide a brief summary of the treatment approach. This includes the modality or therapeutic 
framework, frequency of sessions, and any long-term plans or referrals to other services.

Prognosis

Provide a prognosis based on the client’s current presentation, strengths, and resources.

Additional notes

Any other relevant information that does not fit in the categories above, such as cultural 
considerations, ethical issues, or any other noteworthy details.


	Name: Lawrence Reynolds
	Date of birth: 12/1/1989
	Age: 35
	Gender: Male
	Date: December 17, 2024
	Describe the primary symptoms or concerns the client is experiencing Include the reason the client is seeking therapy or the presenting problemRow1: Lawrence reports feeling overwhelmed with work and family responsibilities, experiencing increased irritability and difficulty sleeping. He also expresses concerns about his marriage and recent financial stress.

Depressed mood, irritability, sleep disturbance, decreased interest in activities, difficulty concentrating, feeling overwhelmed
	Prov i de relevant persona l  social and fami l y historyRow1: Lawrence is married with two young children. He works as a software engineer and has been promoted recently, leading to increased work demands. He has a history of childhood trauma and a family history of depression.
	Summarize any psychological assessments Include the results and any key findings that help understand the client  s i ssuesRow1: - Beck Depression Inventory-II (BDI-II)
- Score of 27, indicating severe depression
	Interpret the findings from psychological assessments Consider how the results align with the clinical presentation and any patterns observed during the assessmentRow1: Lawrence's BDI-II score suggests a significant level of depression, which is likely contributing to his current symptoms and behaviors.
	Prov i de an overall conceptual i zation of the client  s difficu l ties integrating informat i on from the clinical presentation background assessments and other factorsRow1: Lawrence may be experiencing a major depressive episode triggered by recent work promotion, increased stress, and unresolved childhood trauma, which is impacting his mood, sleep, and ability to cope with stressors.
	List any formal diagnoses eg DSM5 or ICD10 based on the clinica l presentation assessments and formulationRow1: Major Depressive Disorder
	Identify the clients strengths resources and coping strategies that help protect them from worsening symptomsRow1: Intelligence, supportive spouse, motivation to seek help
	List factors that perpetuate the client  s problems or l i mitations in their functioningRow1: Has limited time and isprone to interpersonal conflict
	Identify any risk factors that could lead to further deteriorat i on in the c l ient  s condition or i ncrease vulnerabi l ity to harmRow1: Recent work promotion, financial stress, history of childhood trauma, family history of depression
	Describe factors that contribute to the development or exacerbat i on of the cl i ent  s problems such as genetic predisposit i ons environmenta l stressors or significant l i fe eventsRow1: Increased work demands, marital issues, financial stress, unresolved childhood trauma
	Identify recurr i ng patterns in the client  s thoughts behaviors or emotions Look for cycles that contribute to the i r difficu l ties and patterns that might offer ins i ght into how the problem has persistedRow1: The patient's personaliy is naturally more dependent and they live a sedentary lifestyle. 
	Describe any specific triggers or events that have worsened the clients symptoms or caused a cris i sRow1: Work promotion and wife going out with friends more often. 
	List the therapeut i c goals for the cl i ent These should be specific measurable and ach i evable outcomes focusing on what the cl i ent wants to accomplish through treatmentRow1: Reduce symptoms of depression and improve mood
Enhance coping skills to manage work and family stress
Address unresolved childhood trauma through therapy
	Outline the interventions or strategies to be used in therapy to address the c l ients i ssuesRow1: CBT to address negative thought patterns and develop healthy coping strategies.
Psychoeducation on depression and stress management techniques
Trauma-focused therapy to address unresolved childhood trauma
Cognitive Restructuring and Behavioral Activation
Relaxation Techniques
	Prov i de a brief summary of the treatment approach This includes the moda l ity or therapeut i c framework frequency of sessions and any longterm plans or referrals to other servicesRow1: Trauma-Focused Cognitive Behavioral Therapy (TF-CBT)

Weekly individual therapy sessions focusing on CBT and trauma-focused therapy, regular check-ins to monitor progress, referral to psychiatrist for possible medication evaluation

Follow up in 3 months to reassess symptoms and progress
	Prov i de a prognosis based on the cl i ents current presentat i on strengths and resourcesRow1: Within three months, the patient must have an improved mood and overall mental health. 
	Any other relevant informat i on that does not f i t in the categor i es above such as cu l tural considerat i ons ethical issues or any other noteworthy detai l sRow1: -


