
          Farrah Thornsberry: 
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2815 Taylorsville Road, Suite 101

          Louisville, KY 40205

Date: ________________

SNAP ASSESSMENT

STRENGTHS NEEDS
What are some things that will help you in 
treatment?

Check all that apply and list others you feel you 
have that will be helpful.

Supportive Family (parents, siblings, 
children)
Supportive Spouse or Significant Other
Supportive Friends
Stable Housing
Financial Stability
Connection to a therapist
Ability to work
Hope
Spiritual Belief/Faith/Religion
_________________________
_________________________
_________________________

What do you want from treatment?

Check all that apply and list others you feel you 
would be helpful.

Explanation about diagnosis
Medication Education
Improvement in Communication Skills
Improvement in Interpersonal Skills
Anger Management Skills
Emotional Management Skills
Safety Planning
Parenting Skills
Getting and Keeping a Job
Healthy Lifestyle Education 
_________________________
_________________________
_________________________

ABILITIES PREFERENCES
What are some of your personal qualities, skills or 
talents that will help you in treatment? 

Check all that apply and list others you think will 
help.

Motivated for Treatment
Communication Skills 
Interpersonal Skills
Positive Self-Esteem
Capacity to Learn
Positive Goals and Plans for Future
Listens & Follow Instructions
Ask for Help
Save and Budget Finances
_________________________
_________________________
_________________________

What do you hope to get out of treatment? 

Check all that apply and list other things you can 
think of that are not shown.

I will learn skills on how to stay mentally 
stable
I will communicate more effectively
I will have a better understanding of my 
diagnosis
I will have improved interpersonal 
relationships
I will manage my anger better
My health will improve
I will develop a healthy support system
_________________________
_________________________
_________________________

Printed Patient Name: ___________________________  Signature: ______________________________


