PATIENT INFORMATION
Date: ____/____/____
Appointment Scheduled With: __________________________________

Name:_______________________________________________________________________________


(last)


(first)


(middle)

(maiden)

Address:
_____________________________
   Phone #’s:
(        ) _______________     (Home)


_____________________________


(        ) _______________     (Work)


_____________________________  

(        ) _______________     (Mobile)
E-mail

_____________________________  Do you want email reminders: ____yes ____no
Employer: (Name/Address) _____________________________________________________________
_____________________________________________________________________________________

Occupation:  _________________________

Social Security #      ______- ______-______

Date of Birth: ____/____/____     Age: ___    
Sex:  M  F       Marital Status:  S   M   W   SEP   D
Preferred Language:_______________

Race:  
 Not Specified



Ethnicity:
Not Specified


American Indian/Alaskan Native


Hispanic or Latino


Asian






Not Hispanic or Latino


Black/African American


Native Hawaiian/Pacific Islander


White

(We are required to ask the above per federal regulations)
CHILDREN (Names & Ages):



SIBLINGS (Names & Ages):
______________________________


___________________________________

______________________________


___________________________________

______________________________


___________________________________

Any Family Member with Mental Health or Substance Abuse Problems (If yes, include relationship, condition and treatment if known): ________________________________________________________

____________________________________________________________________________________
Contact Person:  (Can we contact this person if we need to reach you?  Yes   No  )
Name _______________________________________________________________________________

Address _____________________________________________________________________________

Phone#’s ____________________________________________________________________________

Relationship _________________________________________________________________________

REASON FOR VISIT:                                           ____________________________________________

REFERRAL SOURCE: _______________________________________________________________  

Medical History and Review of Systems
General:
What is your current height        ft             inches  and   weight                pounds     
	no difficulty
	fatigue
	weight changes
	muscle aches

	restless legs
	change in sleep pattern
	change in energy
	unexplained general pain 

	Comments/Other  


Ears, Eyes, Nose, Mouth, and Throat (EENT) 
	no difficulty
	cataracts
	bleeding gums

	glaucoma
	eye pain
	nose bleeds

	visual changes
	ringing in ears
	 trouble swallowing

	Comments/Other  


Cardiovascular 

	no difficulty
	shortness of breath
	chest pain
	elevated cholesterol

	palpitations
	feeling dizzy
	atherosclerosis
	heart disease

	hypertension
	angina
	swelling
	cardiac arrhythmias

	Comments/Other  
	


Respiratory 
	no difficulty
	shortness of breath
	cough
	coughing blood

	wheezing
	lung cancer
	chronic obstructive pulmonary disease (COPD)
	hyperventilating

	Comments/Other  


Gastrointestinal 

	no difficulty
	stomach pain
	reflux
	 constipation 

	diarrhea
	indigestion
	nausea
	vomiting

	Comments/Other  


Genitourinary 

	no difficulty 
	pain with urinating
	incontinence
	urinating frequently at night

	urinating frequently
	trouble urinating
	changes in sexual interest  
	mood changes with cycle

	painful menses 
	number of pregnancies & births
	any chance of pregnancy now?
	 menopause

	Comments/Other  


Musculoskeletal 

	no difficulty
	joint pain
	weakness
	fibromyalgia

	back pain
	Muscle stiffness
	trouble walking 
	connective tissue disorders

	Comments/Other  


Skin
	no difficulty  
	acne
	rash
	eczema

	skin cancer
	hair loss
	scars
	itching

	Comments/Other 


Neurological 
	 no difficulty
	headaches
	migraine headaches
	balance problems

	sleep apnea
	tremor
	seizures
	memory problems

	 stroke
	confusion
	Parkinson disease
	 multiple sclerosis (MS)

	 numbness  
	Comment/Other:


Endocrine 

	no difficulty
	thyroid problems (hyper or hypo)
	diabetes 
	fatigue

	appetite changes
	night sweats
	dry skin
	unexplained weight gain 

	slow movements
	leg weakness
	depressed
	thin hair

	croaky voice
	 feeling jittery
	 
	 

	 Comment/Other 


Hematologic/lymphatic 


	no difficulty
	anemia
	bruising easily
	swollen lymph nodes

	Comment/Other


Allergic/immunologic 


	no difficulty
	hives
	hay fever
	asthma
	anaphylaxis

	food allergy
	Comment/Other


PRIMARY CARE PHYSICIAN: _______________________________________________________

Have you received prior psychiatric care?  If yes, list prior Psychiatrist, and/or Therapist.  ____________

__________________________________________________________________________________________
	Prior Hospitalizations/ Surgeries? (If Yes, complete list below.)
	Yes
	No

	Reason
	Date
	Location

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	MEDICATION HISTORY

	Do you have any drug allergies?   (If Yes, list drug and reaction below.)
	Yes
	No

	

	Current Medications: 
	Yes
	No

	Medication
	Daily Dose
	Prescribing Doctor
	Start Date
	Stop Date

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Do you or your partner utilize birth control? (If yes, what type?)
	Yes: ______________________________
	No

	List all past Psychiatric Medications 

	Medication
	Daily Dose
	Response? / Side effects?
	Start Date
	Stop Date

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Are you taking Nutritional/ Herbal, or other over-the-counter Products? 

(If Yes, complete list below.)
	Yes
	No

	Product
	Daily Dose
	Start Date
	Stop Date

	
	
	
	

	
	
	
	

	
	
	
	

	Do you use tobacco products?
	If Yes, comment on use, # of packs/day, # of years used, etc.
	Yes
	No

	Cigarettes,  cigars,  smokeless tobacco
	
	
	

	Have you tried to stop smoking?
  Yes / No          If yes, Were you successful?
 Yes / No             

What methods have you utilized to stop smoking?

	Do you utilize caffeine?  If Yes, describe daily intake:
	Yes
	No

	Do you drink alcoholic beverages?  If Yes, comment on use,
	Yes
	No

	# of drinks:  
_____  Rarely

    _____  Daily
             _____ Weekly
           _____ Monthly

	If yes, How long have you been drinking?

	Has alcohol created problems for you?   

	Have you tried to stop drinking and been successful?     

	What methods have you utilized to stop drinking alcohol?

	Have you used other substances/drugs? 
	If Yes, comment on pattern of use.
	Yes
	No

	marijuana/pot/cannabis
	
	
	

	cocaine/crack
	
	
	

	stimulants
	
	
	

	narcotics
	
	
	

	hallucinogens (e.g. LSD, mushrooms, etc)
	
	
	

	K2, Spice, MDVA, Bath salts
	
	
	

	Other:________________________
	
	
	


What is your USUAL Sleep Pattern? (Time to bed, hours of sleep, any interruptions.) __________________________________________________________________________________________

What is your CURRENT Sleep Pattern? (Time to bed, hours of sleep, any interruptions)

__________________________________________________________________________________________
	OVER THE LAST TWO WEEKS, HOW OFTEN HAVE YOU BEEN BOTHERED BY ANY OF THE FOLLOWING PROBLEMS?


	Not at All (0)
	Several Days  (1)
	More than half the days (2)
	Nearly every day (3)

	LITTLE INTEREST OR PLEASURE IN DOING THINGS                                                                                                            
	
	
	
	

	FEELING DOWN, DEPRESSED, OR HOPELESS
	
	
	
	

	TROUBLE FALLING OR STAYING ASLEEP OR SLEEPING TOO MUCH                                                            
	
	
	
	

	FEELING TIRED OR HAVING LITTLE ENERGY
	
	
	
	

	POOR APPETITE OR OVEREATING
	
	
	
	

	FEEELING BAD ABOUT YOURSELF--OR THAT YOU ARE A FAILURE OR HAVE LET YOURSELF OR YOUR FAMILY DOWN
	
	
	
	

	TROUBLE CONCENTRATING ON THINGS SUCH AS READING THE NEWSPAPER OR WATCHING TELEVISION                                  
	
	
	
	

	MOVING OR SPEAKING SO SLOWLY THAT OTHER PEOPLE COULD HAVE NOTICED? OR THE OPPOSITE--BEING SO FIDGETY OR RESTLESS THAT YOU HAVE BEEN MOVING AROUND A LOT MORE THAN USUAL
	
	
	
	

	THOUGHTS THAT YOU WOULD BE BETTER OFF DEAD OR HURTING YOURSELF IN SOME WAY
	
	
	
	
	TOTAL

	FEELING NERVOUS, ANXIETY, OR ON EDGE
	
	
	
	

	NOT BEING ABLE TO STOP OR CONTROL WORRYING
	
	
	
	

	WORRYING TOO MUCH ABOUT DIFFERENT THINGS
	
	
	
	

	TROUBLE RELAXING
	
	
	
	

	BEING SO RESTLESS THAT IT IS HARD TO SIT STILL
	
	
	
	

	BECOMING EASILY ANNOYED OR IRRITABLE
	
	
	
	

	FEELING AFRAID AS IF SOMETHING AWFUL MIGHT HAPPEN
	
	
	
	
	TOTAL

	ANXIETY ATTACKS
	
	
	
	

	HEADACHE
	
	
	
	

	UPSET STOMACH
	
	
	
	

	DIZZINESS
	
	
	
	

	WEIGHT CHANGE
	
	
	
	

	OBESSIVE REPETITIVE THOUGHTS OR BEHAVIORS
	
	
	
	

	NIGHTMARES OR BAD DREAMS
	
	
	
	

	BEING ILL AT EASE WITH OTHERS
	
	
	
	

	TROUBLE KEEPING CONVERSATIONS GOING
	
	
	
	

	BEING EASILY EMBARASSED
	
	
	
	

	
	
	
	
	

	OVER THE LAST TWO WEEKS HOW OFTEN HAVE YOU BEEN BOTHERED BY ANY OF THE FOLLOWING PROBLEMS?
	Not at All (0)
	Several Days  (1)
	More than half the days (2)
	Nearly every day (3)

	AVOIDING SOCIAL OR PERFORMANCE SITUATIONS
	
	
	
	

	LOSS OF SEXUAL INTEREST OR OTHER SEXUAL CONCERNS
	
	
	
	

	FEELING THATTHINGS AROUND YOU ARE UNREAL  
	
	
	
	

	FEELING OVERLY SENSITIVE OR SUSPICIOUS
	
	
	
	

	DIFFICULTY TRUSTING PEOPLE
	
	
	
	

	HEARING OR SEEING THINGS OTHER PEOPLE DON’T

	
	
	
	

	PLEASE RATE THE LIKELIHOOD THAT YOU WOULD DOZE OFF OR FALL ASLEEP IN EACH OF THE SITUATIONS LISTED BELOW:
	 Never (0)
	Slight chance (1)
	Moderate chance (2)
	High Chance (3)

	SITTING AND READING
	
	
	
	

	WATCHING TELEVISION
	
	
	
	

	SITTING INACTIVE IN A PUBLIC PLACE
	
	
	
	

	AS A PASSENGER IN A CAR FOR ONE HOUR WITHOUT A BREAK
	
	
	
	

	LYING DOWN TO REST IN THE AFTERNOON
	
	
	
	

	SITTING AND TALKING TO SOMEONE
	
	
	
	

	SITTING QUIETLY AFTER LUNCH
	
	
	
	

	IN A CAR WHILE STOPPED IN TRAFFIC
	
	
	
	

	
	YES
	NO
	HOURS
	3 OR MORE DAYS
	Total

	HAVE YOU EVER EXPERIENCED OR BEEN TOLD BY SOMEONE THAT YOU EXHIBITED ANY OF THESE?  IF SO FOR HOW LONG?
	
	
	
	

	FELT TOO GOOD OR HYPER TO THE POINT THAT OTHERS HAVE COMMENTED ON THIS
	
	
	
	

	FELT THAT YOU DID NOT REQUIRE MUCH SLEEP
	
	
	
	

	TALKED TOO MUCH OR MUCH FASTER THAN USUAL
	
	
	
	

	HAD EXCESSIVE AMOUNTS OF ENERGY
	
	
	
	

	DROVE FASTER OR MORE AGGRESSIVELY THAN USUAL
	
	
	
	

	SPENT MONEY IN THE EXTREME
	
	
	
	

	
	
	
	
	

	OVER THE PAST 6 MONTHS HOW
OFTEN DO YOU:

	Never (0)
	Rarely (1)
	Sometimes (2)
	Often (3)
	Very Often (4)

	MAKE CARELESS MISTAKES WHEN
WORKING ON A DIFFICULT OR BORING
PROJECT
	
	
	
	
	

	HAVE DIFFICULTY CONCENTRATING
ON WHAT PEOPLE SAY TO YOU
	
	
	
	
	

	AVOID OR DELAY GETTING STARTED ON 
A TASK THAT REQUIRES A LOT OF 
THOUGHT
	
	
	
	
	

	MISPLACE OR HAVE DIFFICULTY FINDING
THINGS AT HOME OR WORK
	
	
	
	
	

	HAVE PROBLEMS REMEMBERING 
APPOINTMENTS OR OBLIGATIONS
	
	
	
	
	

	LEAVE YOUR SEAT IN MEETINGS OR
OTHER SITUATIONS IN WHICH YOU 
ARE EXPECTED TO STAY SEATED
	
	
	
	
	

	FEEL RESTLESS OR FIDGETY
	
	
	
	
	

	HAVE DIFFICULTY WAITING YOUR TURN
	
	
	
	
	

	INTERRUPT OTHERS WHEN THEY ARE BUSY
	
	
	
	
	

	
	
	
	
	
	


ANY ADDITIONAL CONCERNS: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

