[image: image1.emf] 

 




	Family History

	Who makes up the patient's family?

	Family Members
	Name
	Mental Health History
	Age
	Currently in Home (Highlight Yes/No)
	If NOT in home--Lives Where?

	Husband/Wife/Partner
	 
	 
	 
	(( Yes(( ((No
	 

	Child:
	 
	 
	 
	(( Yes(( (No( 
	 

	Child:
	 
	 
	 
	(( Yes(( ((No
	 

	Child:
	 
	 
	 
	(( Yes(( ((No
	 

	Child: 
	 
	 
	 
	(( Yes(( ((No
	 

	Parent—Specify—
Married / Divorced
	 
	 
	 
	(( Yes(( ((No
	 

	Parent—Specify—
Married / Divorced
	 
	 
	 
	(( Yes(( ((No
	 

	Sibling--Specify--       Full / Half / Step
	 
	 
	 
	(( Yes(( ((No
	 

	Sibling--Specify--       Full / Half / Step
	 
	 
	 
	(( Yes(( ((No
	 

	Sibling--Specify--      Full / Half / Step
	 
	 
	 
	(( Yes(( ((No
	 



	
	Hospitalizations/Surgeries
	When?
	Comments

	 
	
	 
	

	 
	
	 
	

	 
	List all Current Medical Problems
	Medications
	Comments

	 
	
	
	

	 
	
	 
	

	 
	
	 
	

	 
	Recent Stressful Life Events (Last Two Years)
	Circle One
	Comments

	 
	Moved
	Yes           No
	 

	 
	Legal Difficulties
	Yes           No
	 

	 
	Owe money
	Yes           No
	 

	 
	Death in the family
	Yes           No
	 

	 
	Other: 
	Yes           No
	 

	 
	Other:
	Yes           No
	 

	 
	
	 
	 

	 
	Suicidality/Violence
	 
	 

	
	Have you ever thought about suicide?
	Yes           No
	

	
	           If yes, when was the last time?
	
	

	 X
	Have you ever attempted suicide?
	Yes           No
	 

	 
	          If yes, when was/were your attempts?
	
	 

	 
	          Are you currently suicidal?
	Yes           No
	 

	 
	Have you ever thought about hurting someone else?
	Yes           No
	 

	 
	           If yes, when was the last time?
	
	 

	 
	Have you ever attempted hurting someone else?
	Yes           No
	 

	 
	          If yes, when was/were your attempts?
	
	 

	 
	          Do you currently wish to hurt someone?
	Yes           No
	 

	 
	
	 
	 


	
	Sexual History-- Females:
	Circle or Fill In Answers
	Comments

	 
	Are your periods irregular?
	Yes     No
	 

	 
	Do you have pain or discomfort with your periods?
	Yes     No
	 

	 
	Are you irritable, moody, or depressed on your period?
	Yes     No
	 

	 
	Do you take oral contraceptives?
	Yes     No
	 

	 
	Do your oral contraceptives affect your mood?
	Yes     No   NA
	 

	 
	How may times have you been pregnant?
	
	 

	 
	How many miscarriages have you had?
	
	 

	 
	How many living children do you have?
	
	 

	 
	Are you currently menopausal/in menopause?
	Yes     No
	 

	 
	Difficulties With:
	No orgasm

Painful orgasm

Arousal Issues

Lack of Interest

Masturbation
	 

	 
	Sexual Orientation:  (Circle answer)
	Same Sex
Opposite Sex

Both
	 

	 
	Parent attitude about sex: (Circle answer)
	Open
Healthy   Conservative
Dirty
No discussion
	 

	 
	Sexual History--Males
	 
	 

	 
	Parent attitude about sex: 
	Open

Healthy   Conservative

Dirty

No discussion
	 

	 
	Sexual Orientation:   
	Same Sex 
Opposite Sex

Both
	 

	 
	Difficulties With: 
	Erections

Premature Ejaculation

Lack of Interest
Masturbation
	 


	X
	Symptoms: (Mark all that apply)
	Circle or 

Fill in Answers
	Comments


	 
	Do you feel sad/depressed most days?
	Yes      No
	 

	 
	Do you feel pleasure in your activities?
	Yes      No
	 

	 
	Have you lost or gained more than 10# within the last month or two?
	Yes      No
	 

	 
	Do you feel agitated most days?
	Yes      No
	 

	 
	Do you feel like you have normal energy?
	Yes      No
	 

	 X
	Do you have good concentration and attention?
	Yes      No
	 

	 
	Are you sleeping well?
	Yes      No
	 

	 
	Do you fall asleep easily?
	Yes      No
	 

	 
	Do you wake in the night?
	Yes      No
	 

	 
	Do you have nightmares?
	Yes      No
	 

	 
	Do you feel anxious in social situations?
	Yes      No
	 

	 
	Do you have panic attacks?
	Yes      No
	 

	 X
	Do you worry excessively about things like work performance, finances, accomplishing tasks, etc.?
	Yes      No
	 

	 
	Do you ever have times you don’t need very much sleep?
	Yes      No
	 

	 
	Do you have times of high energy when you can accomplish many goals?
	Yes      No
	 

	 
	Have you been exposed to traumatic events?
	Yes      No
	 

	 
	Do you have intrusive memories of these events?
	Yes      No
	 

	 
	Do you avoid memories, thoughts, feelings about these events?
	Yes      No
	 

	 X
	Do you notice being alert most of the time, especially when you are in public places?
	Yes      No
	 

	 
	Would others describe you as overly rigid?
	Yes      No
	 

	 
	Do you have rituals and habits that don’t seem to make sense?
	Yes      No
	 

	 
	Do you treat others poorly at times?
	Yes      No
	 

	 
	Do you often act rude or argumentative with others?
	Yes      No
	 

	 
	Do you ever get in trouble at work or at home because of your anger?
	Yes      No
	 

	 X
	When you were growing up did you witness or experience physical abuse?
	Yes      No
	 

	 
	Have you ever experienced domestic abuse?
	Yes      No
	 

	 
	Have you ever been sexually abused?
	Yes      No
	 

	 
	
	 
	 

	 
	
	 
	 



	Substance
	Age of 1st Use
	Method of Use
	Date Last Used
	Frequency
	Quantity
	Overdose/Reactions

	Tobacco
	
	
	
	
	
	

	Alcohol
	
	
	
	
	
	

	Marijuana
	
	
	
	
	
	

	Methamphetamine
	
	
	
	
	
	

	Cocaine/Crack
	
	
	
	
	
	

	Inhalants
	
	
	
	
	
	

	Ecstasy
	
	
	
	
	
	

	Hallucinogens
	
	
	
	
	
	

	Heroin/Opioids
	
	
	
	
	
	

	Prescription Drugs
	
	
	
	
	
	

	OTC Drugs
	
	
	
	
	
	

	Other:
	
	
	
	
	
	




	X
	Symptoms: (Mark all that apply)
	Circle or

Fill in Answers
	Comments


	 
	Work-related Issues
	
	 

	 
	Poor job performance, not completing work
	Yes      No
	 

	 
	Conflict with co-workers, supervisors, others
	Yes      No
	 

	 
	Discipline, reprimanded, suspended
	Yes      No
	 

	 
	Terminated, mandatory leave, MLOA
	Yes      No
	 

	 
	Unable to sustain employment, unemployed
	Yes      No
	 

	 
	Poor attendance, excessively tardy
	Yes      No
	 

	 
	Light duty, modified duty, administrative leave
	Yes      No
	 

	 
	Other:
	Yes      No
	 

	 
	Romantic Relationships:
	
	 

	 
	Conflict with boyfriend/girlfriend, frequent break-ups
	Yes      No
	 

	 
	Domestic violence, explosive arguments
	Yes      No
	 

	 X
	Sexually active?   Yes         No        Since what age: 
	
	 

	 
	Decreased sexual desire/activity
	Yes      No
	 

	 
	Stays in abusive or unsatisfying relationship
	Yes      No
	 

	 
	Over-dependence on relationship
	Yes     No
	 

	 
	Utilizing safe sex practices:   
	Yes      No
	 

	 
	Other:
	Yes      No
	 

	 
	Family Relationships:
	
	 

	 
	Conflict with children
	Yes      No
	 

	 
	Conflict with extended family members
	Yes      No
	 

	 
	Step-family/blended family issues
	Yes      No
	 

	 
	Neglects household duties, missed obligations
	Yes      No
	 

	 
	Social Issues:
	
	 

	 
	Socially withdrawn, avoids others, few friends
	Yes      No  
	 

	 
	Conflicts with social group
	Yes      No
	 

	 
	 Poor social support
	Yes      No
	 

	 
	Poor social skills
	Yes      No
	 

	 
	Poor communication skills
	Yes      No
	 

	 
	Other:
	
	 


	X
	History
	 
	 

	
	Family History:
	Yes/No
	Who?

	 
	Depression, suicide, bipolar
	 
	 

	 
	Schizophrenia, psychosis, delusions, hallucinations
	 
	 

	 
	Anxiety, panic attacks, obsessive/compulsive
	 
	 

	 
	Attention problems, ADHD, hyperactivity
	 
	 

	 
	Anger problems, violent temper, aggression
	 
	 

	 
	Drug/alcohol abuse, gambling addiction
	 
	 

	 
	Other:
	 
	 

	 
	Other History:
	Yes/No
	Describe/Reported?

	 
	Hx of physical abuse, sexual abuse, neglect?
	 
	 

	 
	Hx of foster care, placement away from home?
	 
	 

	 
	Hx of arrests, incarceration, probation?
	 
	 

	 
	Hx of traumatic life experiences?
	 
	 

	 
	Hx of divorce, custody battle, domestic violence?
	 
	 

	 
	Treatment History:
	When
	With Whom?

	 
	Past Therapy?
	 
	 

	 
	Past/Current Psychiatry?
	 
	 

	 
	Response to therapy?
	 
	 

	 
	Past psychiatric hospitalizations?
	 
	 

	 
	Assets/Strengths:
	Describe
	List Others Here

	 
	Social support
	 
	 

	 
	Motivation
	 
	 

	 
	Intelligence
	 
	 

	
	Other:
	
	

	
	Other:
	
	

	
	Other:
	
	

	 
	Challenges/Roadblocks:
	Describe
	List Others Here

	 
	Mental health issues
	 
	 

	 
	Relationship problems
	 
	 

	
	Behavioral problems
	
	

	
	Other:
	
	

	
	Other:
	
	

	 
	Other:
	 
	 


 Age: _______  Sex:  __________


Patient’s stated reason for treatment 																	                                                                                           


																																																		


_________________________________________________________________________________________





Describe the dynamics in the home (include stability of home, relationship with children, relationship with spouse, stressors, etc. )  


 �
�
 �
�
 �
�
 �
�
 �
�
 �
�
 �
�
 �
�
 �
�
Previous Diagnoses: _________________________________________________________________________________________                                         





Addiction History (Please circle drug of choice)





Spiritual, Cultural and Ethnic History


What is your ethnic background? ______________________________________________________________	 


Do you identify any personal values and beliefs that could affect therapy? (Include any influences from your cultural background or ethnicity)


																									





																									





																									





																									


________________________________________________________________________________________


Describe your involvement in organized religion (Include attendance pattern, voluntary / mandated attendance, value of experience, etc.)																							





																					       __			





�
�
Who will follow the patient for medications?   ___________________________________________________


Current medications: ________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________�
�
Current Pediatrician/General Practitioner:�
�
�
�
Initial Discharge Plan


List community based resources the patient has used prior to admission? 																																		


What is the patient’s current Living Situation?    									 						 


Housing  / Placement Needs   (	  NA  (   Return Home  	(   Group Home	  (   Other  					


Therapy Needs:	(   Day Treatment  (   I.O.P. (   Individual Therapy (  Family Therapy 


(   Twelve Step Meetings            (  Other: __________________________________________________________


Conclusions and Recommendations


Brief assessment of patient including clinical observations, motivation for change, etc.    																																																																																																																																			


________________________________________________________________________________________


________________________________________________________________________________________                                                       Comments  																							


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________
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