FAMILY AND PSYCHOLOGICAL SERVICES
Adult Treatment and Medical History

Name___________________________________Date______________________

Birth date_______________________  Age_____ Marital Status______________
Referral Source_________________________

Employer or Student Status____________________________________________

MEDICAL AND PSYCHOLOGICAL TREATMENT HISTORY

List current medical problems or past serious illnesses

______________________________________________________________________________________________________________________________________________________________________________________________________
List current medications
__________________________________________________________________

Who is your primary care physician?
__________________________________________________________________

If you use alcohol describe how often and how much you drink. If you have a history of or currently have substance abuse problems, please describe these problems and your concerns about them
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If you have been hospitalized in a psychiatric hospital, a drug treatment facility, or had outpatient psychological care please list the providers and dates of service

____________________________________________________________________________________________________________________________________

Please list any psychiatric medications you have had in the past, and their effects

____________________________________________________________________________________________________________________________________

Please describe any history of family mental health problems, including depression, anxiety, alcohol and drug abuse, emotional, physical, or sexual abuse, and suicides.
______________________________________________________________________________________________________________________________________________________________________________________________________

Who are the people who are currently living in your household?
____________________________________________________________________________________________________________________________________
Describe the problems that have led you to seek help here, and your goals for treatment.  If there is any additional information you would like for us to know about you please list it here

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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