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Please fill out this form as completely as possible. Thank you.

Name: _________________________________  Today's Date:_____________________________
DOB:______________ Sex:  ________________
Home Address:___________________________________________________________________
Cell number:_______________________________ Alternate number:_______________________

Marital Status:
(Please Circle one)          Married          Single          Divorced          Separated          Widowed

PRESENTING ILLNESS
Describe the current psychological issues that are affecting you (why are you seeking mental health services?)  Please give specific examples of how this limits your abilities:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How did your problem(s) start? ______________________________________________________________________________________________________________________________________________________________
How long have you had this (these) problem(s)? ______________________________________________________________________________________________________________________________________________________________
Has anything made it worse? Yes_____ No_____ If yes, explain how it is worse now. ______________________________________________________________________________________________________________________________________________________________
PERSONAL AND FAMILY HISTORY
Where were you born? _____________________________Date of birth:_____________________
Where did you grow up? ___________________________________________________________
Do you have any children? Yes_____  No_____  Ages: ___________________________________
As a child yourself, did you experience any: Physical abuse____ Sexual abuse_____ or any other childhood traumas? _______________________________________________________________
Have you ever been traumatized as an adult? Yes_____ No_____ If yes, please explain: _________ _______________________________________________________________________________
Describe how these traumas affect your day to day abilities, please be specific: ______________________________________________________________________________________________________________________________________________________________

EDUCATION

What is your highest grade complete? __________________ What were your grades? __________
If you did not complete high school, why? _____________________________________________
Did you get a GED? Yes _____ No_____ Were you in Special Education? Yes ______ No _______
Did you repeat a grade? Yes_____No_____ Which one?___________
Any College? Yes _____ No _____ College name: ______________________________________
Major: ___________________      Degree: _____________________________________________
Military experience: ________________________________  Dates of service: ________________
Combat war experience (where and dates) : ____________________________________________

WORK HISTORY

What is the name of the company you worked for most recently? ___________________________
What was your position or what did you do? ___________________________________________

DAILY AND SOCIAL LIVING

What time do you wake up? _______________   
What time do you go to bed? ______________
On average, how many hours of sleep do you get a night?___________________________

Do you live in a: House _______   Apartment _______   Mobile home _______Homeless_____
Care facility _______ Other ________________________________________________________
Do you live with:  Family _____   Friends ______   Alone _______   Other _______

Do you take care of young children?  Yes _____  No _____
If yes, what are their ages? _________________________________________________________
Do you see family? Yes _____  No _____  If no, why not: ________________________________


Do you have friends?  Yes _____  No _____  How often do you see them? ___________________
Are you less social than you used to be?  Yes _____  No _____  If yes, why: __________________
_______________________________________________________________________________What activities do you do with your friends? ___________________________________________

Do you pay your own bills and handle your own money?  Yes _____  No _____
If no, why don't you? _____________________________ If no, who pays? __________________

Do you drive?  Yes _____  No _____  Do you have a driver's license?  Yes _____  No _____


DRUG AND ALCOHOL USE

At what age did you first start drinking alcoholic beverages? __________ or ________Never drank Has alcohol use ever cause problems for you?  Yes___No___ If so, please describe.

How much do you drink on an average day now? __________________________________
When was your last drink of alcohol? _________________________________________________

Have you ever used street drugs of any kind?  Yes _____  No _____  
If yes, please list everything you have ever used: _______________________________________________________________
Has drug use cause problems for you? Yes____No____ 
If yes, please explain:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Drug(s) of choice: _______________________________ What age did you start? _____________
How much do you use on an average day now? _____________________  Week ______________
When was the last time you used? ___________________ What did you use? _________________
If you are no longer using, when did you stop (age or approximate date)? ____________________

Do you smoke cigarettes or use tobacco products?  Yes _____ No _____ # _____ packs per day, or cigarettes per day, or amount of tobacco used per day _____
Have you ever been in a drug or alcohol treatment program? Yes _____ No _____
If yes, when and where: ____________________________________________________________



CRIMINAL HISTORY

Did you have juvenile disciplinary problems or were you arrested as a juvenile?  Yes ____  No____ If yes, for what offenses? ___________________________________________________________
Have you been arrested as an adult?  Yes _____ No _____ If yes, how many times? ____________
Please list ALL offenses:
________________________________________________________ Date: __________________
________________________________________________________ Date: __________________
________________________________________________________ Date: __________________
Total time served: __________ years __________ months
What facilities: __________________________________________________________________
When was the last time you were arrested? _______________ for what offense? ______________

MEDICAL AND PSYCHOLOGICAL HISTORY

Serious physical medical illness: _____________________________________________________
_______________________________________________________________________________Have you been hospitalized for your medical problems?  Yes _____  No _____
If yes, when: _____________________   Where: _______________   For what: _______________
           When: _____________________  Where: _______________   For what: _______________
List all serious injuries: ____________________________________________________________
Have you ever been knocked unconscious?  Yes _____  No _____  When: _______  How: _______
______________________________________________________________________________________________________________________________________________________________




Do you have chronic physical pain?  Yes _____  No _____  If yes, where? ____________________
Circle the number that describes your level of pain or MOST days:
(no pain at all)	1   2   3   4   5   6   7   8   9   10       (the worst pain you have ever experienced)


Have you ever been in a psychiatric hospital inpatient before?  Yes _____  No _____
If yes, when: _______________________    Where: __________________________
          When: _______________________    Where: __________________________
Why:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have any history of mental health treatment?  Yes____No_____
If “yes” please provide details below including any previous mental health diagnoses. Include information about anyone who is treating you for mental health reasons at this time.








CURRENT PRESCRIPTION MEDICATIONS

Med:  __________________________________   Med: _________________________________
Med:  __________________________________   Med: _________________________________
Med:  __________________________________   Med: _________________________________
Med:  __________________________________   Med: _________________________________

Do these meds help you?  Yes _____  No _____  How do they help you? _____________________
_______________________________________________________________________________


Name of current Primary Care Physician: ______________________________________________
Name of current Psychiatrist: _______________________________________________________


PLEASE ADD ANYTHING ELSE YOU WOULD LIKE ME TO KNOW
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