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	NEW PATIENT NFORMATION

	Patient’s Last Name                        First                               Middle


	

	Birth date      
	Age
	( F
	Marital Status (circle one)

Married/Divorced/Never Married/Separated/Widow

	WEIGHT LOSS HISTORY

	What are your reasons for seeking therapy?



	PAST PSYCHIATRIC HISTORY

	Have you ever seen a psychiatrist, psychologist or therapist in the past? Yes/No


	If yes, who?


	Were you ever prescribed a medication to help your mood, anxiety or thinking? Yes/No


	If yes, what medication?

	Have you ever been hospitalized in a psychiatric facility?  

Yes/No
	If yes, where and when?



	Have you ever tried to take your life?  Yes/No
	if yes, when and what did you attempt to do?



	Do you have medical problems?  Yes/No
	If so, please list them:



	Please list the medications you currently take:


	Have you ever seriously hit your head or lost consciousness? Yes/No

	SUBSTANCE USE HISTORY

	Do you use alcohol?  Yes/No
	if yes, please answer the following questions:



	
	What type of alcohol do you drink?

	
	How many days per week?

	
	How many drinks per day?

	
	What is the most you’ve ever drank?

	Do you use street drugs?  Yes/No
	If yes, please list the drugs, the frequency, duration and quantity of use.



	Do you smoke cigarettes?  Yes/No
	if yes, please list frequency, duration and quantity of use.



	FAMILY HISTORY

	Does anyone in your family have psychiatric problems?  Yes/No
	If so, who and what type?



	Does anyone in your family have substance abuse problems?  Yes/No
	If so, who and what type?



	OTHER

	Have you been under a lot of stress lately?  Yes/No
	If yes, please list what events have been stressful.



	Are you currently employed?  Yes/No
	If yes, where and what type of work do you do? Do you enjoy your work?



	Do you have children?  Yes/No
	IF yes, how many, how old (and what are their names)?



	Have you ever suffered physical, emotional or sexual abuse?  Yes/No
	If yes, please indicate which.



	Have you ever been in trouble with the law?  Yes/No
	If yes, please describe



	Have you ever served in the armed forces?  Yes/No
	If yes, what branch, when and for how long?



	What is the highest level of education you have completed?
	Describe yourself in school (examples: outgoing, withdrawn, 

dropped out, no problems):



	What else is important for us to know about?



	Please check the following if they apply to you:

· Sad, blue or blah feelings

· Low energy

· Difficult concentration

· Low motivation

· Difficulty with memory

· Low self esteem

· Hopelessness

· Loss of control

· Waking up at night

· Sleeping too much

· Changes in mood for no reason

· Thoughts of not wanting to go on

· Thoughts of ending your life

· Plans to follow through on taking your life

· Change in sexual interest

· Feeling nervous

· Feeling restless

· Worrying a lot

· Difficulty controlling worry

· Low pep during the day

· Onset of nervousness for no expected reason

· Pounding heart or chest pains

· Shortness of breath

· Dizziness or unsteadiness

· Upset stomach when nervous

· Feeling of going out of your mind
	· Feeling of impending doom

· Feeling like you might die

· Feelings like you are out of your body

· Feelings like things are not real

Have you ever:

· Seriously hurt someone else

· Heard a voice when no one was there

· Thought others might be out to hurt you

· Thought something which you were not sure was true

       or not

· Noticed a change in your personality

· Had weakness or numbness in any part of your body?

· Had new onset of headaches

· Felt like you have to do something over and over again

               for no reason

· Had a thought in your mind which you could not get

        out of your head

· Problems with respect or relationships

· Fears that seem to interfere with your life


Thank you.  Please hand this to the Psychologist.  (Use the back to add more notes if needed)
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