
What brings you here today?

GENDER GENDER EXPRESSION

DATE

TIME

I 'm glad you're here.

CLIENT INFORMATION

What problems are you currently experiencing?

DOB

ETHNICITY

ALLERGIES

NAME

/ /

:

LENA EMPYEMA       |         ZEPHRY CO.      

CONTACTS

PRONOUNS

Welcome .

PRIMARY CARE PHYSICIAN

EMERGENCY CONTACT

[ ]    SEEKING CARE FOR MYSELF
[ ]    SEEKING CARE FOR A DEPENDENT
[ ]    REFERRED BY PHYSICIAN
[ ]    REFERRED BY ANOTHER PROFESSIONAL
       Specify: ______________________________________

Check all that apply.

Name: ___________________________________________

Phone: ___________________________________________

Name: ___________________________________________

Phone: ___________________________________________

____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________

____________________________________________________________________________________________

OFFICE USE ONLY

PHONE:  ____________________________         EMAIL: ______________________________________________________________________________________

MAILING ADDRESS: ____________________________________________________________________________________________________________________
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Are you currently seeing a therapist or counselor?

____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________

_______________________________________________________________________________________________

What are the problems for which you are seeking help?

What are your goals or the hopeful resolution of these problems?

Are you currently experiencing any of the following symptoms? (Check all that apply)

[ ]    DEPRESSED MOOD

[ ]    RACING THOUGHTS

[ ]    EXCESSIVE WORRY

[ ]    UNABLE TO ENJOY ACTIVITIES

[ ]    IMPULSIVITY

[ ]    ANXIETY ATTACKS

[ ]    SLEEP PATTERN DISTURBANCE

[ ]    INCREASE IN RISKY BEHAVIOR

[ ]    AVOIDANCE

[ ]    LOSS OF INTEREST

[ ]    INCREASED LIBIDO

[ ]    DECREASED LIBIDO

[ ]    HALLUCINATIONS

[ ]    FORGETFULNESS

[ ]    DECREASED NEED FOR SLEEP

[ ]    CHANGE IN APPETITE

[ ]    EXCESSIVE ENERGY

[ ]    EXCESSIVE GUILT

[ ]    INCREASED IRRITABILITY

[ ]    FATIGUE

[ ]    CRYING SPELLS

[ ]    SUSPICIOUSNESS

[ ]    OTHER: 

____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________

_______________________________________________________________________________________________

Yes No

If yes, name of current therapist or counselor: ___________________________________________

Do you consent to updates being provided to other
therapists/physicians?             
                                                            

ABOUT YOU

Yes No
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SUICIDE RISK ASSESSMENT

Have you ever had feelings that you do not want to live?

_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________

YES / NO            

Do you currently feel that you don't want to live?

How often do you have these thoughts?

When was the last time you had thoughts of dying?

Has anything happened recently to make you feel this way?

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

YES / NO            

On a scale of 1 to 10 (10 being strongest), how strong is your desire to kill
yourself right now?

Have you ever thought about how you would kill yourself?

Have you planned a time to kill yourself?

Is there anything that would stop you from killing yourself?

Do you feel hopeless or worthless?

Have you ever tried to kill yourself before?

Do you have access to guns?

 If YES, please answering the following. If NO, skip to next page.

_____________________________________________________

YES / NO            

YES / NO            

YES / NO            

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

1        2        3        4        5        6        7        8        9        10
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CURRENT MEDICATIONS

_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________

Include prescriptions, over-the-counter medications, vitamins, herbs, and dietary supplements.

MEDICATION NAME                           TOTAL DAILY DOSE                              ESTIMATED START DATE

HEIGHT: ____________    WEIGHT: _____________

MEDICATIONS TAKEN PREVIOUSLY

[ ]    PROZAC (fluoxetine)
[ ]    ZOLOFT (sertraline)
[ ]    LUVOX (fluvoxamine)
[ ]    PAXIL (paroxetine)
[ ]    CELEXA (citalopram)
[ ]    LEXAPRO (escitalopram)
[ ]    EFFEXOR (venlafaxine)
[ ]    CYMBALTA (duloxetine)
[ ]    WELLBUTRIN (bupropion)
[ ]    RISPERDAL (risperidone)
[ ]    AMBIEN (zolpidem)
[ ]    SONATA (zaleplon)
[ ]    XANAX (alprazolam)
[ ]    ATIVAN (lorazepam)
[ ]    KLONOPIN (clonazepam)

[ ]    REMERON (mirtazepine)
[ ]    SERZONE (nefazodone)
[ ]    ANAFRANIL (clomipramine)
[ ]    PAMELOR (nortriptyline)
[ ]    TOFRANIL (imipramine)
[ ]    ELAVIL (amitriptyline)
[ ]    TEGRETOL (carbamazepine)
[ ]    LITHIUM 
[ ]    DEPAKOTE (valproate)
[ ]    ROZEREM (ramelteon)
[ ]    RESTORIL (temazepam)
[ ]    DESYREL (trazodone)
[ ]    VALIUM (diazepam)
[ ]    TRANXENE (clorazepate)
[ ]    BUSPAR (buspirone)

[ ]    LAMICTAL (lamotrigine)
[ ]    TOPAMAX (topiramate)
[ ]    SEROQUEL (quetiapine)
[ ]    ZYPREXA (olanzapine)
[ ]    GEODON (ziprasidone)
[ ]    ABILIFY (aripiprazole
[ ]    CLOZARIL (clozapine)
[ ]    HALDOL (haloperidol)
[ ]    PROLIXIN (fluphenazine)
[ ]    ADDERALL (amphetamine)
[ ]    CONCERTA (methylphenidate)
[ ]    RITALIN (methylphenidate)
[ ]    STRATTERA (atomoxetine)

Check all medications that you have previously been prescribed but are not part of your current regimen.

MEDICATIONS
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CURRENT MEDICAL PROBLEMS

_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________

SURGICAL HISTORY

[ ]    THYROID DISEASE
[ ]    ANEMIA
[ ]    LIVER DISEASE
[ ]    CHRONIC FATIGUE
[ ]    KIDNEY DISEASE
[ ]    DIABETES
[ ]    ASTHMA
[ ]    INFLAMMATORY BOWEL
[ ]    CANCER
[ ]    FIBROMYALGIA
[ ]    HEART DISEASE
[ ]    EPILEPSY
[ ]    CHRONIC PAIN
[ ]    HIGH CHOLESTEROL
[ ]    HIGH BLOOD PRESSURE
[ ]    HEAD TRAUMA

Check all conditions you or a biological family member have been diagnosed with. 
Use space provided for additional details as necessary..

MEDICAL HISTORY

___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
MEDICAL AND FAMILY HISTORY

[ ]  
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 





  

 MEDICAL HOSPITALIZATIONS

________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________

__________________

YOU
FAMILY 
MEMBER

________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
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_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________

PAST OUTPATIENT TREATMENT

[ ]    BIPOLAR DISORDER
[ ]    SCHIZOPHRENIA
[ ]    DEPRESSION
[ ]    POST-TRAUMATIC STRESS DISORDER
[ ]    ANXIETY
[ ]    ALCOHOL ABUSE
[ ]    ANGER
[ ]    SUBSTANCE ABUSE
[ ]    VIOLENCE
[ ]    SUICIDE ATTEMPTS

Check all conditions you or a biological family member have been diagnosed with. 
Use space provided for additional details as necessary..

PSYCHIATRIC HISTORY

___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
PSYCHIATRIC AND FAMILY HISTORY

[ ]  
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 







  

PSYCHIATRIC HOSPITALIZATIONS

________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________

__________________

YOU
FAMILY 
MEMBER

______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________

DATES REASON TREATED DATES REASON TREATED

[Other: ___________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
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OVERVIEW OF YOUR MENTAL HEALTH HISTORY

Detail what you want your providers to know about your psychiatric past and present, the history of
problems for which you have sought help, and what treatments have helped in the past, 



Have you ever been treated for alcohol or drug abuse?         [ ]  YES    [ ]  NO
     If yes, for which substances? ________________________________________________________________________
Have you ever felt you should cut back on your drinking or drug use?         [ ] YES [ ] NO
Have other people criticized your drinking or drug use?         [ ] YES [ ] NO
Have you ever felt guilty about your drinking or drug use?         [ ] YES [ ] NO
Do you think you may have a problem with alcohol or drugs?         [ ] YES [ ] NO
Have you used any street drugs in the last 90 days?         [ ] YES [ ] NO
     If yes, which ones? ____________________________________________________________________________________
Have you ever abused prescription medications?         [ ] YES [ ] NO
     If yes, which ones? _________________________________________________________________________________
How many days per week do you drink alcohol? ___________________
What is the least number of drinks you consume in a day? _________________
What is the most number of drinks you consume in a day? _________________

PAST OUTPATIENT TREATMENT

[ ]    BIPOLAR DISORDER
[ ]    SCHIZOPHRENIA
[ ]    DEPRESSION
[ ]    POST-TRAUMATIC STRESS DISORDER
[ ]    ANXIETY
[ ]    ALCOHOL ABUSE
[ ]    ANGER
[ ]    SUBSTANCE ABUSE
[ ]    VIOLENCE
[ ]    SUICIDE ATTEMPTS

Check all conditions you or a biological family member have been diagnosed with. 
Use space provided for additional details as necessary.

SUBSTANCE USE

___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________

PSYCHIATRIC AND FAMILY HISTORY

[ ]  
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 
[ ] 








PSYCHIATRIC HOSPITALIZATIONS

________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________

YOU FAMILY 
MEMBER ______________________________________________

______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________

DATES REASON TREATED DATES REASON TREATED

CURRENT OR PAST USE OF ALCOHOL OR OTHER SUBSTANCES
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LIFESTYLE

PSYCHIATRIC AND FAMILY HISTORY

[ ]    ALCOHOL
[ ]    ECSTASY
[ ]    EXCESSIVE CAFFEINE
[ ]    TOBACCO
    If yes, circle which tobacco products you have used:

Cigarettes  |  Pipe  |  Cigars  |  Chewing tobacco

Do you currently smoke cigarettes?   [ ]  YES    [ ]  NO
# of packs per day: _________
For how many years? ________

HAVE YOU EVER TRIED THE FOLLOWING SUBSTANCES?

[ ]    METHAMPHETAMINES 
[ ]    COCAINE
[ ]    STIMULANTS
[ ]    PILLS
[ ]    HEROIN
[ ]    LSD
[ ]    MARIJUANA
[ ]    PAIN KILLERS (other than prescribed)
[ ]    METHADONE
[ ]    TRANQUILIZER
[ ]    SLEEPING PILLS

PHYSICAL FITNESS

Do you exercise?         [ ]  YES    [ ]  NO

What kind of exercise do you do? _________________________________________________________

How many days per week do you exercise? ____________

DIET

Do you follow any particular kind of diet?        [ ]  YES    [ ]  NO

What foods do you primarily choose to eat? ______________________________________________________

Are you satisfied with your current weight?         [ ] YES   [ ] NO

Are you actively trying to lose weight?       [ ] YES [ ] NO

Has your weight changed significantly in the past 6 months? [ ] YES [ ] NO

     If yes, by how much? +  /  -  ________

HOME

Do you have a home address?        [ ]  YES    [ ]  NO

Do you live with other people?         [ ] YES    [ ] NO

List other habitants of your home and your relationship to them: _____________________________

_______________________________________________________________________________________________________
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FAMILY BACKGROUND

When your mother was pregnant with you, were there any complications during the

pregnancy or  birth? If so, describe:__________________________________________________________

Were you adopted?      [ ] YES [ ] NO

Where did you grow up?_____________________________________________________________________

List your siblings and their ages: _____________________________________________________________

_______________________________________________________________________________________________

What is/was your father's primary occupation? ______________________________________________

What is/was your mother's primary occupation? _____________________________________________

Did your parents divorce?      [ ] YES   [ ] NO

If yes, how old were you when they divorced? ___________

If yes, who did you live with? __________________________________________

Describe pertinent details about your father and your relationship with him: _______________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Describe pertinent details about your mother and your relationship with her: ______________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

How old were you when you left home? __________

Has anyone in your immediate family died?       [ ] YES   [ ] NO

If yes, who and when?

___________________________________________________________________________________________

Do you have children?      [ ] YES    [ ] NO

List their ages and gender: ___________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

How do you describe your relationship with your children? __________________________________

_______________________________________________________________________________________________
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SOCIAL HISTORY

What is the highest grade of school you have completed? _______________________________

Did you attend college?     [ ] YES [ ] NO

Where? __________________________________________________________

Major:____________________________________________________________

Have you graduated college?      [ ] YES    [ ] NO

Are you currently a student?      [ ] YES    [ ] NO

Are you currently working?      [ ] YES    [ ] NO

If no, circle your current employment status:     

                                        unemployed  |  disabled  |  retired  |  looking for work

Have you ever served in the military?     [ ] YES    [ ] NO

If yes, what branch and what dates? _______________________________________________

Were you honorably discharged?     [ ] YES     [ ] NO

Were you dishonorably discharged?     [ ] YES     [ ] NO

Circle your current relationship status:     

                                        married  |  partnered  |  divorced  |  single  |  widowed

If applicable, how long have you been in your current relationship? ______________

Are you sexually active?    [ ] YES    [ ] NO

Circle your sexual orientation:   

                    straight/heterosexual  |  gay/lesbian/homosexual  |  bisexual  |    transsexual 

                    unsure  |  questioning  |   asexual

Have you been previously married?     [ ] YES    [ ] NO

How long did the marriage last?  __________________
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SOCIAL HISTORY

What is your significant other's occupation? ________________________________________________

Describe your relationship with your spouse or significant other: __________________________

______________________________________________________________________________________________

Have you ever been arrested?     [ ] YES     [ ] NO

Do you have any pending legal problems?      [ ] YES   [ ] NO

Do you belong to a particular religion or spiritual group?      [ ] YES    [ ] NO

If yes, what is your level of involvement with the organization? ______________________________

_____________________________________________________________________________________________________

Do you have a history of being abused emotionally, sexually, or physically?     [ ] YES    [ ] NO

If yes, by whom? ____________________________________________________

Where did the abuse occur? _________________________________________________________________

For how long? _____________________

  Is there anything else you would like for your providers to know? 
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
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ADDITIONAL HISTORY FOR FEMALES

What is the date of your last menstrual cycle? ____________________________

Are you currently pregnant or could you be currently pregnant?     [ ] YES     [ ] NO

Are planning to become pregnant in the near future?     [ ] YES     [ ] NO

What is your current method of birth control? _____________________________________________

How many times have you been pregnant? ___________

How many live births have you had? ____________

SIGNATURES

Signature of client: _________________________________________________ Date: ___________________

Signature of guardian: _____________________________________________ Date: ___________________

For clients under the legal age of 18

For office use only:

Reviewed by: _______________________________________________________Date: ___________________

Reviewed by: _______________________________________________________Date: ___________________
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