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PATIENT DATA FORM
_______________
Date Completed

PATIENT’S NAME ______________________________________________________
	Last	First	Middle

BIRTHDATE_________________	AGE ____	SEX _____

HOME ADDRESS_____________________________________________________
	Street 

___________________________________________________________________________________
	City	State	Zip Code

Do you live in a  ______ House   _____ Apartment  _____   Other 

Do you ______Own ______ Rent

Do you have plans to move in the near future? _____Y _____N

Telephone #s____________________________________________________________
(Include all area codes)	Home		Cell

Email Address __________________________________________________

Are you currently:   _____ Single _____ Married _____ Divorced _______Widowed

Have you had any prior marriages? _____ Y ______ N   If so, how many? ______

Do you have any children? _____ Y _____ N 
Names/Ages__________________________________________________________________________________________________________________________________________________
List everyone who currently lives at home:__________________________________________
__________________________________________________________________________________

Do you have any pets? _____Y_____N If yes, then please list. ________________________________________________________________________

EDUCATIONAL HISTORY
Did you graduate from high school? _____Y _____N Where? ____________________
Did you attend college? __________ Where?__________________________________
What is your highest educational level or degree obtained? _____________________
Where was highest degree obtained? ________________________________________

OCCUPATIONAL HISTORY
Are you currently working? ____Y ____ N 	How long in present position? _____________
Occupation: _______________________________________________________
Where do you work? ________________________________________________
Work Phone#____________________________________________________________

Prior Work Experiences (List employers and previous positions held.)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

GENERAL MEDICAL AND PSYCHIATRIC HISTORY

Do you have a primary care physician? _____Y_____N   If yes, then please provide name, address and telephone number of physician or group practice.____________________
____________________________________________________________________________

Do you suffer from any general medical problems? If so, please describe.
_________________________________________________________________________________

Do you have any allergies: If so, please list_____________________________________________
_________________________________________________________________________________
List all medications CURRENTLY taking, including psychotropic medications. Please list current dosages and responses, both positive and negative to each medication listed. (If you require more space than provided, please list on a separate sheet of paper.)
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List all psychotropic medications taken in the past. Please list responses, both positive and negative, to each medication listed. (If you require more space than provided, please list on a separate sheet of paper.)
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you use caffeine? _____Y_____N   Amount per day_____________________________
Do you use tobacco? _____Y_____N   Amount per day/week/month__________________
Do you drink alcohol? _____Y_____N   Amount per day/week/month________________




Are you currently or have you ever used substances such as Benzodiazepines (Valium, Xanax, Ativan), Cocaine, Designer Drugs, Hallucinogens, Inhalants, Marijuana, Methamphetamines or Opiates/Methadone (Vicodin, OxyContin, Heroin). If yes to any of these substances, please specify.____________________________________________________________________________________________________________________________________________________________ 

Have you had previous psychological or psychiatric treatment or evaluation? ____Y____N
Dates _______________________________________________________________________

Results _____________________________________________________________________
____________________________________________________________________________
Reason for termination of treatment_____________________________________________
____________________________________________________________________________


LIST NAMES AND ADDRESSES OF MENTAL HEALTH PROFESSIONALS CONSULTED.
1. _______________________________________________________________________
2. _______________________________________________________________________
3. _______________________________________________________________________
4. _______________________________________________________________________
5. _______________________________________________________________________

Have you ever had inpatient or partial psychiatric hospitalization treatment? _____Y _____N
If yes, please specify dates and places.________________________________________________________
________________________________________________________________________________________

FAMILY HISTORY
		FATHER (NATURAL) 
	Medical problems (specify) ________________________________________________
	________________________________________________________________________
	Mental Illness?       __________ 	Diagnosis    _________	Relationship ________
	Mental Retardation? _________	Degree       _________	Relationship ________
	Alcoholism?            __________ 	Recovered _________	Relationship ________
	Chronic Disease? __________	Specify ____________	Relationship ________ 

		MOTHER(NATURAL) 
	Medical problems (specify) ________________________________________________
	________________________________________________________________________
	Mental Illness?       __________ 	Diagnosis _________	Relationship ________
	Mental Retardation?_________	Degree   ___________	Relationship ________
	Alcoholism?            __________	Recovered _________	Relationship ________
	Chronic Disease? __________	Specify ____________	Relationship ________

Have any relatives had symptoms similar to yours? _____Yes _____No If yes, indicate names, symptoms and relationship._______________________________________________________
________________________________________________________________________________



FOR WOMEN ONLY:
Are you currently pregnant or do you think you might be pregnant? _____Y _____N
How many times have you been pregnant? _________ How many live births? _____


SOCIAL HISTORY
Where were you born? ________________________________________________
Where did you grow up? ______________________________________________
Did your parents stay together while you were growing up? _____y _____N
If not, how old were you when they separated? ___________
Father’s occupation while you were growing up ______________________________
Mother’s occupation while you were growing up ______________________________
How many siblings do you have? _____None _____Brothers _____Sisters
Were there any complications at your birth (premature birth, major medical problems)?
________________________________________________________________________
Were there any problems in your early development (learning to walk, talk, etc.)?
____________________________________________________________________________
Did you suffer from any major illnesses/injuries while you were growing up? ____Y ____N
If yes, describe ________________________________________________________________
Did you suffer any hardships or abuse in your developing years? _____Y _____N
If yes, describe ________________________________________________________________
Have you ever had or do you currently have legal problems or have you been convicted of 
a crime? _____Y _____N  If yes, describe __________________________________

SOCIAL SUPPORTS
Is there anyone you trust or confide in during times of trouble? _____Y _____N
(Name Supports and their relationship to you)_________________________________
_______________________________________________________________________
Do you have any religious ties or involvements? _____Y_____N
If yes, describe.__________________________________________________________


ADDITIONAL REMARKS
	Please use remainder of this page, and the back of it if necessary, to write any additional comments you wish to make, or to describe your current symptoms or concerns.












	
