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Below are a number of questions about you and your health history. This information will be helpful to our staff in assessing and planning
treatment for you. Please check a response for each question/item. Feel free to discuss these with our staff.

All

information you provide here is confidential. Thank you.

DEMOGRAPHIC (check one answer or fill in the blank)

1. Gender? [OMale [OFemale [JOther 2. Date of Birth / /
3. What is your Status? [ JMarried [ JWidowed [Separated [IDivorced [INever Married [JLong Term Partnership
4. How far did you go in school?  []8" grade or less [Jsome high school (HS) [JHS graduate or equivalent (GED)
[1 some college or associate degree [ college graduate
5. How many children do you have? 6. How many children live in your home?
7. Military? [ONo  [dYes If so, what branch? Active?
. Religious affiliation? Actively Involved? [JYes [INo
MEDICATIONS
9. Please list the names of all medications that you are now taking, including prescribed, over-the-counter, herbals/vitamins, and
as-needed medications:
Prescribed:
Other:
10. Have you ever had an allergic or other bad reaction to any medications or foods? (Check one) []1No [ Yes

If yes, please explain

The following questions will help us assess your health history. Please mark an X in the Yes or No box to the right for each question

below, answering to your best knowledge.

Please list your physician(s) names:

Rate any pain you experience from 1 to 10, with 10 being completely unbearable ___ Where is the pain?
HABITS
1. Have you ever smoked Cigarettes, Cigars OF @ PIDE? .........iiiuueiiiieiii et e et e e e e e e e e e e e e eee e e e eeenas Yes [] No []
2. How many days in the past month have you smoked cigarettes, cigars or a pipe? .........coooiiiiiiiiiiiiiiiiiens days
3. What is the average total number of cups or cans of coffee, tea or caffeinated sodas

(cola, Mountain Dew, Dr. Pepper) that you drink in a typical day? ...........coiiiiiii e ____cups &cans
4. Approximately how many days have you had beer, wine, or liquor to drink in the past 30 days? .........ccc..ceenenne. days
5. On days when you did drink, what is the average total number of drinks you had?

(one drink = one 12 oz. Beer, or one shot of spirits, or one 4 0z. Glass of WiNe) ..........coooiiiiiiiiiin, drinks
6. In the past month, did you ever have 5 or more drinks inasingle day? ...t Yes [] No []

7. Approximately how many days have you used amphetamines, cocaine, crack, marijuana, sleeping pills, Valium or



other sedatives in the Past 30 Ay S ? .. ..o e
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HABITS - continued

8. Have you ever felt you should cut down your drinking of alCoOhoI? ......... ..o Yes []
9. Have you ever been annoyed by complaints about your drinking? ...........cciiiiiiii Yes [
10. Have you ever felt guilty or upset about your drinKiNg? ... e Yes []
11. Have you ever had a drink in order to feel better in the morning? ....... ..., Yes []
12. Have you ever had professional counseling about your drinking or drug US€? ............cooviiiiiiiiiiiiniiiiii e Yes []
EMOTIONAL PROBLEMS

1. Have you ever had a panic attack, when you suddenly feel frightened, anxious or extremely uncomfortable? ....... Yes [

days

No [
No [
No [
No []
No [

No [

2. Do you often feel very uncomfortable being watched or noticed by other people (such as when you speak to someone in public,

write in a public place, or eat in public) because you feel you will do something embarrassing or humiliating? ....... Yes []

No [

3. Are there things that you have been especially afraid of like flying, heights, seeing blood, closed places, bridges or certain kinds

(o) =T 01T 0 F= 1o Tl [ Y=o N Yes []

No []

4. Are you often bothered by thoughts that make you anxious, seem senseless and that you cannot get rid of, even when you try to

FESIST NAVING thEM? Lo oo i et Yes []

5. Have you ever had things that you had to do over and over again and couldn’t resist doing (like washing your hands again and

again, or checking something several times to make sure you’d done it right) more than most other people you know?

........................................................................................................................................................ Yes []
In the past six months, have you had a lot of difficulty with:
6. Controlling your “nerves” or feeling anxious and on the edge? ........ ... Yes []
7. Worrying excessively about many different things on most days? ........ ..o Yes []
In the past three months, have you had:
8. Several eating binges in which you ate very large amounts of food in a short amount of time? ............................ Yes []
9. Afeeling your eating was OUt Of CONTIOI? ... .. . e ettt e e Yes [

In your lifetime, have you ever had a period that lasted at least two weeks when, most of the day, every day, you felt:

10. Little interest or pleasure in doing thiNGS? ... ..ouiiii e e Yes []
11. Down, sad, depressed Or NOPEIESS? ... e e et e Yes []
In the past two weeks, have you been bothered most of the day, every day, by:

12. Feeling little interest or pleasure in doiNg thiNGS? ..ot e Yes [
13. Feeling down, sad, depressed, O NOPEIESS? ........iuiriiii e e et aaanas Yes []
14. Have you ever in your life had a period lasting a week or more when you were feeling so good or hyper that

other people that that you were not your normal self, or you were so irritable that you would shout at people or

Start fights OF ArQUMENTS 7 .o e e e e et Yes []
15. Has a counselor or doctor ever told you that you had bipolar disorder or a manic episode? ...............ccoeoiieianns Yes [
16. Have you ever felt that people were talking about you behind your back or taking special notice of you? ............. Yes []

17. Have you ever felt that anyone was going out of the way to give you a hard time, attack, cheat or try to hurt you? Yes []
18. Have you ever felt that you were especially important in some way, or that you had powers to do things that normal
[o1=To o] [ et U1 o [ N i Lo X PP PP PR PUP PRSPPI Yes []

19. Have you ever felt that someone or something outside yourself was controlling your thoughts or actions against your will?

20. Have you ever felt that your thoughts were being broadcast out loud so that other people could actually hear what you
= E= ]3] (T To A Yes [
21. Have you ever heard things that other people could not hear, such as noises or the voices of people talking or whispering?

No []

No []

No []
No [

No []
No []

No [
No [

No []
No []

No []
No []
No []
No []
No []
No []
No []

No [



22. Have you ever had visions or seen things that others couldn't S€e? ............ccoiiiiiiiiiii s Yes [] No []
23. Have you ever intentionally overdosed, physically injured yourself or attempted suicide? ..............ccocoeviiiienns Yes [] No []
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EMOTIONAL PROBLEMS - continued

24. Have you ever injured another person accidentally or intentionally? ..o Yes [ No [
25. Have you ever been arrested, charged with a crime or do you have any legal concerns? ............c.cccceeveiinnenn.. Yes [] No []
26. Are you experiencing suicidal/homicidal feelings/thoughts? ........ ... Yes [] No []

27. What do you do for leisure?
28. Has your interest in this ChANGEA? ..........ccoouuiiiiiii et e e Yes [] No []

MENTAL HEALTH TREATMENT

Have you ever seen a counselor, psychologist, psychiatrist or other mental health specialist for help with a problem before today?

No [ Yes [ Ifyes, please tell us when, where and why you sought treatment:

Year/Date Place Reason/Diagnosis

PSYCHIATRIC HOSPITALIZATIONS

Have you ever been hospitalized for psychiatric treatment?
No [] Yes [ If yes, please tell us when, where and why you were hospitalized:

Year/Date Place Reason/Diagnosis

MEDICAL HOSPITALIZATIONS

Have you ever had an overnight hospital stay or ambulatory surgery for treatment of a problem other than mental health problems? [] No
[ Yes If yes, please indicate when, where and why:

Year/Date Place Reason/Diagnosis

NEUROLOGICAL

1. Have you ever had a seizure? (ConvUISION, EPIlEPSY). ... .iu it e e Yes [ No [
2. Do you have frequent NEAJACHES? ............iii ettt Yes [] No []
3. Have you had problems with coordination or Weakness? ........ ..o Yes [ No [
4. Problems with tingling or numbness of your hands or feet? ... Yes [] No []
5. Have you ever had a serious head injury or bEEN COMAIOSE? ...........ccivuuuieiiiiiieeeiiie e et Yes [] No []
CIRCULATORY - Have you ever had significant amounts of:

1. SWelling Of YOUr NANAS OF FEEL? ......uuiiiiiii et e e et e e e e et e e e e e Yes [] No []
2. Bad circulation, leg pain when walking or VariCOSE VEINS? ... ...ttt Yes [ No [
3. FAINTING SPEIIS ...t e Yes [] No []
4. Dizziness, lightheadedness, or fainting SPEIIS? .........cciiiuuniieiiiie et e e e e Yes [] No []
CIRCULATORY - Have you ever had significant amounts of:

5. HIGh DIOOM PrESSUIE? .....eeeee e e Yes [] No []

B. CRESEPAINT .o e Yes[] No[J



7. Palpitations or heart POUNGING? ...t e e ettt e e e et e e e e e e nanes Yes []
8. Have you ever had a heart attack? ....... ... Yes []
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CIRCULATORY - Continued... Have you ever had significant amounts of:

9. Have you ever had an abnormal heart rhythm? ... e Yes [
10. Have you ever had @ heart MUMMIU? ... ettt e e e e et e e e et e e e e aeenaas Yes []
11. Have you ever had rheumatic fever? .. ... e Yes []
RESPIRATORY - Have you ever had:
1. Shortness of breath after minor exercise, asthma, or emphysema? ... ... .. Yes []
2. Tuberculosis or a positive TB SKin teSt? ... Yes []
3. Pneumonia, chronic bronchitis, or frequent SINUSITIS? .........ooiiiiiiiii e e eae e Yes [
URINARY
1. Have you ever been told that you have Kidney diSEase? ..........ccoiiiiiiiiiii e Yes []
2. Have you ever had Kidney StONES 7 . ... . e e e e Yes []
3. Have you ever had a urinary tract (bladder) infection? ... .. ..o Yes []
4. Do you ever notice bloOd iN YOUN UFINE? .....u. ettt Yes []
GASTROINTESTINAL
1. Have you lost or gained more than 5 Ibs. in the past 6 mMonths? ... ..., Yes []
2. Do you have any pain or difficulty when swalloWing? ...........ooiiiii e e Yes []
3. Have you ever had significant heartburn? ... ... e Yes []
4. Have YoU eVer had @n UICEI? ... ...t e ettt ettt Yes []
5. Have you ever had black or bloody bowel MOVEMENTS? ... ..o Yes [
6. Have you ever had hepatitis or other liVer diSEase? ....... ..o Yes []
7. Have you ever been told that you had pancreatitis? ......... ..o e Yes []
8. Inthe past month, have you had significant amounts of:
NaUSEA .....ovvveiiiiiieiiiie e, Yes [] No [] Diarrhea .........coeeevviiieeiiiieeeeee e Yes []
VOmMItiNg ...coovvvvieeee e Yes[1 No[ Constipation ............cceeeeeeeeiiiiiiieee e Yes [
ENDOCRINE
1. Have you ever been told you have diabetes? ........ ... e Yes []
2. Have you ever been told you have thyroid diSEase? ...........ccooiiiiiiiiiiiii e Yes []
REPRODUCTIVE - FEMALE
1. Have you had a tubal ligation or hyStereCtomy? .. ... e Yes []
2. Have you ever had abnormal PAP tests or uterine/cervical CanCer? .............cooviiiiiiiiiii e Yes []
3. Have you gone through MENOPAUSE? .........i it e e Yes [
REPRODUCTIVE — MALE
1. Have you ever had problems with iImpOteNCE? ... e e e Yes []
OTHER
1. Have YOU eVEr Nad @nemMIAT ... ... e ettt e aaans Yes [
2. HaVve YOU EVEI Nad CANCEI? ...ttt e ettt ettt ettt e e e e e e e e et e e e e e e et e neaanas Yes []
3. Have you ever had psoriasis or other serious skin diS€ase? ...............coooiiiiiiiiiiiiii e Yes []
4. Have you ever had arthritis, gout, or other joint diSEaSs@? ........c.oeiiiiiiii e Yes [

No []
No []

No []
No []
No [

No [
No []
No []

No [
No []
No [
No [

No [
No [
No [
No [
No [
No [
No [

No []
No []

No []
No []

No []
No []
No []

No [

No [
No [
No [
No [
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