Patient’s name: ___________________________________


Please complete the following medical information:
Do you have any medical problems?  Please explain:







           __ 

_____________________________________________________________________________________________________________

Please give your physician’s name and phone number:

____________________________________________________________________________________________________________

Do you take regular medications?  If so, what?

Name of medication


Dose



Frequency
Allergies:____________________________________________________________________________________________________

Do you smoke?

Yes

No
If so, how much?



 How long?

 
Previous Mental Health Services:

Type of Services



Provider





Dates of Service
Current or expected legal involvement?
Yes

No
If yes, please explain:

Referred by:






 Relationship




           __

Religious affiliation:____________________________________________________________________________________________

List your leisure interests:________________________________________________________________________________________

What do you consider to be your strengths? ________________________________________________________________________

Briefly describe the problems and reasons that brought you here: ___________________________________________________

Briefly list goals of your treatment here; that is, what you would like to achieve and/or see happen by coming here for care:

____________________________________________________________________________________________________________
