[bookmark: _GoBack]PATIENT INFORMATION  (ADULT):

Name: ____________________________________

Date of Birth:  ______________		Age:  _____________

Address:  __________________________________
		
                __________________________________

	    __________________________________

Phone:      home:_______________  cell: ______________    work: _________________

Email address: ___________________________________________________________

Primary Care Physician:  __________________________   Phone: _________________

Emergency Contact: ______________________________________________________

Who, if other than yourself, recommended treatment? ________________________________________

Referrd by: ___________________________________________________________


BACKGROUND / FAMILY INFORMATION

Education level (circle highest level achieved):  

some high school		high school graduate		some college

college graduate		graduate degree

Your occupation:  ___________________________________

Marital Status (circle):

single		dating		long-term relationship (not living together)

married	separated 	cohabitating		divorced	  Widowed 	


Please list all individuals who are currently living with you:
Name			Relationship to You			Age
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If you have children who are not living with you, write down the following information:
Child’s name			Child’s age			Where Child Resides
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have there been any deaths/separations in your family?  If so, please explain (include dates, relationship to you): 
_____________________________________________________________________________________
_____________________________________________________________________________________

Have you ever been physically or sexually abused or witnessed acts of domestic violence?   Y/N
If so, would you care to describe?
_____________________________________________________________________________________
_____________________________________________________________________________________


MENTAL HEALTH TREATMENT 

Are you currently in treatment with another therapist? (Check one) Yes ☐ No ☐
If yes, please provide your therapist’s name: ___________________________

Have you ever been in outpatient therapy in the past?   (Check one) Yes ☐ No ☐

If yes, please provide the type, dates, names of previous therapists and reason for treatment?

Outpatient Psychotherapy	Dates		Therapist Name	Reasons for Treatment  
Individual ____________________________________________________________________________        
Family _______________________________________________________________________________	          
Group _______________________________________________________________________________	          
Other ________________________________________________________________________________

Are you currently taking medication for a psychiatric problem? (Check one) Yes ☐ No ☐
If yes, please list the name, address, and telephone number of your prescribing psychiatrist _________________________________________________________________________

If yes, please list the names, dosage, & dates of each of your medications:
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Have you ever taken medication for a psychiatric problem? (Check one) Yes ☐ No ☐
If yes, please list names, dosages and approximate dates you took the medication
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Have you ever been hospitalized for a psychiatric problem? (Check one) Yes ☐ No ☐
If yes, please list the hospital, dates, and reason:
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________


MEDICAL HISTORY

Have you had any major Illnesses, injuries, hospitalizations or allergic reaction? Yes ☐ No ☐
If yes, please describe and provide dates:
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Are you currently taking medication for a medical problem? Yes ☐ No ☐
If yes, please list medications below:
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________


FAMILY AND RELATIONSHIP HISTORY

Family of Origin
Are your biological parents (Check one): 
Married ☐  Co-habitating ☐  Separated ☐  Divorced☐  Never Married ☐

If your parents are separated or divorced, how old were you at the time of the separation/divorce?:  _________

If you were a minor at the time of separation/divorce, what was the custody arrangement? ______________________________________________________________________

Did you maintain contact with your non-custodial parent? Please describe:
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

How did people express anger or settle conflicts in your family?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

What was your role in your family of origin (i.e., caretaker, mediator, black sheep, rebel)?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Relationship History
Are you satisfied with the quality and/or quantity of your romantic relationships?  Yes ☐ No ☐ 
If no, please describe:
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

If you are currently in a relationship, how satisfied are you with the relationship? (Check one)

Extremely Unhappy ☐   	Fairly Unhappy ☐	A Little Unhappy ☐   Happy ☐   	
	
Very Happy ☐    		Extremely Happy ☐   	Perfect ☐  

Have you ever been the victim of domestic violence? (Check one) Yes ☐ No ☐

Do you identify yourself as gay/lesbian/bisexual? (Check one) Yes ☐ No ☐
If yes, who have you come out to? ___________________________________________


REASON FOR REFERRAL

Describe why you are seeking treatment:
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Please check off which problems / symptoms apply to you currently:

anxious/tense _____		withdrawn  _____		sad/depressed mood _____		

fatigue _____			panic attacks  _____		angry outbursts  _____
	
increased appetite _____	decreased appetite _____	purging  _____	

excessive weight loss:  _____	difficulty falling asleep: _____	increased sleep:  _____

early morning waking _____	nightmares _____		poor attention/concentration _____	

hyperactivity _____		poor work performance _____	stealing _____

drug use  _____		alcohol use _____		physical aggression/fighting _____	

problems with the law  _____	suicidal thoughts_____		suicide attempt _____	

sexual problems _____ 	poor peer relationships_____	self-injurious acts (e.g. cutting)_____

Aggression/Violence _____	hearing voices/sounds _____	seeing things others don’t see _____	

Assertiveness _____		Decision making _____		poor family relationships _____							
Fears _____			Loneliness _____		Low Energy _____				
Hopelessness _____		Shyness _____			Body image _____				
Low self-esteem _____		Regrets _____
	
Please use this space to describe any other problems, questions, or concerns you would like me to know about.  _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are there any sources of stress you have experienced in the past year? (Check one) Yes ☐ No ☐
If yes, describe:
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Have you ever experienced a trauma? (Check one) Yes ☐ No ☐
If yes, describe:
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Are there any situations or people you avoid because they make you feel anxious? (Check one) Yes ☐ No ☐
If yes, describe:
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

What are some things you like to do for fun (e.g. sports, hobbies, leisure)?
_____________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________

What would you describe as your strengths or best qualities?
_____________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________

Is there anything else you would like me to know about you?
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Rebecca King, Psy.D.
4 Chatsworth Avenue, Suite 202
Larchmont, NY 10538
Phone: 917.848.8436



TIMELINE
Name of client:   __________________
Today’s date: ______________




Directions: Please fill in this timeline indicating important information, events, and the age that your you were when they occurred.  Examples of important events are: births, deaths, moves, onset of symptoms, previous psychotherapies, medications beginning/ending, hospitalizations, school or work changes, break ups, psychological evaluations, traumatic events, or any other information that you feel is important.  You can write the ages on the dotted line (e.g  ….----13----14----15----16…….).  










Birth---------------------------------------------------------------------------------------------------------------------------------------------------------Current Age____
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