H E A L T H    I N F O R M A T I O N

Name:  ____________________________________________________


Date:  _________________
Please check  the items that best describe your current symptoms/concerns. 

(   Sadness, empty most of the day

(  Alcohol and/or drug use

(  Racing/crowded thinking


(Diminished interest or pleasure in activities
(  Sweating and/or heart palpitations
(  Increased number of activities
(   Loss of energy, easily fatigued                  (  Trembling or shaking
(  Impulsivity

(   Significant weight loss or gain                   (  Shortness of breath
(  Unrealistic thinking
(   Increase or decrease in sleep


(  Nausea or abdominal distress

(  Easily distracted
(   Agitation, irritable, restlessness

(  Fear of losing control


(  Compulsive binge eating

(   Feelings of worthlessness/hopeless

(  Numbness or tingling


(  Fear of weight gain

(   Changes in concentration


(  Avoiding situations


(  Lack of intimacy

(   Generalized muscle tension


(  Recurrent & intrusive thoughts 
(  Voices no one else can hear
(   Thoughts of death, fear of dying

(  Nightmares



(  Obsessive behavior
(   Lingering/troubling grief


(  Increased talkativeness   

    
Other symptoms: __________________________________________________________________________________
Have you seen your primary care provider (physician or nurse practitioner) for your current symptoms/concerns?  
 Yes    No   When ________ 

Who is your Primary Care Provider?

Name: __________________________________________ Phone:  __________________________________________

Were you ever hospitalized for the above concerns?   (  Yes    No      

When _______ where _______________________________________________________________________________

Have you received counseling/psychotherapy for these concerns?     ( Yes  No 

When: _______ with whom: ___________________________________________________________________________

Have you ever been treated for drug/alcohol abuse?    Yes    No  

When ________ where ______________________________________________________________________________

Do you have a heart condition?    ( Yes  ( No
Are you being treated for diabetes?   (Yes  ( No
Have you ever had a seizure?
  (Yes   ( No
Do you have any eye problems?
       (Yes  ( No

What is your current weight”?  __________lbs.
What is your height?  ____________

MEDICATIONS
Please list the name, strength and time you take any medication for the concerns you have checked above.

1.  ______________________dose: ________ per day:____ 3. _________________dose: _____ per day: _______
2.  ______________________dose: ________ per day:____ 4. _________________dose: _____ per day: _______
Drug Allergies: ________________________________________________________________________

What would you like to achieve at the end of your therapy?

_________________________________________________________________________________________________

_________________________________________________________________________________________________
Who referred you to me?  _____________________________________________________________ Self (
Yellow Pages (, Insurance Company (, Physician (, Nurse Practitioner  (,  Friends/Neighbors (, Internet (
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