Medical History Form
Directions: Please answer the following questions to the best of your knowledge. Complete
both the front and back of this form.

Patient Information

Last Name

First Name

MI

Birthdate

Children: [dYes [INo How many?

| Number of persons living in your home?

Primary Therapist (s) or Physician(s)

Name: Name: Name:
Address: Address: Address:
Phone: Phone: Phone:

Are you allergic to any medications? [ Yes (O No

Are you allergic to any substances or foods? (3 Yes O No

If yes, what medication (s)?
If yes, what substance (s)?

Family History

Please v if your family has a history of:

O Diabetes

Any other neuropsychological or psychiatric conditions?

O Mental IlIness

O Epilepsy/Seizure

3 Cancer

O Alzheimer’s O History Unknown

If you answered “Yes” to any of the above, please explain:

Are you currently being treated for any medical conditions?

Yes

O No

If yes, please list:

Medications (List more on separate page if necessary)
Current For what Dosage | Frequency Date Comments/Problems/Concerns
Medication condition? Started

Past Medications/For what condition? (List sedatives, pain medications, sleeping pills, antidepressants, etc.)

Social/Sexual Risk History

OYes ONo | Doyousmoke? If yes, how many cigarettes per day?
O Yes ONo | Do you use alcohol? If yes, how often, how much?
OYes ONo | Do you or your partner(s) use drugs? If yes, how much, how often?

Ever injected drugs?

(explain)
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REVIEW OF SYMPTOMS Please v if you currently have or have ever had the following.

Check

Symptom

Explain

Prolonged Mood Changes

Changes in Sleep

Changes in Appetite

Problems Concentrating

Death Wishes/Suicidal Ideations

Hopelessness/Helplessness

Lack of Enjoyment

Unworthiness

Sluggishness

Excessive Guilty Feelings

Anxiety

Irritability

Racing Thoughts

Hallucinations

Bizarre Ideations

Paranoia

Phobics (specify)

Eating Disorders

Repetitive Thoughts/Behaviors

Bodily Complaints

Changes of Libido (sex drive)

Sexual Problems

Other Conditions/problems not listed:

I certify that | have answered these questions to the best of my knowledge.

Patient (Guardian) Signature:

Therapist/Physician Signature:

Date:

Date:
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