Have you ever had a drink or use drugs first thing in the morning to steady nerves? [] YES LI NO

Have people annoyed you by criticizing your drinking or drug use? L1 YES LI NO
Do you think you have a problem with alcohol or drug use? LJ YES [JNO
Have you used any recreational drugs in the past three months? L] YES L1 NO

If yes, which ones

Have you ever abused prescription medication?  [J YES LI NO
If yes, which one(s)

Check if you have ever tried the following: If yes, how long and when did you last use?
[ Methamphetamine O YES O NO

U Cocaine U YES LINO

UJ Stimulants UJ YES LJNO

[ Heroin ] YES I NO

[ LSD or Hallucinogens O YES O NO

U Marijuana U YES LI NO

U] Pain killers (not as prescribed) O YES I NO

1 Methadone J YES I NO

U Tranquilizer/sleeping pills O YES OO NO

[ Alcohol L1 YES I NO

U] Ecstasy UJ YES LJNO

U] Other ] YES I NO

How many caffeinated beverages do you drink a day? Coffee Soda Tea
Tobacco History:

Have you ever smoked cigarettes? [] YES ~ [J NO.

Currently? [1 YES [ NO. How many packs per day on average? How many years?
In the past? [J YES [ NO. How many years did you smoke? When did you quit?

Pipe, cigars, vaping, or chewing tobacco: Currently? [J YES [J NO. Inthe past? [JYES [JNO.
What kind? How often per day or average? How many years?

Past Psychiatric Medications: If you have ever taken any of the following medications, please indicate the
dates, dosage, and how helpful they were (if you can’t remember all the details, just write what you do
remember).

ANTIDEPRESSANTS Dates Dosage Reason/Side-Effects

Prozac (fluoxetine)

Zoloft (sertraline)

Luzox (fluvoxamine)

Paxil (paroxetine)




Celexa (citalopram)

Lexapro (escitalopram)

Effexor (venlafaxine)

Cymbalta (duloxetine)

Wellbutrin (bupropion)

Remeron (mirtazapine)

Serzone (nefazodone)

Anafranil (clomipramine)

Pamelor (nortriptyline)

Tofranil (imipramine)

Elavil (amitriptyline)

Other

MOOD STABILIZERS

Dates

Dosage

Reason/Side-Effects

Tegretol (carbamazepine)

Lithium

Depakote (valproate)

Lamictal (lamotrigine)

Trileptal (oxcarbazepine)

Topamax (topiramate)

Other

MOOD STABILIZERS
ANTIPSYCHOTICS

Dates

Dosage

Reason/Side-Effects

Seroquel (quetiapine)

Zyprexa (olanzapine)

Geodon (ziprasidone)

Abilify (aripiprazole)

Clozaril (clozapine)




Haldol (haloperidol)

Prolixin (fluphenazine)

Risperdal (risperidone)

Other

SLEEP AID

Dates

Dosage

Reason/Side-Effects

Ambien (zolpidem)

Sonata (zaleplon)

Rozerem (ramelteon)

Restoril (temazepam)

Desyrel (trazodone)

Other

ADHD medication

Dates

Dosage

Reason/Side-Effects

Adderall (amphetamine)

Concerta (methylphenidate)

Ritalin (methylphenidate)

Strattera (atomoxetine)

Other

ANTIANXIETY
MEDICATION

Dates

Dosage

Reason/Side-Effects

Xanax (alprazolam)

Ativan (lorazepam)

Klonopin (clonazepam)

Valium (diazepam)

Buspar (buspirone)

Other




Please list allergies and what happened when exposed to the allergens: (ex. rash, hives, etc.)

1. 2.
3. 4.
5. 6.

List ALL current prescription medications and how often you take them: (if none, write none)

Medication Name Total Daily Dosage Estimate Start Date

Current over-the-counter medication or supplements:

Current medical problem(s): (ex. heightened blood pressure, cholesterol, etc.)

Past medical problems, nonpsychiatric hospitalizations, or surgeries and dates

Have you ever had an EKG? [J YES LI NO. If yes, when
o Results were [ Normal [ Abnormal [ Unknown

Do you have any concerns about your physical health that you would like to discuss with us? [1 YES [ NO
Date and place of last physical exam:

For women only:
Date of last menstrual period
Are you currently pregnant or do you think you might be pregnant? [ YES LI NO.

Are you planning to get pregnant in the near future? [J YES LINO
Birth control method
How many times have you been pregnant? How many live births?




Personal and Family Medical History:

Medical Problems You Family member If YES, which family members?
Thyroid Disease U YES U YES
Anemia O YES O YES
Liver Disease O YES O YES
Chronic Fatigue U YES U YES
Kidney Disease U YES U YES
Diabetes O YES O YES
Asthma/respiratory problems U YES U YES
Stomach or intestinal problems U YES U YES
Cancer (type) O YES O YES
Fibromyalgia U YES U YES
Heart Disease O YES O YES
Epilepsy or Seizures U YES U YES
Chronic pain U YES U YES
High Cholesterol U YES U YES
High blood pressure U YES U YES
Head trauma O YES O YES
Liver problems U YES U YES

Is there any additional personal or family medical history? 1 YES 1 NO. If yes, please explain:

Family Psychiatric History:
Has anyone in your family been diagnosed with or treated for:

Bipolar disorder O YES L NO Schizophrenia O YES O NO
Depression L] YES LI NO Post-traumatic stress O YES O NO
Anxiety U YES LJNO Alcohol abuse O YES O NO
Anger UJ YES LI NO Other substance abuse O YES O NO
Suicide O YES O NO Violence OYES ONO

If yes, who had each problem?

Has any family member been treated with psychiatric medication? [] YES LJ NO. If yes, who was treated,
what medication did they take and how effective was the treatment?




MOOD DISORDER QUESTIONNAIRE

Has there ever been a period of time when you were not your usual self and...

happened during the same period of time?

a)You felt so good or so hyper that other people thought you were not your normal self UJYES [INO
or you were so hyper that you got into trouble?
b) You were so irritable that you shouted at people or started fights or arguments? J YES [1NO
¢) You felt much more self-confident than usual? U YES CINO
d) You got much less sleep than usual and found you did not really miss it? LJYES [1NO
e) You were much more talkative or spoke much faster than usual? LJYES LINO
f) Thoughts raced through your head or you could not slow down your mind? UJYES LINO
2) You were so easily distracted by things around you that you had trouble concentrating | [ YES [ NO
or staying on track?
h) You had much more energy than usual? L YES LINO
1) You were much more active or did many more things than usual? UJYES [INO
j) You were much more social or outgoing than usual, for example, you telephoned J YES [1NO
friends in the middle of the night?
k) You were much motr interested in sex than usual? U YES CINO
1) You did things that were unusual for you or that other people might have thought LI YES LINO
were excessive, foolish, risky?
m) You spend money so much that it got you or your family in trouble? LJYES LINO
If you checked YES to more than one of the above, have several of things ever UJYES [INO

legal troubles; getting into arguments or fights?

1 No problem [ Minor Problem (1 Moderate Problem [ Serious problem

How much of a problem did any of these cause you—Iike being unable to work; having family, money or
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Check any that were a problem in the last month.

GENERAL

NOSE

NECK

GASTROINTESTINAL

VASCULAR

1 Weight loss or gain

O Stuffiness

[J Lumps

[0 Swallowing difficulties

O Calf pain with walk

[ Fatigue

[J Discharge

00 Swollen glands

[ Heartburn

O Leg cramping

[ Fever or chills

[ Nosebleeds

O Pain

[J Change in appetite

HEMATOLOGIC

[ Weakness O Ttching O Stiffness [J Nausea [ Ease of bruising

[ Trouble sleeping O Hay fever O Other [0 Change in bowel habits [ Ease of bleeding

[0 Trembling O Other O Other [J Rectal bleeding ENDOCRINE

[J Other EYES BREASTS [J Constipation [OHead intolerance
SKIN [J Vision loss/change J Lumps U Diarrhea [J Sweating

[J Rashes [J Pain [J Discharge [J Stomach ache UJ Frequent urination

UJ Lumps [J Redness [J Other [ Yellow eyes or skin [J Change in appetite

U Itching [J Double vision RESPIRATORY J Other NEUROLOGIC

U Dryness [J Flashing lights J Cough GENITOURINARY U] Dizziness

I Color changes [J Specks U Sputum U Frequency U] Fainting

[J Hair and nail change [J Glaucoma [J Coughing up blood U Urgency UJ Seizures

U Other [J Cataracts [J Shortness of breath UJ Burning or pain [J Weakness
HEAD OJ Other [J Wheezing [J Blood in urine [J Numbness

U Head injury THROAT [J Other [J Incontinence U] Tingling

[J Neck pain [J Bleeding CARDIOVASCULAR J Other U Tremor/Twitching

[ Other [ Choking O Palpitations MUSCULOSKELETAL PSYCHIATRIC
EARS [J Dry mouth [J Tightness [ Muscle or joint pain [J Nervousness

U Decreased hearing [J Sore throat J Swelling [ Stiffness [J Stress

UJ Ringing in ears [J Hoarseness [J Chest pain [ Back Pain U] Depression

U] Earache [J Thrush [J shortness of breath [J Redness of joints J Memory loss
U] Drainage [J Non-healing sores [J Other [J Swelling of joins U Other
O Other O Other OJ Other U] Trauma O Other
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Please let us know anything else that would help us treat you more efficiently

Signature Date
Guardian Signature (if under age 18) Date
Emergancy Contact Telephone #
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