Name:___________________________				    SSN:_______________________
DOB:____________________________				    Phone:_____________________
Address:_________________________
               _________________________				    Date:______________________

																	        NEW PATIENT INTAKE
Referring Physician (if applicable):
Age:
Reason for referral/visit:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PAST PSYCHIATRIC HISTORY:
Previous Diagnosis:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Inpatient Admissions (include location, approximate date and reason for admission):
__________________________________________________________________________________________________________________________________________________________________________
Suicide Attempts (include date, method and consequence):
__________________________________________________________________________________________________________________________________________________________________________
Past Psychiatric Medications (include date discontinued and reason for discontinuation):
__________________________________________________________________________________________________________________________________________________________________________
PAST MEDICAL HISTORY:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
CURRENT MEDICATIONS:							         (complaint-yes/no)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
ALLERGIES (include reaction to medication):
__________________________________________________________________________________________________________________________________________________________________________


FAMILY HISTORY: (bipolar, schizophrenia, depression, suicide attempt/completion, alcohol/drugs; include relationship to patient)
__________________________________________________________________________________________________________________________________________________________________________
Mother:	Living/Deceased	Depression/Other	Medications______________________
Father:		Living/Deceased	Depression/Other	Medications______________________
SOCIAL HISTORY:
Born and Raised (where and raised by whom):
__________________________________________________________________________________________________________________________________________________________________________
Physical/Emotional/Sexual Abuse (include age and by whom):
_____________________________________________________________________________________
_____________________________________________________________________________________
Level of Education (include name of school if currently enrolled):
__________________________________________________________________________________________________________________________________________________________________________
Left School__________grade; Graduated from HS_______ (year); GED__________ (year)

Employment (include date of last work and/or date of disability):
__________________________________________________________________________________________________________________________________________________________________________
Current Housing (include type and who lives in home):
__________________________________________________________________________________________________________________________________________________________________________
Marital Status and/or Number of children:
__________________________________________________________________________________________________________________________________________________________________________
Legal Charges (Felonies/Misdemeanors/Probation):
__________________________________________________________________________________________________________________________________________________________________________
Power of Attorney/Guardianship (if applicable):
__________________________________________________________________________________________________________________________________________________________________________
SUBSTANCES:
Tobacco (amount/day; duration):
_____________________________________________________________________________________
Alcohol (include date of last drink, amount drank at that time, include amount and duration of heaviest drinking):
__________________________________________________________________________________________________________________________________________________________________________
Consequences of Alcohol (circle and include number of all that apply):
DUI/DRUNK IN PUBLIC/DTs/WITHDRAWAL SEIZURE/HEAD INJURY/VOMIT BLOOD
_____________________________________________________________________________________
Other Drugs of Abuse/Intravenous Drug Use (include date of last use, clean/dirty needle):
__________________________________________________________________________________________________________________________________________________________________________
