Patient Registration Information
(Please print clearly and complete all pages)

PERSONAL DATA:

Last Name:  _______________________
First Name: ______________________ M.I. ____
Address: ___________________________ City: ____________ State:  ____   Zip Code:  ____________

Telephone:     
Home:  
(_____)_____________________
May I leave a message here? ⁭ Yes  ⁭ No



Cell:  
(_____)_____________________
May I leave a message here? ⁭ Yes  ⁭ No



Work:
(_____)_____________________  
May I leave a message here? ⁭ Yes  ⁭ No

Email:

___________________________________ 
May I email you?
       ⁭ Yes  ⁭ No

Date of Birth:     ____________________
Age:  ________
Gender: _____
SSN: ________________

Marital Status: (circle one):  Single     Partnered     Married     Divorced     Widowed 

Student Status: (circle one):   Full-time      Part-time     Non-student

Emergency Contact:  __________________ Relationship: ____________ Telephone:  _____________

PRIMARY INSURANCE COMPANY:   __________________________________________________

PATIENT’S INSURANCE ID#:  _________________________________________________________

INSURANCE PLAN NAME:  ________________ INSURANCE GROUP NUMBER: _____________

HEALTH DATA:
Briefly describe your reason(s) for coming here today:  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________
______________________________________________________________________________________

Have you been in treatment for mental health issues and/or substance abuse issues?   ⁭ Yes  ⁭ No 


If ‘Yes’, please complete the information below:

	Reason for Treatment
	When (dates)
	Where/who
	Outcome

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please list medications you are currently taking:

	Medication
	Dosage
	Times Per Day
	For Treatment of

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please list any medical problems you have:
______________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________
Primary Care Physician:   _______________________ Telephone:  _____________________________

Do you smoke?   ⁭ Yes  ⁭ No     If ‘Yes’, how much?  ________________________

Do you drink alcohol?  ⁭ Yes  ⁭ No   If ‘Yes’, how much and how often?   ______________________

Do you use drugs?   ⁭ Yes  ⁭ No   

If ‘Yes’, what type, how much, and how often?


______________________________________________________________________________

______________________________________________________________________________


______________________________________________________________________________

Do you drink caffeinated beverages?  ⁭ Yes  ⁭ No   If ‘Yes’, how much and how often?  __________
Do you exercise?  ⁭ Yes  ⁭ No  If ‘Yes’, what kind and how often?  ____________________________

SOCIAL AND OCCUPATIONAL DATA:

Are you currently employed?  ⁭ Yes  ⁭ No   (circle one) Full-time   Part-time   Retired   Unemployed  

Occupation: ___________________________

Employer:  ____________________________

Employer’s address:  ___________________________________________________________________

Employer’s telephone:  __________________________________________________________________

Highest educational level:   ______________________________

Did you have grade failures?  ⁭ Yes  ⁭ No    If ‘Yes’, what grade(s)?  ___________________________

Did you have special education classes? ⁭ Yes  ⁭ No  If ‘Yes’, for what?_________________________

Did you have attention/behavior problems? ⁭ Yes  ⁭ No  If ‘Yes’, describe: _____________________

Significant Family Members/Others:
	Name
	Relationship
	Age
	Quality of Relationship

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please list any mental health issues that family members have experienced:
	Relationship
	Problem/Difficulty
	Type of Treatment Received

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Have you ever had legal problems/charges?  ⁭ Yes  ⁭ No    


If ‘Yes’, please describe:  _________________________________________________________

Do you consider yourself to be religious?   ⁭ Yes  ⁭ No    


If ‘Yes’, what is your faith?  ____________________________


If ‘No’, do you consider yourself to be spiritual?  ⁭ Yes  ⁭ No    

MISCELLANEOUS:
What are your strengths?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What do you like most about yourself?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your goals for therapy?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is there any additional information about you that would be helpful to know?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list how you found out about my services:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please check all problems that apply:
□  Feelings of sadness





  □  Fear or crowds/public places
□  Feelings of worthlessness




  □  Specific fear of: ___________
□  Feeling irritable, grouchy, or sensitive



  □  General anxiety/fear/stress
□  Low energy/fatigue





  □  Heart palpitations/chest pains


□  Appetite disturbance 





  □  Feeling dizzy/unsteady

□  Sleep disturbance





  □  Tingling in hands or feet
□  Poor concentration/forgetfulness/memory


  □  Hot or cold flashes
□  Feelings of guilt





  □  Trembling/shakiness
□  Lack of interest in things I used to enjoy


  □  Fear of dying or ‘going crazy’
□  Social withdrawal





  □  Feelings of unreality
□  Feelings of helplessness/hopelessness



  □  Shortness of breath
□  Thoughts of suicide/hurting myself


 
  □  Checking or counting things
□  Suicide attempts





  □  Troubling repeated thoughts
□  Preoccupied with sexual thoughts or urges
  □  Feeling need to do things a  

                                                                                                                          certain number of times 
□  Spending sprees





  □  Feeling emotionally numb
□  Trouble making myself slow down/talk less


  □  Recurrent nightmares
□  Thoughts of hurting someone else



  □  Easily startled
□  Difficulty controlling my temper



  □ Troubled by painful memories
□  Urges to set fires





  □  Body aches and pains
□  Extreme changes in weight




  □  Often feeling sickly
□  Attempts to control weight (fasting, vomiting, laxatives, etc.)
  □  Fear of getting a disease
□  Feeling helpless in controlling my eating


  □ Marital/relationship problems
□  Urges to sexually act out



   
  □  Physical/verbal/sexual abuse
□  Hearing voices





  □ Career/education problems
□  People reading my thoughts




  □ Family problems
□  People following me, talking about me, trying to hurt me
  □ Alcohol/drug use
□  Special messages to me from the tv or radio


  □ Loss of loved one/grief
□  Thoughts being put in my head, controlling me


  □ Sexual problems
□  Getting lost or confused




  □ Perfectionism
□  Communication/assertiveness issues



  □ Other:  ___________________
□  Self-esteem issues
