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New Patient History

Please complete this form and bring it with you to your appointment. If you need
additional space please use the back of this paper or feel free to attach another sheet

A

Name: Date:

Brief reason for visit;

Past Psychiatric History:

Psychiatric Hospitalizations: Please list name of hospital, dates of admission and reasop
' for admission ’

Medical History: Check if you have presently or had in the past. Explain on the back

---- Heart Problems ----Heart Murmur ----Irregular Heart Rhythm or rate

---- Thyroid Problems ---. Asthma —---High Blood Pressure

---- Seizures - —--Cancer ---- Diabetes

---- Anemia ~---Headaghes ---- Vegetarian diet

----Ulcers -—-Reflux ----Irritable Bowel/ diarrhea
----Constipation -—-Sexual dysfunction ----Menstral Irregufarities ----PMS
-~=-Other ) -—-Head trauma -=--Loss of Consciousness

-—-Frequent ear infections =~---Chronic pain

Surgeries: List type of surgery and dates

-



Medication and food allergies: List name of allergen and reaction:

Current Medications: List all prescribed and over the counter medications including birth
control, herbs, vitamins or supplements you are currently taking

Past Medications: List all medications you have taken in the past, approximately when &
how long you took them and your response

Educational Experience: Discuss any difficulties in school. List name of two most recent
schools. Were you ever in special education? Is there a specific learning difficulty?
- Please explain if yes.

Family History:
age sex depression anxiety drug/alcohol bipolar schizophrenia

Spouse / S.0.

Mother

Father

Siblings:names

1

2

3

4

Grandparents

(m)

®




Drug and Alcohol history:

Age of 1% use Age of last use frequency of use amount
Cigarettes

Alcohol

Marijuana

PCP (angel
dust)

LSD (acid)

Mushroom

Cocaine

Ecstasy

Special K

Heroin

Pills:

IV drugs

Other

Have you ever experienced withdrawal? DT’s blackouts?
Seizures?

Have you ever been in a rehab or detox program? Please list details:

Employment History: Please list your current and previous 2 jobs. List any difficulties.



Child and Adolescent New Patient History

Name; Date:

Pregnancy History:

Were there any medical complications during the pregnancy? Y /N. Ifyes please
explain.

Did you take any medications during the pregnancy? Y /N. If yes please list them.

Did you smoke cigarettes during your pregnancy? Y /N, drink alcohol? Y /N
Use drugs Y/N? Please give details if you answered yes.

Was your child born on time? Y /N, Vaginal delivery or C-section?

Was there any complications during the delivery? Y /N , were forceps used? Y /N,
Vacuum suction? Y /N. Please explain if you answered yes

Was there any problems after delivery? (i.e. did your child have jaundice, leave the
hospital on time, need any monitors, spend time in the NICU) Y/N. Please explain.

Were there any difficulties during infancy? (i.e. did your child have colic, difficulty
being consoled, feeding, sleeping) Please explain



Developmental Milestones:

At what age did your child walk? , say single words? , talk in
sentences?
At what age was your child toilet trained? Are there still problems with

bed-wetting? Y /N. Please explain if yes.

Were there any specific developmental delays? (i.e. speech, gross or fine motor). If yes
please explain.

Were there any difficulties with separation? If yes please explain.

Does your child have any vision or hearing problems? Y / N. If yes please explain.

Relationships:

Describe your child’s relationship with peers? (i.e. does child have friends, are they
made easily, same age — younger or older, are there any problems, can child work in

groups?)



