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Mental Health Intake Form
(all information on this form is strictly confidential)

Patient First Name:

Patient Last Name:

Name of Person completing form (if other than patient):

Date Completed:

Patient Date of Birth:

Primary Care Physician:

Physician Phone:

Current Symptoms Checklist (please check all appropriate columns)

Mild | Moderate | Severe Mild | Moderate | Severe
Aggression Judgment errors
Agitation Loneliness
Anger Loss of interest in activities
Anxiety Memory impairment

Appetite change

Mood swings

Change in libido

Obsessions

Compulsions

Oppositional behavior

Crying/tearful

Panic attacks

Cyber addiction

Paranoia

Delusions

Phobias/fears

Depression

Physical trauma perpetrator

Disorientation

Physical trauma victim

Difficulty getting out of bed

Poor concentration

Difficulty making decisions

Poor grooming

Distractibility

Racing thoughts

Eating disorder

Recurring thoughts

Elevated mood

Self-mutilation

Emotional trauma perpetrator

Sexual addiction

Emotional trauma victim

Sexual difficulties

Excessive energy

Sexual trauma perpetrator

Fatigue Sexual trauma victim
Grief Sleep problems
Guilt Speech problems
Gambling Social isolation

Hallucinations

Substance abuse

Hearing voices

Suicidal thoughts
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Heart palpitations Worried
Hopelessness Worthlessness
Hyperactivity Other:
Impulsivity Other:
Irritability Other:
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MEDICAL HISTORY

Current Medications

Medication Name

Total Daily Dosage

Estimated Start Date

Describe current physical health:

List any known allergies:

O Good [ Fair

Past nonpsychiatric hospitalizations or surgeries:

Do you exercise regularly?

O Poor




Personal and Family Medical History (Have you or a family member ever had any of the following? If family, specify which family member)

You | Family | Who? You Family | Who?
Alzheimer’s/Dementia O O Head Injury O [
Anemia O O Heart Disease O ]
Arthritis O ] High Blood Pressure O O
Asthma O O High Cholesterol O O
Behavioral problems O O HIV Positive or AIDS O O
Birth defects O O Kidney Problems O O
Cancer O O Liver Problems/Hepatitis O O
Chronic Fatigue O O Lung Disease O O
Chronic Pain O O Mental Retardation O O
Diabetes O O Migraine or Cluster Headaches (| (|
Ear/Nose/Throat Problems O O Neurological Problems O O
Eating Disorder O O Skin Disease O O
Emotional Problems O O Sleep Apnea O O
Endocrine/Hormone Problems O O Stroke O O
Epilepsy or Seizures (| (| Thyroid Disease O O
Eye Problems O O Tuberculosis a O
Fibromyalgia O O Urological Problems O O
Gastrointestinal Problems O O Viral lllness/Herpes O O
Genital/Gynecological Problems O O Other: O O
EMOTIONAL/PSYCHIATRIC HISTORY
Prior Outpatient Treatment? [dYes [ No If yes, please describe:
Reason Dates Treated By Whom
Prior Inpatient Treatment (for psychiatric, emotional, or substance abuse disorder)? OYes [ No Ifyes, please describe:
Reason Date Hospitalized Where
Family History (has anyone in your family ever been treated for any of the following)?
Father Mother Aunt Uncle Brother Sister Children Grandparent
Depression O O O Maternal O Maternal O O O Maternal
[ paternal [ Paternal [ paternal
Anxiety O O O maternal O Maternal O O O O maternal
O Paternal [ paternal O pPaternal
Panic Attacks O O O Maternal O Maternal O O O O Maternal
[ paternal [ Paternal [ paternal
Post Traumatic Stress O O O Maternal [ Maternal O O O O Maternal
O pPaternal [ Paternal O pPaternal
Bipolar Disorder/Manic O O O Maternal O Maternal O O O O Maternal
Depression O pPaternal [ Paternal O pPaternal
Schizophrenia O | O Maternal O Maternal O O O O Maternal
[ paternal [ Paternal [ paternal
Alcohol Problems O O O Maternal [ Maternal O O O O Maternal
O Paternal [ Paternal O pPaternal
Drug Problems O O O Maternal O Maternal O O O O Maternal
O Paternal [ paternal [ pPaternal
ADHD O O O Maternal [ Maternal O O O O Maternal
[ paternal [ Paternal [ Paternal




Suicide Attempts O O O Maternal O Maternal O O Maternal
O Paternal [ paternal [ Paternal
Psychiatric Hospitalization O O Maternal O Maternal O O O O Maternal
O Paternal O Paternal O Paternal

Past Psychiatric Medications (if you have ever taken any of the following medications, indicate the date, dosage, and how helpful they were)

Antidepressants Check if taken When? Dosage? Did it help? Any side effects?
Prozac (fluoxetine) O OvYes O No OvYes O No
Zoloft (sertraline) O OvYes O No OvYes O No
Luvox (fluvoxamine) O OvYes O No OvYes O No
Paxil (paroxetine) O OYes [ONo OYes [ONo
Celexa (citalopram) O OYes [ONo OYes [ONo
Effexor (venlafaxine) O OYes [ONo OYes [ONo
Cymbalta (duloxetine) O OYes [ONo OYes [ONo
Wellbutrin (bupropion) O OYes [ONo OYes [ONo
Remeron (mirtazapine) O OYes [ONo OYes [ONo
Serzone (nefazodone) O OYes [ONo OYes [ONo
Anafranil (clomipramine) O OvYes ONo OvYes ONo
Pamelor (nortrptyline) O OvYes O No OvYes O No
Tofranil (imipramine) | OvYes ONo OvYes ONo
Elavil (amitriptyline) O OvYes ONo OvYes ONo
Pristiq (desvenlafaxin) O OYes [ONo OYes [ONo
Desyrel (trazadone) O OYes [ONo OYes [ONo
Viibryd (vilazodone) O OYes [ONo OYes [ONo
Adapin (doxepin) O OvYes ONo OvYes ONo
Asendin (amoxapine) O OvYes ONo OvYes O No
Ludiomil (maprotiline) O OvYes ONo OvYes ONo
Norpramin (desipramine) | OvYes ONo OvYes ONo
Surmontil (trimipramine) O OYes [ONo OYes [ONo
Vivactil (protriptyline) O OvYes O No OvYes O No
Antipsychotics/Mood Stabilizers Check if taken When? Dosage? Did it help? Any side effects?
Seroquel (quetiapine) | OvYes ONo OvYes O No
Zyprexa (olanzapine) O OvYes ONo OvYes ONo
Geodon (ziprasidone) | OvYes O No OvYes O No
Abilify (aripiprazole) | OvYes O No OvYes O No
Clozaril (clozapine) | OYes [ONo OYes [ONo
Haldol (haloperidol) | OYes [ONo OYes [ONo
Prolixin (fluphenazine) O OYes [ONo OYes [ONo
Sedative/Hypnotics Check if taken When? Dosage? Did it help? Any side effects?
Ambien (zolpidem) O OvYes ONo OvYes O No
Sonata (zaleplon) O OvYes O No OvYes O No
Restoril (temazepam) O OvYes ONo OvYes O No
Rozerem (ramelteon) O OYes [ONo OYes [ONo
Desyrel (trazodone) O OYes [ONo OYes [ONo




ADHD Medications Check if taken When? Dosage? Did it help? Any side effects?
Adderall (amphetamine) O OYes [ONo OYes [ONo
Concerta (methylphenidate) O OvYes ONo OYes O No
Ritalin (methylphenidate) O OvYes O No OvYes O No
Strattera (atomoxetine) O OvYes O No OvYes O No
Antianxiety Medications Check if taken When? Dosage? Did it help? Any side effects?
Xanax (alprazolam) O OYes [ONo OYes [ONo
Ativan (lorazepam) O OYes [ONo OYes [ONo
Klonopin (clonazepam) O OvYes ONo OvYes O No
Valium (diazepam) O OYes [ONo OYes [ONo
Tranxene (clorazepate) O OvYes O No OvYes O No
Buspar (buspirone) O OvYes ONo OvYes O No
Other Medications (specify) Check if taken When? Dosage? Did it help? Any side effects?

O OYes ONo OYes ONo

O OvYes ONo OvYes ONo

O OvYes ONo OvYes ONo

SUBSTANCE USE HISTORY

Substance Use Status:

O No history of abuse [ Active abuse [ Early full remission [ Early partial remission [ Sustained full remission [ Sustained partial remission

Treatment History:

O Outpatient [ Inpatient

Substances Used (check all that apply)

[0 12-step program [ Stopped on own

O oOther:

Ever Used? First use age Last use age Currently Used? Frequency Amount
O Alcohol OvYes ONo
O Amphetamines/Speed OYes [ONo
O Barbiturates OvYes ONo
O cCaffeine OvYes ONo
O Cocaine OYes ONo
O Crack Cocaine OYes ONo
O Ecstasy OYes [ONo
O Hallucinogens (LSD OYes [ONo
O Heroin OvYes ONo
O Inhalants OvYes ONo
O Marijuana OYes O No
O Methadone OYes ONo
O Methamphetamine OYes O No
O Painkillers OYes ONo
O Nicotine/Tobacco OYes [ No
O pcp OvYes ONo
O Tranquilizers OYes [ONo
O Other: OYes ONo




FAMILY HISTORY
Family of Origin

Present Present Not
Present During Childhood entire part of present | parents’ Current Marital Status: Childhood Family Experience:
childhood | childhood | atall
Biological Mother (| | O O Married to each other [ Outstanding home environment
Biological Father O O O [ Separated for years 0 Normal home environment
[ Divorced for ears [ Chaotic home environment
Adoptive Mother O O O _ y )
0 Mother remarried times [ Neglected
Adoptive Father O o O O Father remarried times [ Witnessed physical/verbal/sexual
Stepmother O O O O Mother involved with someone abuse towards others
Stepfather 0 O 0 O Father involved with someone [ Experienced physical/verbal/sexual
abuse from others
0 Mother deceased for years
Brother(s) O | O .
Age of patient at mother’s death: ; "

; A ipati h :
Sister(s) || o O O Father deceased for years ge of emancipation from home: ____
Other: O | O Age of patient at father’s death: ____

DEVELOPMENTAL HISTORY
Problems O None O German measles O Alcohol use O Other:
during mother’s | 1 yioh blood pressure [ Emotional stress O Drug use

regnanc
preg v [ Kidney infection [ Bleeding [ Cigarette use
Birth OO Normal delivery [ Difficult delivery [ Cesarean delivery [0 Complications:

Birth Weight Ibs. oz.
Infancy [ Feeding problems [ Sleep problems [ Toilet training problems

Delayed Development Milestones (check only those milestones that did not occur at an expected age)

[ Sitting

[ Speaking words
O Dressing self

[ Riding bicycle

[ Rolling over

O Speaking sentences
O Engaging peers

[ Other:

Childhood Health
O Chickenpox (age: )
[ Scarlet fever (age: )

[0 Pneumonia (age: )
O Asthma

[0 German measles (age: )
[ Lead poisoning (age: )
[ Tuberculosis (age: )

[ Allergies to:

Emotional/Behavioral Problems

O Drug use O Alcohol abuse

[ Fire setting [0 Hyperactive

[J Repeats words of others [ Not trustworthy

[ Bizarre behavior [ Self-injurious threats
[ Distrustful [J Extreme worrier

O Poor concentration O Often sad

Social Interaction
[0 Normal social interaction [ Isolates self

[0 Dominates others O Very shy

Intellectual/Academic Functioning
O Normal intelligence [ High intelligence
[0 Underachieving [0 Mild retardation

Current or highest education level:

[ Standing
[ Controlling bladder
[ Tolerating separation

O Walking
[ Controlling bowels
O Playing cooperatively

[ Feeding self
[ Sleeping alone
[ Riding tricycle

O Whooping cough (age: )
[ Poliomyelitis (age: )

0 Rheumatic fever (age: )
[ Diphtheria (age: )

[0 Red measles (age: )
O Mumps (age: )

[0 Mental retardation O Autism [ Ear infections

O Chronic lying [ Stealing O Violent temper

O Animal cruelty [ Assaults others [ Disobedient

[ Hostile/angry mood [ Indecisive O Immature

[ Frequently tearful [ Frequently daydreams [ Lack of attachment
[ Self-injurious acts O Impulsive [ Easily distracted

[ Breaks things [ Other:

[ Alienates self
[0 Associates with acting out peers

[ Inappropriate sex play
O Other:

[ Authority conflicts
[ Severe retardation

[ Learning problems [ Attention problems

[0 Moderate retardation




SOCIO-ECONOMIC HISTORY

Living Situation:

[ housing adequate

O homeless

O housing overcrowded

[ dependent on others for housing
[ housing dangerous/deteriorating

O living companions dysfunctional

Social Support System:

O supportive network

O few friends

O substance-use-based friends
O no friends

[ distance from family of origin

Financial Situation:

[ no current financial problems

[ large indebtedness

[ poverty or below-poverty income
O impulsive spending

[ relationship conflicts over finances

Employment:

0 employed and satisfied
O employed but dissatisfied
O unemployed

O coworker conflicts

O supervisor conflicts

O unstable work history

O disabled:

Legal History:

O no legal problems

O now on parole/probation

[ arrest(s) not substance-related
[ arrest(s) substance related

O court ordered this treatment
O jail/prison ____ time(s)

total time served:

Military History:

O never in military

O served in military — no incident
O served in military — with incident
O currently serving in military

[ honorable discharge

[ other type of discharge:

Sexual History:

[ straight/heterosexual orientation
[ lesbian/gay/homosexual orientation
O bisexual orientation

O transsexual

O asexual

[ unsure/questioning orientation

O currently sexually active

O currently sexually satisfied

O currently sexually dissatisfied

[0 age first sex experience:

[ age first pregnancy/fatherhood:
O history of promiscuity age ____ to

[ history of unsafe sex age to

Cultural/Spiritual/Recreational History
Cultural Identity (ethnicity, religion):

Describe any cultural issues that contribute to current problem(s):

Currently active in community/recreational activities? O Yes [ No

Formerly active in community/recreational activities? [ Yes [ No

Currently engage in hobbies?

Currently participate in spiritual activities?

OYes [ONo
OYes [ONo

Relationship History and Current Family:

O married [ children living at home
O divorced O children living elsewhere
O single

O widowed

O in a relationship

BOOSC




	Patient First Name: 
	Patient Last Name: 
	Name of Person completing form if other than patient: 
	Date Completed: 
	Patient Date of Birth: 
	Primary Care Physician: 
	Physician Phone: 
	Medication NameRow1: 
	Other1: 
	Other2: 
	Other3: 
	Total Daily DosageRow1: 
	Estimated Start DateRow1: 
	Medication NameRow2: 
	Total Daily DosageRow2: 
	Estimated Start DateRow2: 
	Medication NameRow3: 
	Total Daily DosageRow3: 
	Estimated Start DateRow3: 
	Medication NameRow4: 
	Total Daily DosageRow4: 
	Estimated Start DateRow4: 
	Good: Off
	Fair: Off
	Poor: Off
	Allergies: 
	Do you exercise regularly: 
	Hospitalizations: 
	Checkbox_1: Off
	Checkbox_2: Off
	Checkbox_3: Off
	Checkbox_4: Off
	Checkbox_5: Off
	Checkbox_6: Off
	Checkbox_7: Off
	Checkbox_8: Off
	Checkbox_9: Off
	Checkbox_10: Off
	Checkbox_11: Off
	Checkbox_12: Off
	Checkbox_13: Off
	Checkbox_14: Off
	Checkbox_15: Off
	Checkbox_16: Off
	Checkbox_17: Off
	Checkbox_18: Off
	Checkbox_19: Off
	Checkbox_20: Off
	Checkbox_21: Off
	Checkbox_22: Off
	Checkbox_23: Off
	Checkbox_24: Off
	Checkbox_25: Off
	Checkbox_26: Off
	Checkbox_27: Off
	Checkbox_28: Off
	Checkbox_29: Off
	Checkbox_30: Off
	Checkbox_31: Off
	Checkbox_32: Off
	Checkbox_33: Off
	Checkbox_34: Off
	Checkbox_35: Off
	Checkbox_36: Off
	Checkbox_37: Off
	Checkbox_38: Off
	Checkbox_39: Off
	Checkbox_40: Off
	Checkbox_41: Off
	Checkbox_42: Off
	Checkbox_43: Off
	Checkbox_44: Off
	Checkbox_45: Off
	Checkbox_46: Off
	Checkbox_47: Off
	Checkbox_48: Off
	Checkbox_49: Off
	Checkbox_50: Off
	Checkbox_51: Off
	Checkbox_52: Off
	Checkbox_53: Off
	Checkbox_54: Off
	Checkbox_55: Off
	Checkbox_56: Off
	Checkbox_57: Off
	Checkbox_58: Off
	Checkbox_59: Off
	Checkbox_60: Off
	Checkbox_61: Off
	Checkbox_62: Off
	Checkbox_63: Off
	Checkbox_64: Off
	Checkbox_65: Off
	Checkbox_66: Off
	Checkbox_67: Off
	Checkbox_68: Off
	Checkbox_69: Off
	Checkbox_70: Off
	Checkbox_71: Off
	Checkbox_72: Off
	Checkbox_73: Off
	Checkbox_74: Off
	Checkbox_75: Off
	Checkbox_76: Off
	Checkbox_77: Off
	Checkbox_78: Off
	Checkbox_79: Off
	Checkbox_80: Off
	Checkbox_81: Off
	Checkbox_82: Off
	Checkbox_83: Off
	Checkbox_84: Off
	Checkbox_85: Off
	Checkbox_86: Off
	Checkbox_87: Off
	Checkbox_88: Off
	Checkbox_89: Off
	Checkbox_90: Off
	Checkbox_91: Off
	Checkbox_92: Off
	Checkbox_93: Off
	Checkbox_94: Off
	Checkbox_95: Off
	Checkbox_96: Off
	Checkbox_97: Off
	Checkbox_98: Off
	Checkbox_99: Off
	Checkbox_100: Off
	Checkbox_101: Off
	Checkbox_102: Off
	Checkbox_103: Off
	Checkbox_104: Off
	Checkbox_105: Off
	Checkbox_106: Off
	Checkbox_107: Off
	Checkbox_108: Off
	Checkbox_109: Off
	Checkbox_110: Off
	Checkbox_111: Off
	Checkbox_112: Off
	Checkbox_113: Off
	Checkbox_114: Off
	Checkbox_115: Off
	Checkbox_116: Off
	Checkbox_117: Off
	Checkbox_118: Off
	Checkbox_119: Off
	Checkbox_120: Off
	Checkbox_121: Off
	Checkbox_122: Off
	Checkbox_123: Off
	Checkbox_124: Off
	Checkbox_125: Off
	Checkbox_126: Off
	Checkbox_127: Off
	Checkbox_128: Off
	Checkbox_129: Off
	Checkbox_130: Off
	Checkbox_131: Off
	Checkbox_132: Off
	Checkbox_133: Off
	Checkbox_134: Off
	Checkbox_135: Off
	Checkbox_136: Off
	Checkbox_137: Off
	Checkbox_138: Off
	Checkbox_139: Off
	Checkbox_140: Off
	Checkbox_141: Off
	Checkbox_142: Off
	Checkbox_143: Off
	Checkbox_144: Off
	Checkbox_145: Off
	Checkbox_146: Off
	Checkbox_147: Off
	Checkbox_148: Off
	Checkbox_149: Off
	Checkbox_150: Off
	Checkbox_151: Off
	Checkbox_152: Off
	Checkbox_153: Off
	Checkbox_154: Off
	Checkbox_155: Off
	Checkbox_156: Off
	Checkbox_157: Off
	Checkbox_158: Off
	Checkbox_159: Off
	Checkbox_160: Off
	Checkbox_161: Off
	Checkbox_162: Off
	Checkbox_163: Off
	Checkbox_164: Off
	Checkbox_165: Off
	Checkbox_166: Off
	Checkbox_167: Off
	Checkbox_168: Off
	Checkbox_169: Off
	Checkbox_170: Off
	Checkbox_171: Off
	Checkbox_172: Off
	Checkbox_173: Off
	Checkbox_174: Off
	Checkbox_175: Off
	Checkbox_176: Off
	Checkbox_177: Off
	Checkbox_178: Off
	Checkbox_179: Off
	Checkbox_180: Off
	Checkbox_181: Off
	Checkbox_182: Off
	Checkbox_183: Off
	Checkbox_184: Off
	Checkbox_185: Off
	Checkbox_186: Off
	Check Box187: Off
	Check Box188: Off
	WhoAlzheimersDementia: 
	Check Box225: Off
	Check Box226: Off
	WhoHead Injury: 
	Check Box189: Off
	Check Box190: Off
	WhoAnemia: 
	Check Box227: Off
	Check Box228: Off
	WhoHeart Disease: 
	Check Box191: Off
	Check Box192: Off
	WhoArthritis: 
	Check Box229: Off
	Check Box230: Off
	WhoHigh Blood Pressure: 
	Check Box193: Off
	Check Box194: Off
	WhoAsthma: 
	Check Box231: Off
	Check Box232: Off
	WhoHigh Cholesterol: 
	Check Box195: Off
	Check Box196: Off
	WhoBehavioral problems: 
	Check Box233: Off
	Check Box234: Off
	WhoHIV Positive or AIDS: 
	Check Box197: Off
	Check Box198: Off
	WhoBirth defects: 
	Check Box235: Off
	Check Box236: Off
	WhoKidney Problems: 
	Check Box199: Off
	Check Box1200: Off
	WhoCancer: 
	Check Box237: Off
	Check Box238: Off
	WhoLiver ProblemsHepatitis: 
	Check Box201: Off
	Check Box202: Off
	WhoChronic Fatigue: 
	Check Box239: Off
	Check Box240: Off
	WhoLung Disease: 
	Check Box203: Off
	Check Box204: Off
	WhoChronic Pain: 
	Check Box241: Off
	Check Box242: Off
	WhoMental Retardation: 
	Check Box205: Off
	Check Box206: Off
	WhoDiabetes: 
	Check Box243: Off
	Check Box244: Off
	WhoMigraine or Cluster Headaches: 
	Check Box207: Off
	Check Box208: Off
	WhoEarNoseThroat Problems: 
	Check Box245: Off
	Check Box246: Off
	WhoNeurological Problems: 
	Check Box209: Off
	Check Box210: Off
	WhoEating Disorder: 
	Check Box247: Off
	Check Box248: Off
	WhoSkin Disease: 
	Check Box211: Off
	Check Box212: Off
	WhoEmotional Problems: 
	Check Box249: Off
	Check Box250: Off
	WhoSleep Apnea: 
	Check Box213: Off
	Check Box214: Off
	WhoEndocrineHormone Problems: 
	Check Box251: Off
	Check Box252: Off
	WhoStroke: 
	Check Box215: Off
	Check Box216: Off
	WhoEpilepsy or Seizures: 
	Check Box253: Off
	Check Box254: Off
	WhoThyroid Disease: 
	Check Box217: Off
	Check Box218: Off
	WhoEye Problems: 
	Check Box255: Off
	Check Box256: Off
	WhoTuberculosis: 
	Check Box219: Off
	Check Box220: Off
	WhoFibromyalgia: 
	Check Box257: Off
	Check Box258: Off
	WhoUrological Problems: 
	Check Box221: Off
	Check Box222: Off
	WhoGastrointestinal Problems: 
	Check Box259: Off
	Check Box260: Off
	WhoViral IllnessHerpes: 
	Check Box223: Off
	Check Box224: Off
	WhoGenitalGynecological Problems: 
	Text1: 
	Check Box261: Off
	Check Box262: Off
	WhoOther: 
	If yes please describe: 
	ReasonRow1: 
	Dates TreatedRow1: 
	By WhomRow1: 
	ReasonRow2: 
	Dates TreatedRow2: 
	By WhomRow2: 
	If yes please describe_2: 
	ReasonRow1_2: 
	Date HospitalizedRow1: 
	WhereRow1: 
	ReasonRow2_2: 
	Date HospitalizedRow2: 
	WhereRow2: 
	Check Box291: Off
	Check Box290: Off
	Maternal: Off
	Paternal: Off
	Maternal_2: Off
	Paternal_2: Off
	Check Box289: Off
	Check Box287: Off
	Check Box288: Off
	Maternal_3: Off
	Paternal_3: Off
	Check Box293: Off
	Check Box292: Off
	Maternal_4: Off
	Paternal_4: Off
	Maternal_5: Off
	Paternal_5: Off
	Check Box285: Off
	Check Box281: Off
	Check Box282: Off
	Maternal_6: Off
	Paternal_6: Off
	Check Box295: Off
	Check Box294: Off
	Maternal_7: Off
	Paternal_7: Off
	Maternal_8: Off
	Paternal_8: Off
	Check Box286: Off
	Check Box283: Off
	Check Box284: Off
	Maternal_9: Off
	Paternal_9: Off
	Check Box297: Off
	Check Box296: Off
	Maternal_10: Off
	Paternal_10: Off
	Maternal_11: Off
	Paternal_11: Off
	Check Box279: Off
	Check Box275: Off
	Check Box276: Off
	Maternal_12: Off
	Paternal_12: Off
	Check Box299: Off
	Check Box298: Off
	Maternal_13: Off
	Paternal_13: Off
	Maternal_14: Off
	Paternal_14: Off
	Check Box280: Off
	Check Box277: Off
	Check Box278: Off
	Maternal_15: Off
	Paternal_15: Off
	Check Box301: Off
	Check Box300: Off
	Maternal_16: Off
	Paternal_16: Off
	Maternal_17: Off
	Paternal_17: Off
	Check Box273: Off
	Check Box269: Off
	Check Box270: Off
	Maternal_18: Off
	Paternal_18: Off
	Check Box303: Off
	Check Box302: Off
	Maternal_19: Off
	Paternal_19: Off
	Maternal_20: Off
	Paternal_20: Off
	Check Box274: Off
	Check Box271: Off
	Check Box272: Off
	Maternal_21: Off
	Paternal_21: Off
	Check Box305: Off
	Check Box304: Off
	Maternal_22: Off
	Paternal_22: Off
	Maternal_23: Off
	Paternal_23: Off
	Check Box267: Off
	Check Box263: Off
	Check Box264: Off
	Maternal_24: Off
	Paternal_24: Off
	Check Box307: Off
	Check Box306: Off
	Maternal_25: Off
	Paternal_25: Off
	Maternal_26: Off
	Paternal_26: Off
	Check Box268: Off
	Check Box265: Off
	Check Box266: Off
	Maternal_27: Off
	Paternal_27: Off
	Check Box312: Off
	Check Box313: Off
	Maternal_28: Off
	Paternal_28: Off
	Maternal_29: Off
	Paternal_29: Off
	Check Box316: Off
	Check Box308: Off
	Check Box309: Off
	Maternal_30: Off
	Paternal_30: Off
	Check Box314: Off
	Check Box315: Off
	Maternal_31: Off
	Paternal_31: Off
	Maternal_32: Off
	Paternal_32: Off
	Check Box317: Off
	Check Box310: Off
	Check Box311: Off
	Maternal_33: Off
	Paternal_33: Off
	Check Box318: Off
	WhenProzac fluoxetine: 
	DosageProzac fluoxetine: 
	undefined: 
	undefined_2: 
	Check Box319: Off
	WhenZoloft sertraline: 
	DosageZoloft sertraline: 
	undefined_3: 
	undefined_4: 
	Check Box321: Off
	WhenLuvox fluvoxamine: 
	DosageLuvox fluvoxamine: 
	undefined_5: 
	undefined_6: 
	Check Box322: Off
	WhenPaxil paroxetine: 
	DosagePaxil paroxetine: 
	undefined_7: 
	undefined_8: 
	Check Box323: Off
	WhenCelexa citalopram: 
	DosageCelexa citalopram: 
	undefined_9: 
	undefined_10: 
	Check Box324: Off
	WhenEffexor venlafaxine: 
	DosageEffexor venlafaxine: 
	undefined_11: 
	undefined_12: 
	Check Box325: Off
	WhenCymbalta duloxetine: 
	DosageCymbalta duloxetine: 
	undefined_13: 
	undefined_14: 
	Check Box326: Off
	WhenWellbutrin bupropion: 
	DosageWellbutrin bupropion: 
	undefined_15: 
	undefined_16: 
	Check Box327: Off
	WhenRemeron mirtazapine: 
	DosageRemeron mirtazapine: 
	undefined_17: 
	undefined_18: 
	Check Box320: Off
	WhenSerzone nefazodone: 
	DosageSerzone nefazodone: 
	undefined_19: 
	undefined_20: 
	Check Box328: Off
	WhenAnafranil clomipramine: 
	DosageAnafranil clomipramine: 
	undefined_21: 
	undefined_22: 
	Check Box329: Off
	WhenPamelor nortrptyline: 
	DosagePamelor nortrptyline: 
	undefined_23: 
	undefined_24: 
	Check Box331: Off
	WhenTofranil imipramine: 
	DosageTofranil imipramine: 
	undefined_25: 
	undefined_26: 
	Check Box332: Off
	WhenElavil amitriptyline: 
	DosageElavil amitriptyline: 
	undefined_27: 
	undefined_28: 
	Check Box333: Off
	WhenPristiq desvenlafaxin: 
	DosagePristiq desvenlafaxin: 
	undefined_29: 
	undefined_30: 
	Check Box334: Off
	WhenDesyrel trazadone: 
	DosageDesyrel trazadone: 
	undefined_31: 
	undefined_32: 
	Check Box335: Off
	WhenViibryd vilazodone: 
	DosageViibryd vilazodone: 
	undefined_33: 
	undefined_34: 
	Check Box336: Off
	WhenAdapin doxepin: 
	DosageAdapin doxepin: 
	undefined_35: 
	undefined_36: 
	Check Box337: Off
	WhenAsendin amoxapine: 
	DosageAsendin amoxapine: 
	undefined_37: 
	undefined_38: 
	Check Box330: Off
	WhenLudiomil maprotiline: 
	DosageLudiomil maprotiline: 
	undefined_39: 
	undefined_40: 
	Check Box339: Off
	WhenNorpramin desipramine: 
	DosageNorpramin desipramine: 
	undefined_41: 
	undefined_42: 
	Check Box340: Off
	WhenSurmontil trimipramine: 
	DosageSurmontil trimipramine: 
	undefined_43: 
	undefined_44: 
	Check Box338: Off
	WhenVivactil protriptyline: 
	DosageVivactil protriptyline: 
	undefined_45: 
	undefined_46: 
	Check Box342: Off
	WhenSeroquel quetiapine: 
	DosageSeroquel quetiapine: 
	undefined_47: 
	undefined_48: 
	Check Box343: Off
	WhenZyprexa olanzapine: 
	DosageZyprexa olanzapine: 
	undefined_49: 
	undefined_50: 
	Check Box344: Off
	WhenGeodon ziprasidone: 
	DosageGeodon ziprasidone: 
	undefined_51: 
	undefined_52: 
	Check Box341: Off
	WhenAbilify aripiprazole: 
	DosageAbilify aripiprazole: 
	undefined_53: 
	undefined_54: 
	Check Box346: Off
	WhenClozaril clozapine: 
	DosageClozaril clozapine: 
	undefined_55: 
	undefined_56: 
	Check Box347: Off
	WhenHaldol haloperidol: 
	DosageHaldol haloperidol: 
	undefined_57: 
	undefined_58: 
	Check Box345: Off
	WhenProlixin fluphenazine: 
	DosageProlixin fluphenazine: 
	undefined_59: 
	undefined_60: 
	Check Box349: Off
	WhenAmbien zolpidem: 
	DosageAmbien zolpidem: 
	undefined_61: 
	undefined_62: 
	Check Box350: Off
	WhenSonata zaleplon: 
	DosageSonata zaleplon: 
	undefined_63: 
	undefined_64: 
	Check Box351: Off
	WhenRestoril temazepam: 
	DosageRestoril temazepam: 
	undefined_65: 
	undefined_66: 
	Check Box348: Off
	WhenRozerem ramelteon: 
	DosageRozerem ramelteon: 
	undefined_67: 
	undefined_68: 
	Check Box352: Off
	WhenDesyrel trazodone: 
	DosageDesyrel trazodone: 
	undefined_69: 
	undefined_70: 
	Check Box354: Off
	WhenAdderall amphetamine: 
	DosageAdderall amphetamine: 
	undefined_71: 
	undefined_72: 
	Check Box355: Off
	WhenConcerta methylphenidate: 
	DosageConcerta methylphenidate: 
	undefined_73: 
	undefined_74: 
	Check Box356: Off
	WhenRitalin methylphenidate: 
	DosageRitalin methylphenidate: 
	undefined_75: 
	undefined_76: 
	Check Box353: Off
	WhenStrattera atomoxetine: 
	DosageStrattera atomoxetine: 
	undefined_77: 
	undefined_78: 
	Check Box358: Off
	WhenXanax alprazolam: 
	DosageXanax alprazolam: 
	undefined_79: 
	undefined_80: 
	Check Box359: Off
	WhenAtivan lorazepam: 
	DosageAtivan lorazepam: 
	undefined_81: 
	undefined_82: 
	Check Box360: Off
	WhenKlonopin clonazepam: 
	DosageKlonopin clonazepam: 
	undefined_83: 
	undefined_84: 
	Check Box357: Off
	WhenValium diazepam: 
	DosageValium diazepam: 
	undefined_85: 
	undefined_86: 
	Check Box365: Off
	WhenTranxene clorazepate: 
	DosageTranxene clorazepate: 
	undefined_87: 
	undefined_88: 
	Check Box364: Off
	WhenBuspar buspirone: 
	DosageBuspar buspirone: 
	undefined_89: 
	undefined_90: 
	Other Medications specifyRow1: 
	Check Box361: Off
	WhenRow1: 
	DosageRow1: 
	undefined_91: 
	undefined_92: 
	Other Medications specifyRow2: 
	Check Box362: Off
	WhenRow2: 
	DosageRow2: 
	undefined_93: 
	undefined_94: 
	Other Medications specifyRow3: 
	Check Box363: Off
	WhenRow3: 
	DosageRow3: 
	undefined_95: 
	undefined_96: 
	No history of abuse: Off
	Active abuse: Off
	Early full remission: Off
	Early partial remission: Off
	Sustained full remission: Off
	Sustained partial remission: Off
	Outpatient: Off
	Inpatient: Off
	12step program: Off
	Stopped on own: Off
	Alcohol: Off
	First use ageAlcohol: 
	Other4: Off
	Last use ageAlcohol: 
	undefined_97: 
	FrequencyYes No: 
	AmountYes No: 
	AmphetaminesSpeed: Off
	First use ageAmphetaminesSpeed: 
	Last use ageAmphetaminesSpeed: 
	undefined_98: 
	FrequencyYes No_2: 
	AmountYes No_2: 
	Barbiturates: Off
	First use ageBarbiturates: 
	Last use ageBarbiturates: 
	undefined_99: 
	FrequencyYes No_3: 
	AmountYes No_3: 
	Caffeine: Off
	First use ageCaffeine: 
	Last use ageCaffeine: 
	undefined_100: 
	FrequencyYes No_4: 
	AmountYes No_4: 
	Cocaine: Off
	First use ageCocaine: 
	Last use ageCocaine: 
	undefined_101: 
	FrequencyYes No_5: 
	AmountYes No_5: 
	Crack Cocaine: Off
	First use ageCrack Cocaine: 
	Last use ageCrack Cocaine: 
	undefined_102: 
	FrequencyYes No_6: 
	AmountYes No_6: 
	Ecstasy: Off
	First use ageEcstasy: 
	Last use ageEcstasy: 
	undefined_103: 
	FrequencyYes No_7: 
	AmountYes No_7: 
	Hallucinogens LSD: Off
	First use ageHallucinogens LSD: 
	Last use ageHallucinogens LSD: 
	undefined_104: 
	FrequencyYes No_8: 
	AmountYes No_8: 
	Heroin: Off
	First use ageHeroin: 
	Last use ageHeroin: 
	undefined_105: 
	FrequencyYes No_9: 
	AmountYes No_9: 
	Inhalants: Off
	First use ageInhalants: 
	Last use ageInhalants: 
	undefined_106: 
	FrequencyYes No_10: 
	AmountYes No_10: 
	Marijuana: Off
	First use ageMarijuana: 
	Last use ageMarijuana: 
	undefined_107: 
	FrequencyYes No_11: 
	AmountYes No_11: 
	Methadone: Off
	First use ageMethadone: 
	Last use ageMethadone: 
	undefined_108: 
	FrequencyYes No_12: 
	AmountYes No_12: 
	Methamphetamine: Off
	First use ageMethamphetamine: 
	Last use ageMethamphetamine: 
	undefined_109: 
	FrequencyYes No_13: 
	AmountYes No_13: 
	Painkillers: Off
	First use agePainkillers: 
	Last use agePainkillers: 
	undefined_110: 
	FrequencyYes No_14: 
	AmountYes No_14: 
	NicotineTobacco: Off
	First use ageNicotineTobacco: 
	Last use ageNicotineTobacco: 
	undefined_111: 
	FrequencyYes No_15: 
	AmountYes No_15: 
	PCP: Off
	First use agePCP: 
	Last use agePCP: 
	undefined_112: 
	FrequencyYes No_16: 
	AmountYes No_16: 
	Tranquilizers: Off
	First use ageTranquilizers: 
	Last use ageTranquilizers: 
	undefined_113: 
	FrequencyYes No_17: 
	AmountYes No_17: 
	Other_2: Off
	Text31: 
	First use ageOther: 
	Last use ageOther: 
	undefined_114: 
	FrequencyYes No_18: 
	AmountYes No_18: 
	Check Box367: Off
	Check Box379: Off
	Married to each other: Off
	Check Box368: Off
	Check Box380: Off
	Separated for: Off
	Divorced for: Off
	Check Box369: Off
	Check Box381: Off
	Mother remarried: Off
	Check Box366: Off
	Check Box378: Off
	Father remarried: Off
	Check Box371: Off
	Check Box383: Off
	Mother involved with someone: Off
	Check Box370: Off
	Check Box382: Off
	Father involved with someone: Off
	Mother deceased for: Off
	years: 
	years_2: 
	times: 
	times_2: 
	Outstanding home environment: Off
	Normal home environment: Off
	Chaotic home environment: Off
	Neglected: Off
	Witnessed physicalverbalsexual: Off
	Experienced physicalverbalsexual: Off
	years_3: 
	Check Box384: Off
	Check Box386: Off
	Check Box390: Off
	Check Box392: Off
	Father deceased for: Off
	years_4: 
	age1: 
	Age of emancipation from home: 
	Text8: 
	None: Off
	Check Box385: Off
	German measles: Off
	Check Box391: Off
	Alcohol use: Off
	Other_3: Off
	High blood pressure: Off
	Emotional stress: Off
	Drug use: Off
	Kidney infection: Off
	Bleeding: Off
	Cigarette use: Off
	undefined_115: Off
	undefined_116: Off
	undefined_117: Off
	undefined_118: Off
	undefined_119: 
	undefined_120: 
	undefined_121: Off
	undefined_122: Off
	undefined_123: Off
	Sitting: Off
	Rolling over: Off
	Standing: Off
	Speaking words: Off
	Speaking sentences: Off
	Controlling bladder: Off
	Dressing self: Off
	Engaging peers: Off
	Tolerating separation: Off
	Riding bicycle: Off
	Chickenpox age: Off
	Other_4: Off
	Text10: 
	German measles age: Off
	Text6: 
	Red measles age: Off
	Scarlet fever age: Off
	Text11: 
	Lead poisoning age: Off
	Text7: 
	Mumps age: Off
	Pneumonia age: Off
	Text12: 
	Tuberculosis age: Off
	Text9: 
	Mental retardation: Off
	Asthma: Off
	Allergies to: Off
	Drug use_2: Off
	Alcohol abuse: Off
	Text19: 
	Chronic lying: Off
	Fire setting: Off
	Hyperactive: Off
	Animal cruelty: Off
	Repeats words of others: Off
	Not trustworthy: Off
	Hostileangry mood: Off
	Bizarre behavior: Off
	Selfinjurious threats: Off
	Frequently tearful: Off
	Distrustful: Off
	Extreme worrier: Off
	Selfinjurious acts: Off
	Poor concentration: Off
	Often sad: Off
	Breaks things: Off
	Normal social interaction: Off
	Isolates self: Off
	Alienates self: Off
	Dominates others: Off
	Very shy: Off
	Associates with acting out peers: Off
	Normal intelligence: Off
	High intelligence: Off
	Learning problems: Off
	Underachieving: Off
	Mild retardation: Off
	Moderate retardation: Off
	Walking: Off
	Controlling bowels: Off
	Playing cooperatively: Off
	Text13: 
	Rheumatic fever age: Off
	Text14: 
	Diphtheria age: Off
	Autism: Off
	Stealing: Off
	Assaults others: Off
	Indecisive: Off
	Frequently daydreams: Off
	Impulsive: Off
	Other_5: Off
	Text4: 
	Text5: 
	Feeding self: Off
	Sleeping alone: Off
	Riding tricycle: Off
	Text15: 
	Whooping cough age: Off
	Text16: 
	Poliomyelitis age: Off
	Ear infections: Off
	Violent temper: Off
	Disobedient: Off
	Immature: Off
	Lack of attachment: Off
	Easily distracted: Off
	Other40: 
	Inappropriate sex play: Off
	Other_6: Off
	Authority conflicts: Off
	Text20: 
	Attention problems: Off
	Severe retardation: Off
	education: 
	Text17: 
	Text18: 
	Checkbox_187: Off
	Checkbox_188: Off
	Checkbox_189: Off
	Checkbox_190: Off
	Checkbox_191: Off
	Checkbox_192: Off
	Checkbox_193: Off
	Checkbox_194: Off
	Checkbox_195: Off
	housing adequate: Off
	homeless: Off
	housing overcrowded: Off
	dependent on others for housing: Off
	housing dangerousdeteriorating: Off
	living companions dysfunctional: Off
	supportive network: Off
	few friends: Off
	substanceusebased friends: Off
	no friends: Off
	distance from family of origin: Off
	no current financial problems: Off
	large indebtedness: Off
	poverty or belowpoverty income: Off
	impulsive spending: Off
	relationship conflicts over finances: Off
	employed and satisfied: Off
	employed but dissatisfied: Off
	unemployed: Off
	coworker conflicts: Off
	supervisor conflicts: Off
	unstable work history: Off
	disabled: Off
	no legal problems: Off
	now on paroleprobation: Off
	arrests not substancerelated: Off
	arrests substance related: Off
	court ordered this treatment: Off
	jailprison: Off
	never in military: Off
	served in military  no incident: Off
	served in military  with incident: Off
	currently serving in military: Off
	honorable discharge: Off
	times_3: 
	other type of discharge: Off
	straightheterosexual orientation: Off
	lesbiangayhomosexual orientation: Off
	bisexual orientation: Off
	transsexual: Off
	asexual: Off
	unsurequestioning orientation: Off
	currently sexually active: Off
	currently sexually satisfied: Off
	currently sexually dissatisfied: Off
	age first sex experience: Off
	age first pregnancyfatherhood: Off
	history of promiscuity age: Off
	history of unsafe sex age: Off
	Text21: 
	Text22: 
	Describe any cultural issues that contribute to current problems: 
	undefined_124: 
	married: Off
	Text24: 
	divorced: Off
	Text25: 
	single: Off
	Text26: 
	Text27: 
	widowed: Off
	Text28: 
	Text29: 
	in a relationship: Off
	children living at home: Off
	children living elsewhere: Off
	Text23: 


