Alder Grove Health Services, Inc.

Psychiatric Intake Form
(All information on this form is strictly confidential)

Please complete all information on this form and bring it to the first visit. It may
seem long, but most of the questions require only a check, so it will go quickly. You

may need to ask family members about the family history. Thank you!

Name Date

Date of Birth Primary Care Provider

Current Therapist/Counselor. Therapist’s Phone

Preferred Pharmacy:

What are the problem(s) you are seeking help for?
1.
2.
3.

What are your treatment goals?

List ALL current prescription medications and how often you take them: (if
none, write none)
Medication Name  Total Daily Dosage Estimated Start Date

Allergies to medications or foods:

Current over-the-counter medications or supplements

Current medical problems:__
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Past medical problems, non-psychiatric hospitalization or surgeries

Have you ever had an EKG? ( ) Yes ( ) No If yes, when
Was the EKG ( ) normal ( ) abnormal or ( ) unknown?

For women only: Date of last menstrual period Are you currently pregnant
or do you think you might be pregnant? () Yes ( ) No. Are you planning to get
pregnant in the near future? () Yes () No

Birth control method

How many times have you been pregnant? How many live births?

Date and place of last physical exam:

Personal and Family Medical History:

You Family Which Family Member
Thyroid Disease () 0
Anemia () ()
Neurological problems -------------- 0 ()
Chronic Fatigue 0 0
Kidney Disease 0 0
Diabetes @) Q)
Asthma/respiratory problems --- () ()
Stomach or intestinal problems --- () ()
Cancer (type) () ()
Fibromyalgia () ()
Heart Disease/Problems ----------- () ()
Epilepsy or seizures ------------------ O 0
Chronic Pain () @)
High Cholesterol () 0
High blood pressure 0 0
Head trauma () 0
Liver problems () @)
Arthritis 0 ()
Autoimmune disease --------------- () ()

Is there any additional personal or family medical history? (] Yes ( ) No If yes,
please explain
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When your mother was pregnant with you, were there any complications during the
pregnancy or birth?

Current Symptoms Checklist: (check once for any symptoms present, twice for
major symptoms)

() Depressed mood () Racing thoughts () Excessive worry

() Unable to enjoy activities ( ) Impulsivity () Anxiety attacks

() Sleep pattern disturbance () Increase risky behavior () Avoidance

() Loss of interest () Increased libido () Hallucinations

() Concentration/forgetfulness ( ) Decreased need for sleep ( ) Suspiciousness

() Change in appetite () Excessive energy )

() Excessive guilt () Increased irritability )

() Fatigue () Crying spells )

() Decreased Libido

Do you currently or have you ever had trouble sleeping: ____If yes, please describe:

Do you currently or have you ever had problems with eating or with food:
If yes, please describe:

Suicide Risk Assessment
Have you ever had feelings or thoughts that you didn’t want to live? () Yes ( ) No.
If YES, please answer the following. If NO, please skip to Past Psychiatric History
Do you currently feel that you don’t want to live? () Yes () No

How often do you have these thoughts?
When was the last time you had thoughts of dying?
Has anything happened recently to make you feel this way?
On a scale of 1 to 10, (ten being strongest) how strong is your desire to kill yourself
currently?

Would anything make it better?
Have you ever thought about how you would kill yourself?
Is the method you would use readily available?
Have you planned a time for this?
Is there anything that would stop you from killing yourself?
Do you feel hopeless and /or worthless?
Have you ever tried to kill or harm yourself before?

Have you ever or are you currently engaging in self harm? Currently: Past:
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Have you ever or are you currently contemplating harming another person?
Currently: Past:

Past Psychiatric History

Outpatient treatment( ) Yes ( ) No If yes, Please describe when, by whom, and
nature of treatment.

Reason Dates treated By whom

Psychiatric Hospitalization () Yes () No If yes, describe for what reason, when and
where.
Reason Date Hospitalized Where

Your Exercise Level:
Do you exercise regularly? () Yes () No

How many days a week do you get exercise?
How much time each day do you exercise?
What kind of exercise do you do?

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

Bipolar disorder () Yes () No Schizophrenia () Yes () No
Depression () Yes () No Post-traumatic stress () Yes () No
Anxiety () Yes () No Alcohol abuse () Yes () No
Anger () Yes () No Other substance abuse () Yes () No
Suicide () Yes() No Violence () Yes () No
ADHD () Yes() No

If yes, who had what problems?

Has any family member been treated with a psychiatric medication? () Yes () No
If yes, who was treated and what medications and how effective was the
treatment?

Substance Use:
Have you ever been treated for alcohol or drug use or abuse? ( ) Yes ( ) No
If yes, for which substances?
If yes, where were you treated and when?

How many days per week do you drink any alcohol?
What is the least number of drinks you will drink in a day?
What is the most number of drinks you will drink in a day?
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In the past three months, what is the largest amount of alcoholic drinks you have
consumed in one day? _____

Have you ever felt you ought to cut down on your drinking or drug use? () Yes () No
Have people annoyed you by criticizing your drinking or drug use? ( ) Yes ( ) No
Have you ever felt bad or guilty about your drinking or drug use? ( ) Yes ( ) No
Have you ever had a drink or used drugs first thing in the morning to steady your
nerves or to get rid of a hangover? ( ) Yes ( ) No

Do you think you may have a problem with alcohol or drug use? ( ) Yes ( ) No

Have you ever had withdrawal symptoms when trying to stop using any substances:

Have you ever had problems with work, relationships, health, the law, etc. due to
your substance use? If yes, please describe

Have you used any street drugs in the past 3 months? ( ) Yes ( ) No
If yes, which ones?
Have you abused prescription medication? ( ) Yes ( ) No
If yes, which ones and for how long

Check if you have ever tried the following:

Yes No Ifyes, how long and when did you last use?
Methamphetamine () 0)

Cocaine 0) 0

Stimulants (pills) () )

Heroin ) ()

LSD or Hallucinogens () ()

Marijuana () ()

Pain killers (not as prescribed) () ()

Methadone ) ()

Tranquilizer/sleeping pills () ()

Alcohol () ()

Ecstasy O O

Other

How many caffeinated beverages do you drink a day? Coffee Sodas

Tea Energy drinks

Tobacco History

Have you ever smoked cigarettes? () Yes ( ) No

Currently? () Yes( ) No How many packs per day on average? How many
years?

In the past? () Yes( ) No. How many years did you smoke? When did you
quit?

Pipe, cigars, or chewing tobacco: Currently? () Yes () No. In the past? () Yes () No
What kind? How often per day on average? ____
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How many years?

Family Background and Childhood History:
Were you adopted? () Yes ( ) No Where did you grow up
List your siblings and their ages:

What was your father’s occupation?

What was your mother’s occupation?

Did your parents’ divorce? ( ) Yes () No If so, how old were you when they
divorced?

If your parents divorced, who did you live with?
Describe your father and your relationship with him :

Describe your mother and your relationship with her:

How old were you when you left home?
Has anyone in your immediate family died?
Who and when?

Trauma History:
Do you have a history of being abused emotionally, sexually, physically or by
neglect? () Yes () No.

Please describe when, where and by whom

Educational History:
What is your highest educational level or degree attained?
Where? Major?

Occupational History:
Are you currently: ( ) Working ( ) Not working by choice ( ) Unemployed ( ) Disabled
() Retired () Student

How long in present position?
What is/was your occupation?
Where do you work?
Have you ever served in the military?

If so, what branch and when?
Honorable discharge () Yes ( ) No Other type discharge

Relationship History and Current Family:

Are you currently: ( ) Married () Divorced ( ) Single ( ) Widowed ( ) Partnered
How long? ____

If not married or partnered, are you currently in a relationship? () Yes () No
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If yes, how long
Are you sexually active? () Yes () No

How would you identify your sexual orientation?

() straight/heterosexual ( ) lesbian/gay/homosexual ( ) bisexual
() unsure/questioning ( ) asexual () other
() prefer not to answer

What is your spouse or significant other’s occupation?

Describe your relationship with your spouse or significant other:

Have you had any prior marriages? () Yes () No. If so, how many?
How long?
Do you have children? () Yes () No.
If yes, list ages and gender

Describe your relationship with your children:

List everyone who currently lives with you?

Legal: Have you ever been arrested? Do you have any pending legal
problems?

Spiritual life

Do you belong to a particular religion or spiritual group? () Yes () No
If yes, what is the level of your involvement?
Do you find your involvement helpful during this illness, or does the involvement
make things more difficult or stressful for you? ( ) more helpful () stressful

Is there anything else that you would like the providers at Alder Grove Health
Services, Inc. to know?

Signature Date

Reviewed by ; Date



Mame: Age: Sex: O Male T Female

If this guestionnaire is completed by an informant, what is your relationship with the individual?

Alder Grove Health Services, Inc.

In a typical week, approximately how much time do you spend with the individual?

Date:

hours/week

Instructions: The guestions below ask about things that might have bothered you. For each guestion, circle the number that best
describes how much [or how often} you have been bothered by each preblem during the past TWO {(2) WEEKS.

doctor's prescription, in greater amounts or longer than prescribed [eg.,
painkillers {like Vicodin}, stimulants (like Ritalin or Adderall), sedatives or
tranquilizers (like sleeping pills or Valium], or drugs like marijuana, cocaine
or crack, club drugs [like ecstasy}, hallucinogens (like LSD}, heroin,
inhalants or solvents {like glue}, or methamphetamine (like speed)]?

None Slight Miid | Moderate | Severe | Highest
During the past TWO (%) WEEKS, how much {or how often] have you been Nztna: tt:::;z S::;a% M; 2;:::“ F:iz;r: D;:z:;n
bothered by the following problems? — days day |{cinician)
i. |1 Little interest or pleasure in doing things? 0 1 . 3 4
2. Feeling down, depressed, or hopeless? 0 1 2 3 4
. | 3. Feeling more irritated, grouchy, or angry than usual? Q0 1 2 3 4
Hl. | 4. Sleeping less than usual, but still have a lot of energy? g 1 2 3 4
5. Starting lots more projects than usual or doing more risky things than 0 1 2 3 4
usual?
IV. | 6. Feeling nervous, anxious, frightened, worried, or on edge? 0 1 2 3 4
7. Feeling panic or being frightened? 0 1 2 3 4
8. Avoiding situations that make you anxious? 0 1 2 3 4
V. | 9. Unexplained aches and pains {e.g., head, back, joints, abdomen, legs}? ¢ i 2 3 4
10. Feeling that your illnesses are not being taken seriously enough? 0 1 2 3 4
Vi. | 11. Thoughts of actually hurting yourself? 0 1 2 3 4
VII. | 12. Hearing things other people couldn't hear, such as voices even when no o 1 2 3 4
one was around?
13. Feeling that someone could hear your thoughts, or that you could hear 4] 1 2 3 4
what ancther person was thinking?
Vill| 14, Problems with sieep that affected your sleep quality over ali? 1 2 3 4
X. | 15. Problems with memory (e.g., learning new information) or with location 1 2 3 4
{e.g., finding your way home}?
X. | 16. Unpleasant thoughts, urges, or images that repeatedly enter your mind? 0 1 2 3 4
17. Feeling driven to perform certain behaviors or mental acts over and over 0 1 2 3 4
again?
Xl. | 18. Feeling detached or distant from yourself, your body, your physical o 1 2 3 4
surroundings, or your memories?
Xl | 19. Not knowing who you really are or what you want out of life? 0 1 2 3 4
20. Not feeling close to other people or enjoving your relationships with them? | 0 X, 2 3 B
XHi.| 21. Drinking at least 4 drinks of any kind of alcohel in a single day? 0 1 2 3 4
22. Smoking any cigarettes, a cigér, or pipe, or using snuff or chewing tobacco? | O 1 2 3 4
23. Using any of the following medicines ON YOUR OWN, that is, without a 0 b § 2 3 4

Copyright € 2013 American Psychiatric Association. all Rights Reserved.
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8




| STABLE RESOURCE TOOLKIT

The Patient Health Questionnaire (PHQ-9)

Patient Name Date of Visit
Over the past 2 weeks, how often have Not Several More Nearly
you been bothered by any of the At all Days Than Half Every
following problems? the Days Day
1. Little interest or pleasure in doing things 0 1 2 3
2. Feeling down, depressed or hopeless 0 1 2 3
3. Trouble falling asleep, staying asleep, or 0 1 2 3
sleeping too much
4. Feeling tired or having little energy 0 1 2 3
5. Poor appetite or overeating 0 1 2 ‘ 3
6. Feeling bad about yourself - or that you're a 0 1 2 3
failure or have let yourself or your family down
7. Trouble concentrating on things, such as 0 1 2 3
reading the newspaper or watching television
8. Moving or speaking so slowly that other 0 1 2 3
people could have noticed. Or, the opposite -
being so fidgety or restless that you have
been moving around a lot more than usual
9. Thoughts that you would be better off dead 0 1 2 3
or of hurting yourself in some way ‘
Column Totals + +

Add Totals Together

10. If you checked off any problems, how difficult have those problems made it for you to

[1 Not difficult at all [_] Somewhat difficult [ ] Very difficult

Do your work, take care of things at home, or get along with other people?

© 1999 Pfizer inc. All rights reserved. Used with permission

[]Extremely difficult



Mood Disorder Questionnaire

Patient Name Date of Visit

Please answer each question to the best of your ability

1. Has there ever been a period of time when you were not your usual self and... YES NO
...you felt so good or so hyper. that other people thought you were not your normal self or you n n

were so hyper that you got into trouble?

""" you were so irrtable that you shouted at people o started fights or arguments? ~ [] [

..... youfEIthChmorese”_conﬂdemthanusuapDD

""" you got much less sleep than usual and found that you didnt really miss 2~~~ (][]

..... youweremoretalkanvegrspokemuchfasterthanusual?DD

""" thoughts raced through your head or you couldn't sow your mind down? ~ [] [

*...you were 5o easy distracted by things around you that you had trouble concentrating or D """" D """"
staying on track?

..... youhadmoreenergythanusuapDD

..... youweremuchmoreactweorchdmanymorethmgsthanusual?Dl:]

"...you were much more social or outgoing than usual, for example, you telephoned friendsin .
the middle of the night? N L

..... youweremUChmoremterestedmsexmanusuapDD

*...you did things that were unusual for you or that other people might have thought were D """" D """"
excessive, foolish, or risky?

Spendmgmoneygowouor yourfam“ymtrouue? .......................................................................... DD ........

2. If you checked YES to more than one of the above, have several of these ever [ ]

happened during the same period of time?

3. How much of a problem did any of these cause you - like being unable to work;
having family, money or legal troubles; getting into arguments or fights?

[] No problems  [] Minor problem [ ]Moderate problem [ ]Serious problem

This instrument is designed for screening purposes only and not to be used as a diagnostic tool.
Permission for use granted by RMA Hirschfeld, MD



Generalized Anxiety Disorder 7-item (GAD-7) scale

Over the last 2 weeks, how often have you been
bothered by the following problems?

1. Feeling nervous, anxious, or on edge

2. Not being able to stop or control worrying
3. Worrying too much about different things
4. Trouble relaxing

5. Being so restless that it's hard to sit still

6. Becoming easily annoyed or irritable

7. Feeling afraid as if something awful might
happen

Add the score for each column

Total Score (add your column scores) =

Notat  Several  Over half Nearly
all sure days the days  every day

0 1 P 3

0 1 2 3

0 1 2 3

0 1 2 3

0 1 2 3

0 1 2 3

0 1 2 3

+ +

If you checked off any problems, how difficult have these made it for you to do your work, take
care of things at home, or get along with other people?

Not difficult at all

Somewhat difficult
Very difficult
Extremely difficult

Source: Spitzer RL, Kroenke K, Williams JBW, Lowe B. A brief measure for assessing generalized anxiety

disorder. Arch Inern Med. 2006;166:1092-1097.




