Hirsch & Associates
Name of person filling out form:  ________________________________Relationship_____________________
Patient Name: ___________________________________                  	Date:  ________________________
Date of Birth:  ____________________________Age______________
PCP: ____________________________________________________________Phone # ___________________________
Psychiatrist: _______________________________________________________Phone: ___________________________
Main complaint:  (What brought you here today?)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Treatment
Have you ever received psychological, psychiatric, or counseling services before?    Yes  ______   No ______
When?		Dr/Counselor name							For what?
________	_____________________________________________________________________________________
________	_____________________________________________________________________________________
________	_____________________________________________________________________________________
Have you ever had psychological testing?   Yes _____   No _____  If yes when? __________________________________
Have you taken medications for psychiatric or emotional problems in the past?  Yes  _____ No ________
If yes, what psych medications have you taken in the past?  _________________________________________________
__________________________________________________________________________________________________
Are you currently on medications?  Yes ______  No  ______     If yes, list ALL medications including medical conditions
Name of drug		      Dosage	___			For What condition	__________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Have you ever been hospitalized for mental illness?  Yes _____  No _____  If Yes, when and for how long? ____________
__________________________________________________________________________________________________
Are you suicidal now?  Yes _____   No _____     		Have you been suicidal in the past? Yes _____  No _____
Sleep  
Do you sleep well?  Yes _____   No _____            If no, do you take medication (either over the counter or prescription) to help you sleep?   Yes _____   No _____  	If yes, what do you take and how often? ________________________________
__________________________________________________________________________________________________
Appetite
Do you feel you have a healthy appetite?  Yes  _____   No _____
Do you feel like you have an eating disorder such as over eating or excessive dieting etc.?     Yes _____ No _____
Family Relationships 
 Parents:
Relationship with Mother:  Good:  _______   Strained: _______  Difficult: ______ Violent: _______
Relationship with Father:  Good:  _______   Strained: _______  Difficult: ______ Violent: _______
Have physical health problems?  Yes ______ No _____   If yes, explain:  _________________________________
___________________________________________________________________________________________
 Use alcohol?  Yes _____     No _____
Use recreational drugs?   Yes _____    No _____  If yes, which ones: _____________________________________
________________________________________________________________________
Mental or emotional difficulties:  Yes _____   No _____
Are both parents still living?  Yes _____   No _____
Siblings:
Do you have siblings?  Yes _____   No _____    How many? _________________
Do you get along with your brothers and sisters?  Yes   ____  No _____   IF NO, explain: ___________________
_______________________________________________________________________
Do any of your siblings have drug or alcohol abuse problems?  Yes _____   No _____
Are all of your siblings still living?  Yes _____   No _____   IF NO, how long ago/cause _______________________
___________________________________________________________________________________________
Abuse History
Have you ever been abused? 		Yes___________	No _______________  see next page…………….
If yes, using letters please explain:  Emotional, such as told worthless, belittled etc,  Physical, such as beatings; Sexual, such as touching/molesting, fondling, intercourse; Neglect, such as failure to feed, shelter or protect you 
Kind of Abuse	Your age	By Whom_______________________________________________________	______
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Present Relationships
Single _______  Married _____  Divorced _____  Widowed _____ Live together _____
Do you get along with your present spouse or partner?   Yes _____ No _____
Do you have children?   Yes _____   No _____	  
If yes,  how many?   Male _______  Ages _____________________  Female _______   Ages _______________________
Do you get along with your children?  Yes _____   No _____  IF NO, short explanation: ____________________________
_____________________________________________________________________________
Substance Abuse
Have you ever felt the need to cut down on your drinking?    Yes  _____   No _____
Have you ever felt guilty about your drinking?  Yes _____   No _____
Have you ever taken a morning “eye opener”?  Yes _____   No _____
Do you drink daily?  Yes _____   No _____   If yes, how much? ___________________________________________
Weekly?  Yes _____   No _____  	Social Only  Yes _____   No _____
Do you currently use recreational/street drugs?  Yes _____   No _____   If yes, which drug/drugs ____________________
__________________________________________________________________________________________________
What drugs recreational/street drugs have you used in the past 10 years? ______________________________________
__________________________________________________________________________________________________
Do you smoke cigarettes?  Yes _____   No _____                           	Chew/Snuff   Yes _____   No _____
______________________________OFFICE STAFF USE ONLY_____________________________________________
Review by:_________________________________________   Date: __________________________________________
Plan:      Auth for Testing Yes_______  No ______  Date submitted: ________________  
               Testing complete:_________________       Report to Dr._____________________
