PLEASE NOTE: If you do not desire to answer any guestion, merely write, "Do not care
to answer."”

Today’s Date:

1. General Information

Your Name:

Address: ZIP

Telephone #: - - Occupation:

Please Specify At Which Phone Number To Leave Messages:

Emergency Contact:

Reason For Consultation:

Referred By (e.g., doctor/other patient/selfiwebsite):

Your Age: Height: Weight: Date of Birth:

Your Place of Birth:

With whom are you now living (List people):

Do you live in a house, hotel, room, apartment, etc.?

Are you: Single — Married — Separated — Divorced — Widowed - Living with Significant
Other
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2 LIFE HISTORY

It would be very helpful if vou could write a narrative history of your difficulties, including specific dates. This
should inclide the approximately date your illness first started, the major troubling symptoms and difficulties, the
various forms of treatment received, and your response to them.
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Whom have you previously consuited about your present problem?
Please list and give complete information below:
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Type of Treatment:

Psychotherapy, Dates of first How long did treatment
Name and Medication, consultation or continue (if still being
Profession Behavior Therapy? treatment treated, please so state)

Previous Hospitalization for Any Reason

Hospital and Doctor’s Name

Dates

Reason for Hospitalization
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Below, please list, zo the best of your knowledge, the drugs you have taken in the past, either by prascription or
on your own, and those you are now taking. If vou don’t remember, check with your doctor or phzmacy. This

18 extremely important.

Dates: From and To

Medication

Highest Dosage Taken

Resuzs -
Positive or Negative




Page 7

3 P NAL DATA
Underline any of the following that applied during your childhood. (Give any details on back of page.)
hyperactivity learning difficulties : conduct problems night terrors

sleep walking stammering fears happy childhood unhappy childhood

List all dllness or health problems you have had at any time in your life. Be sure to include endocrine or glandular
problems, such as thyroid problems.

Describe Iilness or Health Problem(s) Your Age at Time of lllness

List all Surgical Operations and Describe Your Age at Time of Surgery

List any Accidents and Describe Your Age at Time of Accident
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When was the last time you felt well both physically and emoerionally for a sustained period?

Games and interests during childhood:

Interests and hobbies during adolescence:

Any athletic accompiishments?

Present interests, hobbies, activities:

How is most of your free time occupied?

Age of beginning school: Age of finishing school: + Last grade in school:

Relationship to schoolmates:

Scholastic abilities and disabilities:

Were you even bullied or given a nickname? Give details:

Do you make friends easily? Do you keep them?

Did you ever expenence fear of leaving your mother to go to school or camp? Give details:

Did you ever experience nausea and/or vomiting before going to school? __
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4. OCCUPATIONAL DATA

Age when started working:

Jobs held (in chronological order) and reasons for change:

Does your present work satisfy you? If not, in what ways are you dissatisfied?
What do you earn? ; How much does it cost you to live?
5 EX INFO TION

Parental attitudes to sex (e.g., was there sex instruction or discussion in the home?;

Sa MEN AL T
Age at first period: Are periods regular? Duration:

Date of last period: Do periods affect your moods?

How long did you know your partner before engagement?

For how long were you engaged? Partner’s Age:

Partner’s occupation:

Partner’s personality (in your own words}:
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In what areas is there compatibility?

In what areas is there ircompatibility?

Give details of any prexious marriage (s) or long-term relationships and how and when they were terminated:

Year Previous Divorce, Separation
Relationship Began Year Ended or Death of Partner
I
2.
3.

Please list all pregnancies you have had in chronological order and give complete information requested below.
If more space is needed. continue on back of this page.

Describe any illnesses or
Number of months complications during Outcome
Year pregnancy lasted pregnancy of delivery (CHECK ONE)

1. __ Miscarriage
. Elective abortion
. Living child

2. __ Miscarriage
___ Elective abortion
. Living chald

3. — Miscarriage
___ Elective abortion
. Living child

4. — Miscarriage
___ Elective abortion
. Living child

5. — Miscarriage
__ Elective abortion
~—. Living child




Please list in chronological order and describe all of your chiidren.
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Name

Sex

Describe Any Problems

ta

(WX

i 5.

7. FAMILY DATA

(A} Father

Name: Age:
Occupation: Health:

If dec. eased, Your age at
cause of death: time of death:
(B) Mother:

Name: Age:
QOccupation: Health:

If dec eased, Your age at

cause of death:

time of death:

(C) Brothers:

(If any are deceased, please give your age at time of death and cause of death.

Name

Age

Marital Status

Occupation














































