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Patient Registration lnformation

Please fill out this fdrm completely For children, include parent's name(s). Also lisl all phone numbeE where you can be reached

We must have an 9m number for all atients.

Please lisl the names of people that you authorize our staff lo communicate with regarding your appointments and medication

lcertify that I am giving my permission to communicate with the names listed above

I

:
I

I
{

I
F

Today's Date:LastMiddlePatient Name: First

Age Sex: Male FemaleDate of BirthSocial Security # of Patient

PreFerred language

Declined

Ethnicity

Declined:

Race

Declined

The fdllowing questions are o
are used for Statistical and rssearch
purposes. lf you choose not to answsr,
please check "Declined"

ptional and

e-mail addressZIPStateCity

Cell Phone

Yes/ No

Alt No#

Yes /NoMay we leave a messa e? Yes/ No

Home Phone

OccupalionPatient's Employer:

Spouse, Parent or Guardian 's NameCircle One: Married Divorced lMdowed
Si le

Spouse, Parenl or Guardian's SS#
Spouse, Parent or Guardian's EmploYer:

Known allergiesPhone #Primary Physician

Responslble PartY/Guarantor (if other than patient)

Guarantols Address

ztPStateCity

Relationship to PatientGuarantofs Phone

DOB:Policy Holder:Primary lnsurance ComPanY:

Phone #Member #Group #
DOBPolicy Holder:Secondary lnsuranco ComPanY:

Phone #Member #Group #

@mmqt law, conidctual ot implied, including, bul not linited, lo righl
heatt/i/.;arc benefrts shdtt be as valid and efrectiw as il it wore lho otiginal

DateS nature of PATIENT or Aulhorized Person Date si naturE of lnsured or Authorized Person

tutory,
lhis

U orec rds.mure a hotoco o rforsonta ec ac rdea Is res ne t sn u v P pyP P sbwhetheral benefrtsandiansletdnd lo nChEdothe as5r0r,irrewcablylErebyundeBigned,
of d of,eCO\Efof LSR :65722 A siarbto sue ssignmentpendltes pholo @pv

Persons to contact in caso of emergoncy:
Name Relationship

Phone #RelationshipName

Si nature Date S ned



HIPAA NOTICE OF PRIVACY PRACTICES

' 
THIS NOTICE DESCRIBES HOW MEDICAT INFORMATION ABOUT YOU MAY BE USED AND DISCI-OSED. PLEASE REVIEW IT CAREFULLY.

This Notice of prlvacy practice describes how we may use and disclose your protected health information (PHl) to carry outtreatment, payment or healthcare

operations (TpO)and for other purposes that are permitted or required by law. lt also describes your rights to access and controlyour protected health information

protected health information is information aboutyou includinS demographic information that may identify you and that relatesto your past, present, or future

physicalor mentalhealth condition and related healthcare services.

Our pracuce is requked to follow speciflc rules on maintaining the confidentiality ofyour PHl, uting your information, and disclosing or sharing this information with

other healthcare professionals involved in your care and treatment. This nolice describes your riShts to access and controlyour PHl. lt also describes how we follow

applicable rulesand use and disclose your PHlto provide your treatment, obtain paymentfor services your receive, manaSeour healthcare operations and for other

purposes that are permltted or required by law. lfyou have any q uestions about this notice, please contact our Privacy ManaSer at 337{78'9331'

lndividuals are sometimes hesitantto seek mental health treatment because of privacy conaerns. While we are committed to protectang your confidentiality to the

fullest extent possible, we ask that you also protect the privacy ofother patients. Please do not revealthe identityof other patients you may see in ou. office by

sharjnE such information verbally, photographica lly, or by a ny other type of social media or other communication. This insures privacy for all patients a nd their family

memberS.

YOUR RIGHTS UNDER THE PRIVACY RUtT

The followinS is a statement ofyour riShts, underthe Privacy Rule, in reference to your PHI

. You have the rilht to receive. and we are reouired to orovlde vou w a coovof this Notice of Privacv Practices. We are required to follow the terms of

this notice. We rese.ve the riSht to change theterms ofour notice at anytime
you havethe ri8htto authorize other use and disclosure. This means you have the riSht to authorare any use ordisclosure that is not sp€cified within this

-ti.". ro, 
"rrrnpl"- 

*" would need your authoiitation to use ordisclose your PHlfor marketing purposes orlor any use ordisclosure of psyahotherapy

notes. you may revoke an authorization, at any time, in writinS, except to the ertentthat your Healthcare Provideror ouroffice hastaken an actlon in

reliance on the use ordisclosure indicated in the authorization.

You have the risht to reouest an alternative means of confidential.omm unication. This means you havethe riShtto ask us to contactYou about medical

matters using a method (i.e., e-mail, telephone, etc.), and to a destination (i.e., aellphone number, alternative address, etc.) desiSnated by you

follow all reasonable requests. You must inform us in writinS how you wish to be contacted (usin8 a form provided by our practice).

mean5 you may inspect and obtain a copy of PHI about you that 15 contained in Your patient record lf
You have the rleht to insoect and our PHl. This

your health record is maintained electron ically, you will also have the riSht to request a copy in electronic format. We ha eth riSht to charge a reasonable

fee for paper or electronic copies as established by profersional, state, or fedelal tuidelines. HowcvcL undq F.datol Los, you ,ndy not h,sPect ot copy

the tollowlng rcco.dt: psychotharcqy Dot 5, lnlomotlon coadt.d tn t€osonohL otttlclqotton ol ot usc ln o clv , ctlrnlndl, ot odmlnlsttdttw d.llon or

pro(r.dlnL ond prclachd heokh lntonnotlon thot b sublcct b los tiot ptohtblB occcss to Protacaad h.olth lnhtmo on'

You have the d to reouest a restridion of u r orotected health info This means you may ask us in writinS, not to use or disclose any part of

your protected health information for the purposesof treat ment, payment, or healthcare operations. lf we aSree to the requested restriction. we ill abide

by it, except in emer8ency circumstances lvhen the information is needed for yourtreatment. ln certain cases, we may deny your requestfor a restriction

You will have the ri8ht to request, in writin& that we restrict communication toyour health plan regardin8a specific treatment or service that you or

in full, outrf-pocket. weare not permitted to deny this specific type of requested restriction.

am endment to vou r protected health information. This means you may request a n amendment of your proteded

health information for as lonS aswe maintain this information. ln certain cases, we may deny your request ror an amendment.

You have the rirht to reouest a disrlosure accountabilitv. This meansthat you may request a listing of disalosures that we have made, ofyour PHl, to

entities or personsoutside of our office

HOW WE MAY U OR DISCLOSE PROTECTED HEALTH INFORMATION

Following are exa m ples of uses and disclosu res of your PH I that we a re permitted to make. These eram ples are not meant to be ethaustive, but to describe possible

types of uses and disclosures.
. Treatment- We will use a nd disclo5e yo ur protected heaith information to provide, coordinate, or manage your heakhca re and any related services. Th is

includesthe coordination or management ofyour healthcare rvith a third panythat is involved in your care and treatment. For exemple, wewould

disclose your protected health information as necessaryto a pharmacy that wor/ld fillyour prescriptions. For example, we would disclose your PHlto

other healthcrre providers who may be involved in your carc.
. Specta I Services- We may use or disclose your PHl, as necessary, to contact you to remind you ofyour appointment. We may contact you by phone or

other meansto provide results for exams ortests and to provide information that describes or recommends treatment alternatives reSarding your care.

Also. we may contact you to provide information about health-related benefits and services offered by our oflice, to.fund-raisinB adivities, orwith
respect to a group health plan, to disclose information tothe health plan sponsor. You will have the right opt out of su ch special notices by notifyinS our
oflice in writing.

' Pavment- Your PH I will be 5ued, as needed, to obta in payment for your healthca re services. This may include certain adivities that ou r hea lth insura nce
plan may undertake before lt approves orpays for the healthcare services we recommend for you such as; making a determination of eliSibility or
coverage for insurance benefits

. Hea lthcare ooerations' We may use or d isclose, as needed, your PH I in order to support the business adivities of our pradice. This includes, but is not
limited to, business plannin8 and development, quality assessment and improvement, medical review, leSalserviceq and audition functions.

someone on your

You may have the
behalf has paid Ior
richt to reouest an
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OTHER PERMITTED AND REQUIRED USES AND DISCTOSURES

We may also use and disclose your PHI in the instances outlined below:

To Others lnvolved ln your Healthcare - Unless you object, we may disclose to a member of your family, a relative, a close friend or any other person that

vouldentifv,yourpHlthatdirectlyrelatestothatperson'sinvolvementinyourhealthcare. lfyouareunabletoagreeorobjecttosuchadisclosure,we

may disclose such information as necessary if we determine that it is in your best interest based on our professionaljudgment. We may use or disclose

pHl to notify or assist in notifying a family member, personal representative or any other person that is responsible for your care, of your general condition

ordeath. lfyouarenotpresenttoabletoagreeorobjecttotheuseordisclosureofthePHl,thenyourHealthcareProvidermay,usingprofessional
judgment,determinewhetherthedisclosureisinyourbestinterest. lnthiscase,onlythePHlthatisrelevanttoyourhealthcarewillbedisclosed.

As Required bv taw - We may use or disclose your PHI to the extent that is required by Law.

For publlc Health - We may disclose your PHI for public health activities and purposes to a public health authority that is permitted by law to collect or

receive the information.

For Communicable Diseases - We may disclose your PHl, if authorized by law, to a person who may have been exposed to a communicable disease or may

otherwise be at risk of contracting or spreading the disease or condition.

For Health Oversight - We may disclose pHl to a health oversight agency for activities authorized by law, such as audits, investigations, and inspections.

ln Cases ofAbuse or Neglect - We may disclose your PHI to a public health authority that is authorized by law to receive reports of child abuse or neglect.

ln addition, we may disclose your PHI if we believe that you have been a victim of abuse, neglect or domestic violence to the governmental entity or

agency authorized to receive such information.

To The Food and Drug Administration - We may disclose your PHI to a person required by the Food and Drug Administration to report adverse events, to

monitor product defects or problems, to report biologic product deviations, to track products, to enable product recalls, to make repairs or replacements,

or to conduct post-marketing surveillance as required.

For Letal proceedings - We may disclose pHl in the course of any judicial or administrative proceeding, in response to an order of a court or administrative

tribunal, in certain conditions in response to a subpoena, discovery request or other lawful process.

To Law Enforcement - We may also disclose PHl, as long as applicable legal requirements are met, for law enforcement purposes.

To Coroners, Funeral Directors, and OrSan Donation - we may disclose PHI to a coroner or medical examiner for identification purposes, determining

causeof deathorforthecoronerormedical examinertoperformotherdutiesauthorizedbylaw. WemayalsodisclosePHl toafuneral director,as

authorizedbylaw,inordertopermitthefuneral directortocarryouthis/herduties. PHI maybeusedanddisclosedforcadavericorSan,eyeortissue

donation purposes.

For Research- We may disclose your PHI to researchers when an institutional review board has reviewed and approved the research proposal and

establish the protocols to ensure the privacy of your PHI'

!n Cases of Criminal Activity - Consistent with applicable federal and state laws, we may disclose your PHI if we believe that the use or disclosure is

necessarytopreventorlessonaseriousandimminentthreattothehealthorsafetyofapersonorthepublic. WemayalsodisclosePHl,if itisnecessary

for law enforcement authorities, to identify or apprehend an individual.

For Military Activity and National Securiw - When the appropriate conditions apply, we may use or disclose PHI to individuals who are Armed Forces

personnel: (1) for activities deemed necessary by appropriate military command authorities; (2) for activities deemed necessary by appropriate military

command authorities; (2) for the purpose of a determination by the Department of Veterans Affairs of your eligibility for benefits; or (3) to foreign military

authority if you are a member of that foreign military service.

For workers, Compensation - your pHl may be disclosed as authorized to comply with workers' compensation laws and other similar legally-established

proSrams.

When an lnmate - We may use or disclose your PHI if you are an inmate of a correctional facility and your Healthcare Provider created or received your

protected health information in the course of providing care to you.

Required Uses and Disclosures - Under the law, we must make disclosures about when required by the Secretary of the Department of Health and Human

Services to lnvestigate or determine our compliance with the requirements of the Privacy Rule.

PRIVACY COMPI.AINTS

you may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file a

complaint with us by notifying our Privacy Manager at 337478-9331.

Signature below is only acknowledgement that you have received this Notice of our Privacy Practices.

:

i

i

Print Name Signature Date



Lake Area Psychiatry

Financial Policv Acknowled ment

All payments are due at the time of service. lf we are providers for your insurance, we will bill your insurance and collect the patient

responsibiltty amount due. tT tS yOUR RESPONS|BILITY TO INFORM US oF ANY CHANGES WITH YOUR INSURANCE Manv insurance

plans have ,,timely filing deadlines". tf we are not provided with accurate information atthetime of service, you may be responsible

for payment in fullfor all services rendered.

Lake Area Psychiatry has preferred provider contracts with several major insurance companies. Please contact your insurance

com pa ny to determine if ou r p ractice has a contract with your insuran ce com pany. Anyfinancial portion that is the "member's

responsibility,, such as deductible or a non-covered percentage will be collecte d ot the time ol service.-(initlal) It for any

reason, it is not collected at the time of service, a billing fee will be added to your outstanding balance for each statement that is

mailed.-(lnltial}Remember,yourinsurancecoverageisacontractbetweenyouandyourinsurancecompany.LakeArea
psychiatry is not responsible for services denied by your insurance company.-(lnitial)

PPO INSU RANCE PLANS: We have agreed to accept discounted rates from plans we participate in, however allco-insurance and/or

deductibles are your responsibility. we will estimate co-payments to the best of our ability. since co-pays are estimates only, we

will bill you or credit you for your balance.

NON-CONTRACT ED INSURANCE ptANS: We have not agreed to accept discounted rates from plans that are not contracted with

Lake Area Psychiatry, therefore, all co-insurance and deductibles are your responsibility

INDEMNIW INSU RAN CE PLANS: Wewill estimate co-pays to the best of our ability. Since co-pays are estimates only, wewill bill

you are credit you for the balance.

D IVoRCE DECREE: We are not a party to your divorce decree. The responsibility for payment and the presentation of active

insurance cards at the time of service is the responsibility of the accompanying adult.

PAYMENTS: We accept cash, debit cards, Visa, Mastercard , Discover Card, and personal checks (with photo id only). Any

The second and each subsequent statement will be assessed a 55outstanding balances are due within 30 days of statement

rebilling fee. All balances oider than 90 days may be sent to a collection agency'

Should your account be sent to a collection agency, you will be financially responsible for all collection fees and legalfees that our

office incurs through the process utilized to collect the delinquent balance'

RETURNED CH€CKS: Checks returned to us bythe bankwill be assessed aS35 returned checkfee, in additiontothe original

amount of the check. youwill have lOdaystoclear upthe outstanding check. lf you do not pay the check plus the return fee in the

specified time, the check will be sent to a collection agency. ln addition, we will only accept cash or credit card for any future visits.

MISSED APPOINTMENTS: (Please refer to the attached Cancelled/Missed Appointments Agreement attached)

lauthorize treatment and accept the financial responsibility for myself ormyminorchild that lam accompanyinS. lam responsible

for all fees and will assure the charges are paid in a reasonable time.

I authorize the release of any medical or other information necessary to process any claims.

I have read and fully understand the financial policies of Lake Area Psychiatry, and agree to the terms. I also understand that the

terms of theses financial policies may be amended by the Practice at any time without prior notification

Patient/Parent/Guardian/PersonalRepresentative Date
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Appointment Cancellation & No Show Policy For Patients

We are happy to reserve a time in your provide/s schedule iust for your. However, in
consideration of others, we do request at least a 24-HOUR NOTICE during normal business
hours prior to cancellation ofany appointment. Monday appolntments must be cancelled
before Frlday at 12:00pm noon. We do understand that there are circumstances that may
prevent you ftom keeping your appointment. Ifyou provide us with as much notice as

possible, we may be able to contact another patient who needs an appointment.
Appointments fill quickly, and cancelling with less than a 24-hour notice does not allow us

enough time to schedule another patient in need oftreatment. Therefore, a cancellation or
no-show fee will apply ifour office is not notified on a timely basis that you will be unable to
keep your appointment.

LATE CANCELLATION AND NO SHOW FEES

PSYCHIATRIS1S NURSEPRACTITIONERS SOCIAL WORKER COUNSELORS

xE1v PaTIBaI O-$rOryLlTE C rlc[Xl,/rTti,l{ tor XD! .ltd /tPtX! llooro

it cax@IIror Fox xur .d lPrxtESrlxusIIE) P llEtrr I{GSllow !75.00
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E rrxl5[lDP tufr TD CrXaiEll,/tTloli fol Lcslfs td Lscs t 1r5.00

. A d.poslt cqual to the abovc rates wlll tle conductrd at the time
your sci€duhd .ppolnuncnl thlr dcPoslt wlll b€ apPu€d as a'No

ofschedullDs .ppolnuDent lfyou do not show or.:nc.l wlthln 24-hoursof
Show F€e'. Othcr$,lse, the deposlt coll.ct d .t the dme of sdedulln8 wlll bc

,pplcd towa yourschedul€d omce vlsl! lfnothlng ls owed rt ah€ t[ne ofyourschcduled offce vlsll the d€poslt wlll b€ re&med toyou uPor

chcc*-tn. A charge for a mtssed alpotntmenr Is not a char8. for serrlcr, therefor. wlll not b€ blllcd to your lnsurance cohpaoy. Thls d.poslt
lmpll.s . contractcd mutual agEcm€nc

Patients who are running late for their scheduled appointment are asked to contact our offce as soon

as possible to determine whether-or-not it will be necessary to reschedule your appointment.

Patients who arrive at our office 15-minutes or later for their scheduled appointment may need to be

rescheduled to another date and time. Upon arrival, please consult with the front desk to confirm
whether-or-not it will be necessary to reschedule your appointmenl

All Providers have the right to terminate treatment to a patient for non-compliance ifthe patient fails
more than one appointment. For patients ofprescribers, medications may not be refilled without
seeing their prescriber.

We greatly appreciate your understanding and cooperation ofour office policies, and assisting us

with accommodating our patients scheduling needs.

ALL MONDAY APPOINTMENTS NEED TO BE CANCELLED OR RESCHEDULED BY 12:00PM ON THE
FRIDAY BEFORE.

TO RESCHEDULE OR CANCEL AN APPOINTMENT AT LEAST 24 HOURS IN
ADVANCE, PLEASE CAIL 337.47A.9331

PIease slgn below that you have read and acknowledge the aboye lnformation provlded to you,

PATIENT/GUARDIAN NAME PRIIITED PATIEIlT/CUARDIAN NAME SIGNATURE DATE

nf,vrm 5/1/20r9

PATIENT/CUARDIAN NAME SICNATURE DATEPATIENT/GUARDIAN NAME PRINTED



Lake Area Psychiatry, LLC
:ss oi. Michael DeBakey Dr.#220

Lake Charles,LA7060L
Phone: 337.478.9331

Fax:337.478.9828

Consent for Treatrnent

By my signature below, I consent to receive treatment f,o. ' fo'
Provider Name

mental health service for myself or my minor child.

I understand that treatment means the provision, coordination, or management of health care and related

services, consultation between providers and staffofLakeArea Psychiatryrelatingto an individual, or

referral ofan individual to another provider for health care'

I understand that I may revoke this consent at any time by notiffing
Provider Name

or staffat Lake Area Psychiatry in writing.

This consent will expire on the following date

following event occurs:

_Completion of treatment as agreed upon by you and 

-or 

You revoke this Consent for

Treatment in writing.

By initialing below, I understand that audio and video recording on any and all devices is prohibited inside the

offices of Lake Area psychiatry without the expressed written consent.of the physician, nurse practitioner or

therapist that is providing psychiatric services for me. 

-lnitial

Name of Patient (Please Print) Patient's Date of Birth

Patient Signature Date

Name of Parefi/Legal Guardian P arent / Legal Guardian Name (Print)

Witness of Signatures (Please Print) Date Witnessed

Signature of Witness

David Buttross III, M fayendra Patel, MD

. Michelle Dyer, APRN Erica Hessifer, APRN Todd Gatte, APRN

Cynthia Nassar, LPC, LMFT Robbi Dowden, LCSW AIan Walker, LCSW Ann Kern, LCSW

or on the date that the



LAKE ARE,A PSYCHIATR.Y, LT-,C

333 Dr Michael Debakey Drive, Suite 220

' Lake Charles, LA70601
7 8-933 1 fax 337 -47 8-9 8283374',

.Authorization to Disclose Protected Heatth lnformation to Prrimary Care Physician

Communication between Behavioral Health providers and your Primary Care Physician (PCP) is important to ensure tlat you receive

comprehensive and quatiry ir."ttt, 
"urc. 

This form will allow your Behavioral Health Provider to share Protected Health Information (PHI) with

your pcp. This information will not be released without your signed authorization. This PHI may include diagnosis, treaunent plan, and

medication if necessary.

I, the undersigned understand that I may revoke this consent at any time. I have read and understand the information and give my authorizatjon:

Patient Authorization :

_I agreeto release any applicable mental health/ substance abuse information to my PCP

MY PrimarY Care PhYsician is '

Address

Te)ephoneNumber , : :

- 
I agree to release ONLY meditation information to my PCP

I WAIVE NOTIFICATION of my PCP that I am seeking or receiving mental health services-

- 
I do nor wish to confer with a PCP. I therefore WAIVE NOTIFiCATION of a PCP

that I am seeking or receiving mental health services'

(Patient N4rne) (Date ofBirth) (Patient/Guardian Signature) (Date)

Fa tient Rishts:
You can end this authorization anytime'

If you ma-ke a request to end this authorization, it will not include information that has already been used or disclosed based on your
E

rJ

previous permission.
u you cannot be required to sign this form as a condition of Eeauaent, payment, enrollment or eligibility for benefits-

E you have a right to a copy ofthis signed authorization. Please keep foryour records.

E You do not have to'agree to this request for use of disclosed information'

trnformation to be completed by Behavioral Health Provider

on forsav
@atientName) @ate) (Reason/Diagnosis)

untmary:

(Provider S.ignature)



In e Oue tionnAIre for NewPatients

. This qirestionnaire is for the purpose ofge$ing to limowyou better in order to provide the best possible mental healt}

services. Please complete thi; fo; as ho-nestl! and completely as possible. AII information tlat you provide us will be

confdential as required by state and federal law'

Name Date of Birtlt

How did you hear about us?

Who, if anyone, will be accompanlng you in Your aPpointment?

Have you ever used tobacco?
rlVhat year did you start? Are you currently using tobacco? .--...--
Ifyeg how much and how often? 

-

Ifno, whatyear did You quit? 

-..-

In your own words, describe the current problems as you see them:

How long has this been going on?

VYhat made you come in at this time?

What do you hope to gain from this evaluation and/or counseling?

IfYes, what tYPe? 

-

Ifyou had difficulties in the pas! what have you done to cope?

Was it helptul?

Symptoms:
pleaie check any symptoms or experiences tlat you have had in the last month:

o Difficulty getting out of bed o withdrawing from other people

o Not feeling rested in the morning o Frequent feelings ofguilt

o Average hours ofsleep per night: 

- 

o Depressed mood

o Persistent loss of interest in previously o Crying spells

enjoyed activjties o Feelings ofHelplessness

1



o Feelings of Hopelessness

o Feelings of Worthlessness

Thoughts about harming or killing
yourself. Ifyes, have you developed a

pl an?

o Thoughts about harming.or killing
sombone e]se

o Increased enerry

o Decreased enerry

o Rapid mood changes

o Difficulty falling asleep

o Difficulty staying asleeP

o Irritability

o Anxiety

o Panic attacls

o

Excessive worry or difficulty conlrolling
worry

o Repetitive behaviors or mental acts (i.e.,

counting checking doors, washing hands)

0utburst ofanger

Changes in eating/appetite

Weightgain: bs

Weight loss: bs.

o Increase muscle tension

o Racingthougbs

o Difficulty concentrating or thinking

o Flashbacks and/or nightnares

o Persisten! repetitivg in usive thoughts,
impulses, or images

o .Unusual visual experiences such as

flashes of light shadows

o Hear voices when no one else is present

o Inappropriate expression of anger (i.e.

outburst or violent episodesJ

Self-Mutil ation/cutting

Decreased ability to handle stress

o

o

o

o

o

Avoiding people, places, activities, or
specific things

Difficulty leaving your home

Fear of certain objects or situations [i.e.,
fllng, heights, bugs) Describe:

o
o

o

Please describe any other symptoms or experiences you have recently have problems witl:

What currentJy causes you to feel stressed?

2



Have you seen a counselor, psychologist, psychiafist or otler mental health professional before?
(Circle oneJ Yes or No

lfyes, who: Dates oftreabrent:

Reason for seeking help:

Have you been hospitalized for psychiatric reasons? fCircle one) Yes or No
IfYES, describe:
Hospital Dates Reason

Have you ever attempted suicide? (Circle oneJ Yes or No

If Yes, describe

Are you CURRENTLY taking PSYCHIATRIC medication? fCircle one] Yes or No
IfYES,list:

Medication Dosage How long have you
been taking it?

Has it been helpful?

Have you been on PSYCHIATRIC medication(sJ in the past? (Circle oneJ Yes or No
IfYES list:

Medication Dosage First/Last time you
took it?

Effect of medication?

.1



ALCOHOI,:

Do you drink alcohol?

How much do you drink?

How often do you drink?

Have you ever passed out from drinking?

SUBSTANCE ABUSE:

Ifyes, age offirst use?

How often?

Have you ever blacked out from drinking? How often?

Have you ever feltyou should cut down on your drinking/drug use?-

Have people annoyed you by criticizing your drinking/drug use?

Have you ever felt bad or guilty about your drinking/drug use?

Have you ever drank/used drugs in the morning to steady your nerves or relieve a hango ver?

OTHER SUBSTANCES:
Please indicate for each Iisted below

FAMILYHISTORY:

Please lace a check mark in the a ro riate box if these are or have been resent in ur relatives:

Substances Ever used? Age at 1d use? Time since last
use?

Approx. use in last
30 days?

Caffeine

Marijuana

Cocaine

Heroin

Methamphetamine

PCP

Prescriplion drugs

Brot}rers Sisters Mother FatherChildren Aunt/Uncle Grandparents
Depression
Anxiety Disorder
Biploar Disorder
Schizophrenia
Death by suicide
Alcoholism
Drug Abuse
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Medical History;

Are you CURRENTLY under heatment for any medical condition fCircle one] Yes or No

If Yes, what?

List all PRIOR surgeries and/or accidents:

List any allergies:

Are you CURRENTLY taking NON-PSYCHIATRIC medication? (Circle oneJ Yes or No

If Yes list:
Medication Dosage How Iong have you been taktng

it?

SOCIAL HISTORY:

Marital Status: Single Married
Remarried Engaged

If applicable please complete the following:
Partner's Name: Parb:er's Age:

Past Marti tal History:
Have you previously been married?
When?

If Yes, how many fimes?
How long?

IF YOU HAVE CHILDREN PLEASE LIST THEIR NAMES AND AGESI

# Name Sex Age # Name Sex Age
7 4

2 5

a 5

How many of your children Iive in t}re area?

adults

Separated
Widowed

Divorced
Cohabiting

5

# Name SexRelation Age # Name Relation Sex Age
1 4
2 5
3 6

WHO CURRENTLY LIVES IN YOUR RESIDENCE children



Father:
Age: 

- 

Living Deceased

Cause ofDeath:

If deceased HIS age at the time of death;

YOUR age at the time of his death:

Mother:
Age: _ Li'ring Deceased

Cause ofDeath:

If deceased, HER age at the time of death:

Y0UR age at the time of her death:

Educationi
Highest grade Ievel completed: Degree obtained, if applicable:

Have you served in the military? (Circle one) Yes or No
Ifyes, please describe briefly:
lvhat tJape of discharge [separationJ did you get?

Employment
Are you currendy employed?

Is there anything else you would like us to know about you?

What are vour hobbies?

What type of work?

Have you ever been arrested? 

- 

Ifyes, why?

Do you have a religious affliafion? Ifyes, what?

Who do you turn to for support and/or help with your problems?

Have you ever been abused? (circle all tlat applyl

Verbally Emotionally Physcially Sexually Neglected

If yes, employer's name

Please describe: _

6



rnstructions: Please answer each quesrion to the best of your abiltty.

rres No
1. Has drere ever been a period of time when.you were not your usuaj self ancl..,

,..you felt so good or so hyper lhai other people thoughf 1,ou u/ere not ],oLtr.
nonnal self or you wel€ scl h11rer chat 1,r-ru got into trcuhle?

OO

.'.you were so irrftable rhar you shouced ar people or starecl fights o.r arguntents? oo
...you feltmuch more selFconfident rhan usualT OO
'.,rou got niuch less sleep rha.n usual and found you didn'r really miss iri OO
.,,)/ou werc much more talkative or spoke much faster rhan usual? OO
,,.though u raced rhrough your.head or vou coulcln'r slow vour mincl dowr? OO

you trrerc so easill, dj."tracted by things a.rgund you rhar you hact trcluble
concentrating or stal,ing on Uack?

OO

.,.yoy hacl much molE energy than usuali OO
."),.3U Were much mqre acdve ordid manymore thingB than usual? OO
"you welr rnuch morc social or outgoing rhan usual, for oCInrple, 1,outelephoned friends in rhe middle of rhe nighr2

o O

.you were much more inrerestcd in scx rha-n usual7

you did drings thzir were
thought were excessivc,

.,.spending money got you or 1,r:ur.frami.ly into trouble?

unusual for y'ou or rhar orhcr people nriglrt har.,c
foolish, or ds\,?

OO
OO

OO

oo2, If you checked rES ro more than onb of rhe above, Irave severar t:f thqseever happened during rhe same perioc{ of rinre? .:" 
----'l

3. How much of a problem clici any of
y:rt, havingfamily money or legal
Please circle one response otzly.

these czuse you - Like being unable to .

troubles; gerring inro argunrenrs or fights?

No Problenr Minor problern Moderate problenr Serious problenr

4. Have any of your biood reJadves (1.e.
aunB, unclcs) had manic-d"pr.rrir.

5. Has a heakh professional
or blpolar disorderz

,;hildren,.sjblin,qs, 
paren rs, granclparen r.s,

ilhtess or bipolar disorrJer?
OO

OOel,er cold you thal you have manic- depressive il.lness

Q 2000 by Tfic Untrcr:l.yof1EE, Medtel B'a.rtr. RcpAnrcrt widr pcnnl.t{r)n. Tlri hrsrntmmr t\ dc{igntd trrscncnlng pttrpxs' tul1, rM h ri*.rt lr u.roj s a r]irgnnsdr. lml.



PATIENT HEALTH QUESNONNAIRE (PHQ.g)

NAME:

Over the les1. 2 weeks, how oflen have you been

bothered by any of the following problems?

(use 'r''b iMicate your answer)

1. Little inleresl or p,easure in doing lhings

2. Feeling doun, depressed, or hopeless

3. Trouble fa,ling or slaying asleep, or sleeping too much

/E. Feeling lired or having lifl,e ene0y

5. Poor appetite or overealing

6. Feeling bad about yourself-or lhat you are a tailure ot
have let yourself or your family dorm

7. Trouble concentrating on things, such as reading lhe
neuEpaper or walching lelevision

8. Moving or speaking so s,owly that olher people could
have noliced. Or the opposite - being so figely or
reslless thal you have been moving amund a lol more
than usual

DATE

Nearly
every day

3

3

3

3

3

3

3

3

9, Thoughls lhat you would be better off dead, or of
hurting yourself

0 1 2 3

add columns + +

(Healthcare prctessional: For interpretation ot TOTAL,
please refer to a*ompanying s@ing card).

TOTAL

Not at all Several
days

Morc then
harf the
days

0 1

0 1 '.'2i."

0

0 1

0 1

0 1

0 1

0 1

,0. lf you checked ofi eny problems, hc^ difficutt

have these problems made it for you to do
your wort, take cere of things at home, or gel

along with other people?

Not difficult at all

Somewhst difficult

Very difficutt

Exlremely difficu,t
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