Health History Information                                              Laurie Meyers, LCSW
Patient Name _____________________________________  Date ___________

Age __________   Birthdate __________  Date of Last Physical Exam _________

What is your reason for your visit today? _______________________________

Symptoms (Please Circle All that Apply to You)

Depression

 Sleep Problems
Anxiety 
Headaches
Panic Attacks

Appetite Changes
Memory Loss
Eating Disorder
Suicidal Thoughts

Anger Outbursts
Constant Worries
Bereavement/Grief
Obsessions
Substance Abuse
History of Childhood Abuse
Marital Problems

Unemployment
Stress at Work
Financial Problems

Mood Swings

Other issues of concern (please list) ____________________________________________________________________________________________________________________________________________________________________________________________

Do you have any ongoing health problems?  If so, please explain ______________

___________________________________________________________________
Medications
Please list the medications you are currently taking

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________
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Do you have any allergies? If so, please list ___________________________

Substance Use (Please circle if this applies to you)


Caffeine Use?   Yes        No            If yes, how much per day? _______________


Tobacco Use?   Yes        No            if yes, how much? ____________________________


Alcohol Use?     Yes        No            if yes, please describe _________________________


Marijuana Use?    Yes     No           if yes, please describe ________________________


Other Drugs?      Yes       No            If yes, please list type and how often ____________



__________________________________________________________________________

Hospitalizations
Year                                           Hospital                             Reason for Hospitalization

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

If you need additional space please continue on reverse

Have you ever had a head injury?  If so, please describe:_________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________
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Family History

Relation                              Age                    State of Health          Age of Death                  Cause of Death

Father                               ______                _____________         __________      __________________

Mother                             ______                _____________         __________      __________________

Brothers                           _______              _____________         __________      __________________

                                          _______              _____________         __________       __________________

                                          _______              _____________         __________       __________________

Sisters                              _______              _____________         __________       __________________

                                         _______              _____________          __________       __________________

                                         _______              _____________           __________      __________________

Has anyone in your family ever been hospitalized for emotional problems or substance abuse treatment?  If so, please describe _________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Thank you for taking the time to complete this questionnaire.  Please feel free to add any additional information that you feel would be helpful for me to know!
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________
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