Your cooperation in providing full and complete, information is requested.

J,/gg\w Background Information Questionnaire
N

SMITHTO ’
CONSULTATION Today’s Date:
cenen Please Complete BOTH PAGES of this form.

Patient Information

Patient Name:

Street Address:
Town: New York | Zip Code:
Home Telephone #: Work Telephone #:
Email: Cell Phone #
Social Security Number: Date of Birth:
Sex: Male Female Marital Status: Single Married Divorced Separated Widowed
Mailing Address
(If different from one provided above)
Name:
Street Address:
Town: New York | Zip Code:
Other Household Members
Name: Date of Birth Age Relationship to Patient
How Did You Learn of Our Services?
(Please check all that apply)
Source Specifics

] Family Doctor Piease Note Who =
Ol Attorney Please Note Who =
| Yellow Pages (Large NYNEX Book) =« {0 Under “Counselors” 0 Under “Psychologists”
O Yellow Book (Small, Local Book) == [0 Under “Counselors” [0 Under “Psychologists”
O Other Piease Note Who / What=

What are the reasons you are seeking services?
(Please be specific)




Patient’s Employment / School Information

| Employer’s / School
' Name:

Street Address:
Town & State: Zip Code:
Job Title:
insurance information

Insured’s Name:
Street Address:
Town & State: Zip Code:
Company Name:
Street Address:
Town & State: Zip Code:
Job Title:
Policy Number: Group Number:
Social Security Number: Date of Birth:
Sex: Male Female Marital Status:  Single Married Divorced Separated Widowed
Relationship to Patient: Self Spouse Child Parent Other

Piease Note: Our office policy is to accept assignment from only one carrier.

We will gladly assist in the coordination of benefits if more than one carrier is involved.
Additional Insurance Information

Insured’s Name:
Street Address:
Town & State: Zip Code:
Company Name:
Street Address:
Town & State: Zip Code:
Job Title:
Policy Number: Group Number:
Social Security Number: Date of Birth:
Sex: Male Female Marital Status: Single Married Divorced Separated Widowed
Relationship to Patient: Self Spouse Child Parent Other

Thank You for taking the time to complete this form.
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Brief Health Information Form

A. ldentification

Client's name: Date:

B. History
1, Starting with your childhood and proceeding up to the present, list all diseases, illnesses, important

accidents and injuries, surgeries, hospitalizations, periods of foss of consciousness, convulsions/seizures,
and any other medical conditions you have had. (Describe pregnancies in section E.)

Age liiness/diagnosis Treatment received Treated by Result

2. Describe any allergies you have.
To what? Reaction you have Allergy medications you take

3. List all medications or drugs you take or have taken in the last year—prescribed, over-the-counter, and

others.
Medication/drug Dose (how much?) Taken for Prescribed and supervised by

(cont.)

FORM 24. Brief health information form (p. 1 of 3). From The Paper Office, pp. 211~ 213. Copyright 1997 by Edward L.
Zuckerman. Permission to photocopy this form is granted to purchasers of The Paper Office for personal use only (see copyright page for

details).



Brief Health Information Form (p. 2 of 3)
s

Client's name: Date:

4. Have you done any kinds of work where you were exposed to toxic chemicals?

Date Kinds of chemicals Kind of work

Effects

C. Medical caregivers
1. Your current family or personal physician or medical agency: ‘
Name Specialty Address Phone #

Date of last visit

2. Other physicians treating you at present or in last 5 years:
Name Specialty Address Phone #

Date of last visit

D. Health habits

1. What kinds of physical exercise do you get?

2. How much coffee, cola, tea, or other sources of caffeine do you consume each day?

3. Do you try to restrict your eating in any way? How? Why?

{cont)




Brief Health Information Form (p. 3 of 3)

Client's name: ' Date:

4. Do you have any problems getting enough sleep?

E. For women only
1. At what age did you start to menstruate (get your period):
2. Menstrual period experiences:

a. How regular are they?

b. How long do they last?

¢. How much pain do you have?

d. How heavy are your periods?

e. Other experiences during period?

3. Please list all of your pregnancies, and what happened with each pregnancy?

Yourage Miscarriage Abartion Child born Problems?

o A o

4. Menopause:

a. If your menopause has started, at what age did it start?

b. What signs or symptoms have you had?

F. Other

Are there any other medical or physical problems you are concerned about?

This is a strictly confidential patient medical record. Redisclosure or transfer is expressly prohibited by law.




Adult Checklist of Concerns
]

Name: Date:

Please mark all of the items below that apply, and feel free to add any others at the bottorn under "Any other
concerns or issues.” You may add a note or details in the space next to the concerns checked. (For a child,
mark any of these and then compiete the "Child Checklist of Characteristics.")

§ have no problem or concern bringing me here

Abuse—physical, sexual, emotional, neglect (of children or elderly), cruelty to animals
Aggression, violence '
Alcohol use

Anger, hostility, arguing, irritability

Anxiety, nervousness

Attention, concentration, distractibility

Career concerns, goals, and choices

Childhood issues (your own childhood)

Children, child management, child care, parenting

Codependence

Confusion

Compulsions

Custody of children

Decision making, indecision, mixed feelings, putting off decisions

Delusions (false ideas)

Dependence

Depression, low mood, sadness, crying

Divorce, separation

Drug use—prescription medications, over-the-counter medications, street drugs
Eating problems—overeating, undereating, appetite, vomiting (see also "Weight and diet issues”)
Emptiness

Failure

Fatigue, tiredness, low energy

Fears, phobias

Financial or money troubles, debt, impulsive spending, low income

Friendships

Gambling

Grieving, mourning, deaths, losses, divorce

Guilt

Headaches, other kinds of pains

Health, illness, medical concerns, physical problems

Inferiority feelings

Interpersonal conflicts
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(cont.)

FORM 28. Adult checklist of concerns (p. 1 of 2). From The Paper Office, pp. 224— 225. Copyright 1997 by Edward L.
Zuckerman. Permission to photocopy this form is granted to purchasers of The Paper Office for personal use only (see copyright page for
details)




Adult Checklist of Concerns (p. 2 of 2)

Name: Date:

Impulsiveness, loss of control, outbursts
Irresponsibility

Judgment problems, risk taking

Legal matters, charges, suifs

Loneliness

Marital conflict, distance/coldness, infidelity/affairs, remarriage
Memory probiems

Menstrual problems, PMS, menopause

Mood swings

Motivation, laziness

Nervousness, tension

Obsessions, compulsions (thoughts or actions that repeat themselves)
Oversensitivity to rejection '

Panic or anxiety attacks

Perfectionism

Pessimism

Procrastination, work inhibitions, laziness

Relationship problems

School problems (see also "Career concerns . . .")

Self-centeredness

Self-esteem

Self-neglect, poor self-care

Sexual issues, dysfunctions, conflicts, desire differences, other (see also "Abuse")
Shyness, oversensitivity to criticism

Sleep problems—too much, too little, insomnia, nightmares

Smoking and tobacco use

Stress, relaxation, stress management, stress disorders, tension
Suspiciousness

Suicidal thoughts

Temper problems, self-control, low frustration tolerance

Thought disorganization and confusion

Threats, violence

Weight and diet issues

Withdrawal, isolating

Work problems, employment, workaholism/overworking, can't keep a job
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Any other concerns or issues:

Please look back over the concerns you have checked off and choose the one that you most want help with. it

is:

This is a strictly confidential patient medical record. Redisclosure or transfer is expressly prohibited by law.




Chemical Use Survey

Name: ) Date:

In order to treat you effectively, | need information about the ways you and your family have used alcohol,
drugs, and other chemicals that can affect you psychologically. So please answer these questions fully.

A. What have you used?
1. Think about any and all chemicals you have used, and indicate how much you used (amount) and how
often (frequency). Then indicate all the effects it had on you (mental, physical, family, legal, etc.).

First use Last use Over the last 30 days See
Chemical Age Amount Date .Amount Amount and Effects/ question 3,
how often consequences below
Caffeine

Tobacco
Smoked
Chewed

Alcohol

Marijuana

Cocaine/ Crack
Injected
Smoked

Inhalants
Others: Specify

2. Write "P" above next to your primary drug of choice. 3. For each chemical you currently use, what
causes you to stop? Enter one or more of these letters in the last column above: A = The money runs out. B
= ] use up my supply. C = Personal choice. D = Unconsciousness. E = Achieved my purpose. F = Other
reasons:

4. What are or were your sources of money for buying the chemicals you have used?

B. Which of these have you had? ( ) Blackouts ( ) Bad reactions () Withdrawal symptoms
( ) Overdoses () Detoxification in a hospital () Other problems:

C. Treatment for chemical use
Dates Participation in
Type of Voluntary? Length of aftercare programs Effects of
From To Agency/provider program* (Yesorno) treatment Methods used (No/Which?) treatment®

*In the fourth column, use these codes: AA/NA = Alcoholics Anonymous/Narcotics Anonymous; O = Outpatient counseling; ID = Inpatient
detoxification; IT = Inpatient treatment (e.g., 28-day); O = Other. .
"in the last column, use these codes: W = made situation Worse; N = No change; U = better Understanding of addiction; R§20= Reduction

of use; BA = Brief abstinence; LA = Long-term abstinence; O = Other:




Chemical Use Survey (page 2 of 2)

Name: Date:

D. Family patterns of chemical use
Please describe the chemical(s) used by family members.

First use Last use Over the last 30 days
How
Name Chemical Age Amount Date Amount Amount often Effects

Father
Mother
Brothers/

sisters

Spouse
Other

relatives

Please add any other information you think is important:

F. Seif-description of use
1. Would you say you are a social drinker are a heavy drinker are an alcoholic or have a drinking

problem? Or how would you describe your use?

2. Would you say you are a recreational drug user are an addict or have a drug problem? Or how would

you describe your use?

G. Other
Has your drinking/drug use caused you any spiritual problems?

This is a strictly confidential patient medical record. Redisclosure or transfer is expressly prohibited by law.




Authorization to Disclose Protected Health Information to Primary Care Physician’

Communication between behavioral health providers and your primary care physician (PCP) is jmportant fo ensure that you receive comprehensive and quali_ty '
health care. This form will allow your Behavioral Health Provider to share protected health information (PHI) with your Pximal_y Care Physician (PCP). This
iuformation will not be released without your signed authorization. This PHI may include diagnosis, treatment 1_)1an, progress, and medication if necessary.

i . s ) . / _ /

(Patient Name — Please Print) (Patient Identification Number) (Patient Date of Birth - MM/DD/YY YY)
aﬁtboﬁze , to release protected heslth information related to my evaluation and treatment to:

(Provider Name — Please Print) ﬂC,/) e .
PCP Name: PCP Phone:
PCP Address: :
{Street) (City) (State) (Zip Code)
Tuformation to be completed by Behavioral Health Provider

I saw on ' for

(Patient Name ~ Please Print) (Date) (Reason / Diagnosis)
Summary: '

The following medication was or will be started (indicate medjcation & dosage):

If no medication is indicated, check as appropriate:

Medication not prescribed Patient refused medication . Psychotherapy suggested before trying medication
Treatment recommmendations:

Lab tests for the following: CBC Thyrold Studies Chem Panel EKG

Other treatment recommendations:

If you have any questions or would like to discuss this case in greater detail, please call me at:

(Phone Number)

(Provider Signature) v (Provider Printed Name) (Licensure)
Patient Rights
% You can end this authorization (permission to use or disclose information) aiy time by contacting:

+  If you make a request fo end this authorization, it will not include information that has already been used or disclosed based on your previous
permission. For more information about this and other rights, please see the applicable Notice of Privacy Practices.

4 You cannot be required to sign this form as a condijtion of treatruent, payment, enrollment, or eligibifity for benefits.
< Information that is disclosed as a result of this Authorization Form may be re-disclosed by the recipient and no Jonger protected by law.
4 You do not have to agree to this request to use of disclose your informarion.

Patient Authorization :
1, the undersigned understand that I may revoke this consent at any time except fo the extent that action has been taken in reliance upon it and that in any
event this consent shall expire six (6) months from the date of signature, upless another date is specified. 1have read and understand the above information
and give my authorization: PATIENT PLEASE CHECK. ONE

To release any applicable mental health / substance abnse information to my primary care physician.
To release only medication information to my primary care physician.

1 DO NOT give my authorization to release any information to my pritary care physician.

(Patient Signature) (Date) {Sipnature of Patient’s Authorized Representative) (Date)

If signed by Authorized Representative, describe relationship to patient:

PROVIDER: PLEASE SEND A COPY OF THIS SIGNED FORM TO THE PRIMARY CARE PRYSICIAN AND KEEP THE ORIGINAL IN
THE TREAMENT RECORD .

NOTICE T0 RECIPIENT OF INFORMATION
This informatéon has been disclosed to you from records the confidentiality of which may be protected by federal ond/or state low. IF the records are protected under the federal regulations on the
confidentiality of aleohol and drug abuse patient records (42 CFR Part 2), you are prohibited from making any further disclosure of this information unless further disclosure is expressly permitted by the
written consent of the person fo whom it pertains, or es otherwise permitted by 42 CFR Part 2. A general anthorization for the release of medical or other information is NOT sufficient far glic ruemne-

The federal rulex restrict arty use nf the informatian ta rrimfnnlle § v e Attt e X




