PHYSICAL HEALTH HISTORY

CLIENT NAME (LAST, FIRST) DATE OF BIRTH
GENERAL HEALTH (CIRCLE ONE) EXCELLENT GOOD FAIR POOR
SLEEP PROBLEMS (CIRCLE ONE) NONE OCCASIONAL FREQUENT
RECENT CHANGE IN SLEEP PATTERN OR QUALITY? Y N

DESCRIBE:

APPETITE: (CIRCLE ONE) EXCELLENT GooD FAIR POOR
RECENT CHANGE IN APPETITE? Y N
RECENT GAIN OR WEIGHT L0Oss? Y N

WAS THIS RECENT WEIGHT GAIN OR LOSS INTENTIONAL? Y N

PLEASE CHECK BELOW IF YOU CURRENTLY HAVE ANY OF THESE SYMPTOMS?

_ SEVERE HEADACHES _ NAUSEA/VOMITING _ NOSE BLEEDS

_ HicH/Low BLOOD PRESSURE _ NUMBNESS/TINGLING _ SEVERE INJURY

_ SHORTNESS OF BREATH _ BLURRED VISION _ BACKINJURY

_ ASTHMA/CHRONIC COUGH _ HEART POUNDING _ HEARING TROUBLE
_ DIFFICULTY CONCENTRATING _ DI1zZINESS/FAINTING _ Loss oF MEMORY
__ABDOMINAL PAIN/INDIGESTION _ CHEST PAIN/PRESSURE

IF YES, PLEASE EXPLAIN:

PERSONAL OR FAMILY HISTORY OF:
_ CANCER _ DIABETES _ THYROID PROBLEMS
_ HEART DISEASE _TB _ OTHER

MAJOR SURGERIES OR INJURIES/ YEAR:

HEAD INJURIES: YES/NO

IF YES, PLEASE PROVIDE A BRIEF SUMMARY OF INJURY, INCLUDING AGE AT WHICH IT OCCURRED:




NAME OF YOUR PRIMARY CARE PHYSICIAN? PH#

DATE LAST SEEN BY PHYSICIAN

CURRENT MEDICATIONS YOU ARE TAKING, INCLUDING DOSAGE:
NAME OF MEDICATION DOSAGE

PLEASE CHECK BELOW ANY THAT APPLY TO YOU:

CIGARETTES # PACKS PER DAY FOR HOW LONG?
ALCOHOL_____ AMOUNT PER WEEK FOR HOW LONG?
COFFEE____ # CUPS PER DAY FOR HOW LONG?
EXERCISE____ DESCRIBE

HAS ANYONE EVER SUGGESTED TO YOU THAT YOU WERE/ARE DEPENDENT ON ALCOHOL OR OTHER
DRUGS? YES No
ARE YOU CURRENTLY USING ALCOHOL OR OTHER DRUGS? YES No

IF "YES" LIST ALL SUBSTANCES

IF THIS USE WAS IN THE PAST, WHEN DID YOU STOP?

HAVE YOU EVER RECEIVED MENTAL HEALTH SERVICES? ___YES ___No
HAVE YOU EVER RECEIVED SUBSTANCE ABUSE SERVICES? ____ YES __NO
IN-PATIENT

WHEN?

WHERE?

OUT-PATIENT
VWHEN?

RE?

HAVE YOU EVER BEEN A VICTIM OF EMOTIONAL, PHYSICAL, OR SEXUAL ABUSE? Y N




FAMILY HISTORY: PLEASE TELL US IF ANYONE IN YOUR FAMILY HAS A HISTORY OF:

MENTAL HEALTH DISORDER

SUBSTANCE USE

THIS INFORMATION IS CORRECT TO THE BEST OF MY KNOWLEDGE.

CLIENT SIGNATURE DATE



