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Pre- evaluation Questionnaire

Name of person seeking help:





Date of Birth_____________________
How did you hear about us?

Reason for Appointment:

How many psychotherapists/counselors have you seen in past for this problem and related problems? (please list most recent)
Any previous psychological testing?  YES     NO (Circle one)   If yes, do you have reports?   YES     NO
Have you been hospitalized for psychiatry problems? Yes / No. If yes, how many times?___ .   
When was the last time______________________

What is your opinion of psychiatric medications?

Name of other psychiatrists or psychiatric Prescribers you have previously seen for medication management:
__________________________________________________________________________________________

Have you ever attempted suicide?  YES
NO  (circle one)
Do you physically hurt yourself?   YES
NO  (circle one)
Do you have thoughts of seriously harming yourself or others now?       YES
NO  (circle one)
Did you have a happy childhood?   YES
NO  (circle one)
Where you raised by your parents?   YES
NO  (circle one)
How was your relationship with your parents growing up?

How is your relationship with your parents now?

Were you abused or molested as a child?   YES
NO  (circle one)
How many times have you been married?

Who do you presently live with?

How many children do you have?

What are the major problems in your present household?

Who is supportive of you at this time?

Are you facing any legal difficulties at this time?    YES
NO  (circle one)  If yes, what are they?
How much difficulty are you having presently in functioning at the your work/ home life/school?

What religious and spiritual values are important to you?

Substance-misuse history:
	Substance
	Problems and comments

	Caffeine
	

	Smoking
	

	Chewing tobacco
	

	Alcohol
	

	Marijuana
	

	Cocaine/crack
	

	Crank
	

	Narcotic painkillers
	

	Sedatives
	

	Inhalants(huffing)
	

	Amphetamines
	

	Other (name)
	


Past substance-abuse treatment: 

Family history of psychiatric illness:
Problem/Illness             In Which Family Member

	Nervous breakdown
	

	Depression
	

	Bipolar disorder
	

	Anxiety/panic
	

	Drug abuse
	

	Alcohol abuse
	

	Suicide with a gun
	

	Suicide (other)
	

	Violent crime
	

	Survivor of abuse
	

	Abuser or  Molester
	


Medication allergies:

Other allergies:

If female, last menstrual period:

(Women only) Do you have plans to become pregnant?          YES   
NO  (circle one)

Circle all problems present now or in past 
Allergies  
Asthma

Chronic cough/bronchitis
Snoring 

Chest pain  
Heart problems
Palpitations


Mitral valve prolapse 
Swelling of feet        High blood pressure
    Blood clots?

On blood thinners

Problem with urination

Miscarriages 

Sexual problems       Sexually Transmitted Diseases Abortions 


HIV      Weight gain  

Weight loss  
           Diarrhea
Constipation


Liver problems
   Heartburn/indigestion


Nausea and vomiting


Arthritis/muscle pains

Numbness or tingling

Seizures 
Stroke
       Headaches

Ringing in ears

Hearing aids
       Vision problems   

Thyroid problems
Diabetes mellitus
Genetic Problems
   TB
      Infections 

High sensitivity to medications

Other problems:

Family history of physical illness:

Problem/Illness                  In Which Family Member

	Diabetes
	

	Heart disease
	

	Sudden-death
	

	Other major illness
	


Primary care Practitioner and contact information:

Other Health Care Practitioners seemed regularly:

Current Psychiatric Medications including sleeping medications: 

Current non-psychiatric medications:

Psychiatric symptom checklist for Adults (check for problems present and double checks for major problems)

	Chronic pain
	

	Sexual difficulties
	

	Menstrual irregularities
	

	Planning pregnancy
	

	Difficulty in getting along with others
	

	Problems at workplace
	

	Problem with gambling
	

	Many relationship problems
	

	Not sure who I am
	

	Difficulty with anger management
	

	Taking too many risks
	

	Hoarding things
	

	Problem with medication side effects of
	

	Muscles are always tense
	

	Not enough time to rest or sleep
	

	Often missing shower or bath
	

	Unable to work
	


	Problems related to drinking
	

	Problems related to street drugs
	

	Increasing forgetfulness
	

	Hearing voices
	

	People are out to get me
	

	People talk about me
	

	There is a plot against me
	

	Wanting to hurt someone
	

	Feeling sad
	

	Feeling hopeless
	

	Feeling worthless
	

	No fun in life
	

	Cannot sleep
	

	No energy
	

	Weight loss
	

	Weight gain
	

	Cannot focus
	

	Don't feel like eating
	

	Making myself  throw up
	

	Using too many laxatives
	

	Eating too much
	

	Wanting to die
	

	Wanting to kill myself
	

	Wanting to cut myself
	

	Full of energy
	

	Mood swings
	

	Mood changes for no reason
	

	Panic attacks
	

	Feeling nervous and shaky
	

	Fear of death
	

	Worrying all the time
	

	Checking things over and over
	

	Cleaning  myself all the time
	

	Difficulty leaving home
	

	Shyness
	

	Difficulty being with people
	

	Nightmares
	

	Flashbacks of past
	

	Seeing no future
	

	Procrastination
	

	Disorganization 
	

	Always running late
	


:

Patient Name:  

Date of birth:  

Date of completing list:

Completed by:
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