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Patient Registration 

Name: ______________________________________________________________________ 

 DOB:  _____/_____/______    SSN: _______-_____-__________   Sex:   F   M  

Address (no P.O. Box): __________________________________________________________________ 

City/ State/ Zip: _________________________________________________________________________ 

Home phone :(______) ________-__________ Cell phone :(______) ________-__________  

Email:________________________________________ Preferred method of contact_____________________ 
 
Emergency Contact:  

Name: ____________________________________Phone: (______) ________-__________  

Referred by: ____________________________________ 

Insurance Information:  

Do you have insurance? 

 

Yes:   No:   I hereby certify that the above statements are correct.  

Yes:   No:   I authorize the release of any medical information necessary to process insurance claims.  

Yes:   No:   I authorize benefits for services to be paid directly to Integrative Health & Wellness Inc.  

 

 

Signature:_______________________________________      Date ____/ _____/ ____ 

For Office Use Only:  

          Diagnosis Code: ________________________  Insurance Verification: Caller Initials ________   

          Effective Date of Coverage: _______________  Insurance Co Contact: ___________________   

          Deductible (Cal Yr/Contract Yr): ____________  Benefits (copay or %): ___________________  

           

 

 Yes 

(if you have insurance, check and complete below) 
  

 No 

 

 BCBS of MN subscriber ID #:___________________________________________ 

 Prime West Health subscriber ID #:_______________________________________ 

Policy Holder’s Name:_______________________________ Policy Holder’s Birthday:_____/_____/______          

Client Rel. to Insured:   Self    Spouse    Child    Other:___________________________          

Policy #:_________________________________________________________________ 

Group Plan #:_____________________________________________________________ 
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Consent to Treatment and Recipient’s Rights 

 
 

Client__________________________________    

 

 I, _____________________________________________ the undersigned, attest that I have Voluntarily entered into 
treatment, or give my consent for the minor or person under my legal guardianship (mentioned above), to enter into 
treatment at Integrative Health and Wellness Inc. (IHW). Further, I consent to have treatment provided by Integrative 
Health and Wellness Inc. The rights, risks, and benefits associated with the treatment have been explained to me. I 
understand that the therapy may be discontinued at any time by either party. The clinic encourages that this decision be 
discussed with the treating psychotherapist. This will help facilitate a more appropriate plan for discharge. 

Recipient’s Rights: I certify that I have received the Recipient’s Rights pamphlet and certify that I have read and 
understand its content. 

Nonvoluntarily Discharge from Treatment: A client may be terminated from IHW nonvoluntarily. if: (A) the client exhibits 
physical violence, verbal abuse, carries weapons, or engages in illegal acts at the clinic, and/or (B) the client refuses to 
comply with stipulated program rules, refuses to comply with treatment recommendations, or does not make payment or 
payment arrangements in a timely manner. The client will be notified of the nonvoluntary discharge by letter. The client 
may appeal this decision with the Clinic Director or request to reapply for services at a later date. 

Client Notice of Confidentiality: The confidentiality of patient records maintained by IHW are protected by federal and/or 
state law and regulations. Generally, IHW may not say to a person outside IHW that a patient attends the program or 
disclose any information identifying a patient as an alcohol or drug abuser unless: (1) the patient consents in writing, (2) the 
disclosure is allowed by a court order, or (3) the disclosure is made to medical personnel in a medical emergency, or to 
qualified personnel for research, audit, or program evaluation. 

Violation of federal and/or state law and regulations by a treatment facility or provider is a crime. Suspected violations may 
be reported to appropriate authorities. Federal and/or state law and regulations do not protect any information about a 
crime committed by a patient either at IHW, against any person who works for IHW, or about any threat to commit such a 
crime. Federal law and regulations do not protect any information about suspected child (or vulnerable adult) abuse or 
neglect, or adult abuse from being reported under federal and/or state law to appropriate state or local authorities. Health 
care professionals are required to report admitted prenatal exposure to controlled substances that are potentially harmful. It 
is IHW’s duty to warn any potential victim when a significant threat of harm has been made. In the event of a client’s death, 
the spouse or parents of a deceased client have a right to access their child’s or spouse’s records. Professional 
misconduct by a health care professional must be reported by other health care professionals, in which related client 
records may be released to substantiate disciplinary concerns. Parents or legal guardians of nonemancipated minor clients 
have the right to access the client’s records. When fees are not paid in a timely manner, a collection agency will be given 
appropriate billing and financial information about the client, not clinical information. My signature below indicates that I 
have been given a copy of my rights regarding confidentiality. I permit a copy of this authorization to be used in place of the 
original. Client data of clinical outcomes may be used for program evaluation purposes, but individual results will not be 
disclosed to outside sources. 

I consent to treatment and agree to abide by the above-stated policies and agreements with Integrative Health and 
Wellness Inc.  
This consent will expire automatically after 1 year from the date on which it is signed, or upon fulfillment of the 
purposes stated above. This consent may be terminated at any time by a written notice from the client or legal 
guardian. 

 
 

____________________________________________   Date ____/ _____/ ____ 
Signature of Client/Legal Guardian        

  
(In a case where a client is under 18 years of age, a legally responsible adult acting on his/her behalf) 

 
  

____________________________________________ Date ____/ _____/ ____ 
Witness          



Recipient’s Rights Notification 

As a recipient of services at our facility, we would like to inform you of your rights as a patient. 
The information contained in this form explains your rights and the process of complaining if you believe your rights have been 

violated. 

Your rights as a patient 

 1. Complaints. We will investigate your complaints. 
 2. Suggestions. You are invited to suggest changes in any aspect of the services we provide. 
 3. Civil rights. Your civil rights are protected by federal and state laws. 
 4. Cultural/spiritual/gender issues. You may request services from someone with training or experiences from a specific cultural, 

spiritual, or gender orientation. If these services are not available, we will help you in the referral process. 
 5. Treatment. You have the right to take part in formulating your treatment plan. 
 6. Denial of services. You may refuse services offered to you and be informed of any potential consequences. 
 7. Record restrictions. You may request restrictions on the use of your protected health information; however, we are not required to 

agree with the request. 
 8. Availability of records. You have the right to obtain a copy and/or inspect your protected health information; however, we may deny 

access to certain records. If so, we will discuss this decision with you. 
 9. Amendment of records. You have the right to request an amendment in your records; however, this request could be denied. If 

denied, your request will be kept in the records. 
10. Medical/legal advice. You may discuss your treatment with your doctor or attorney. 
11. Disclosures. You have the right to receive an accounting of disclosures of your protected health information that you have not 

authorized. 

Your rights to receive information 

 1. Medications used in your treatment. We will provide you with information describing any potential risks of medications prescribed 
at our facility. 

 2. Costs of services. We will inform you of how much you will pay. 
 3. Termination of services. You will be informed as to what behaviors or violations could lead to termination of services at our clinic. 
 4. Confidentiality. You will be informed of the limits of confidentiality and how your protected health information will be used. 
 5. Policy changes. 

Our ethical obligations 

 1. We dedicate ourselves to serving the best interest of each client. 
 2. We will not discriminate against clients or professionals based on age, race, creed, disabilities, handicaps, preferences, or other 

personal concerns. 
 3. We maintain an objective and professional relationship with each client. 

4. We respect the rights and views of other mental health professionals. 
 5. We will end services or refer clients to other programs when appropriate. 
 6. We will evaluate our personal limitations, strengths, biases, and effectiveness on an ongoing basis for the purpose of self-

improvement. We will continually attain further education and training. 
 7. We respect various institutional and managerial policies but will help to improve such policies if the best interest of the client is 

served. 
Patient’s responsibilities 

 1. You are responsible for your financial obligations to the clinic as outlined in the Payment Contract for Services. 
 2. You are responsible for following the policies of the clinic. 
 3. You are responsible to treat staff and fellow patients in a respectful, cordial manner in which their rights are not violated. 
 4. You are responsible to provide accurate information about yourself. 

What to do if you believe your rights have been violated 

If you believe that your patient rights have been violated, contact our Clinic Director at:  
819 Paul Bunyan Dr. S. 
Bemidji, MN 56601    

Or call  
(218) 444-3161. 
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EMDR Acknowledgement & Consent  
 
 
I have been advised and understand that Eye Movement Desensitization and Reprocessing (EMDR) is a treatment 
approach that has been widely validated by research for use with Post Traumatic Stress Disorder (PTSD). Research on 
other applications of EMDR is now in progress. 
 
 
I have also been specifically advised of the following: 
 

1. Distressing, unresolved memories may surface through the use of the EMDR procedure. Some clients have 
experienced reactions during the treatment sessions that neither they nor the administering clinician may have 
anticipated, including a high level of emotion and/or physical sensations. 
 

2. Subsequent to the treatment session, the processing of incidents and/or material may continue, and other dreams, 
memories, flashbacks, feelings, etc., may surface. 

 
 
Before commencing EMDR treatment, I have thoroughly considered all of the above information. I have obtained whatever 
additional input and/or professional advice I deemed necessary and/or appropriate to making an informed decision 
concerning my participation in EMDR treatment. 
 
 
By my signature below, I consent to receiving EMDR treatment from Jodi Anderson, MSW, LICSW.  
 
My signature on this Acknowledgement and Consent Form is free from pressure or influence from any person or entity. 
 
This consent will expire automatically after 1 year from the date on which it is signed, or upon fulfillment of the 
purposes stated above. This consent may be terminated at any time by a written notice from the client or legal 
guardian. 
 
 
 
 
 
 

_________________________________________  Date ____/ _____/ ____ 
               Signature of Client/Legal Guardian        

 
 
 
 
 

__________________________________________  Date ____/ _____/ ____ 
Witness        
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Release of Information Consent 

Client’s Name: __________________________________________________________ 

Address: ____________________________________City:_____________________State:______Zip Code: _______ 

Phone: ____________________________ DOB: _______/________/_________ 

I, ____________________________________________________, authorize Integrative Health & Wellness Inc. to 

send/receive the following to/from  Name(Agency/Person): ____________________________________ 

 

Address: ____________________________________City:___________________State:_____Zip Code: ________ 

A SEPARATE AUTHORIZATION, AS DEFINED BY HIPAA, IS REQUIRED FOR PSYCHOTHERAPY NOTES. 

______ Academic testing results ______ Psychological testing results 
______ Behavior programs ______ Service plans 
______ Progress reports ______ Summary reports 
______ Intelligence testing results ______ Vocational testing results 
______ Medical reports ______ Entire record, except progress notes 
______ Personality profiles ______ Psychotherapy notes 
______ Psychological reports ______ Others, specify ________________________________ 

The above information will be used for the following purposes: 

______  Planning appropriate treatment  
______  Continuing appropriate treatment  
______  Determining eligibility for benefits  
______  Case review   ______  Updating files 
______  Coordinate Care  
______  Other (specify) ________________________________________________________ 

I understand that this information may be protected by Title 42 (Code of Federal Rules of Privacy of Individually Identifiable Health 
Information, Parts 160 and 164) and Title 45 (Federal Rules of Confidentiality of Alcohol and Drug Abuse Patient Records, Chapter 1, 
Part 2), plus applicable state laws. I further understand that the information disclosed to the recipient may not be protected under these 
guidelines if they are not a health care provider covered by state or federal rules. 
I understand that this authorization is voluntary, and I may revoke this consent at any time by providing written notice. After 1 year this 
consent automatically expires. I have been informed what information will be given, its purpose, and who will receive the information. I 
understand that I have a right to receive a copy of this authorization. I understand that I have a right to refuse to sign this authorization. 

This consent will expire automatically after 1 year from the date on which it is signed, or upon fulfillment of the 
purposes stated above. This consent may be terminated at any time by a written notice from the client or legal 
guardian. 

Your relationship to client:  ____Self ____Parent/legal guardian ____Legal representative 
 

                        ____Other (describe) _______________________________________ 

If you are the legal guardian or representative appointed by the court for the client, please attach a copy of this 
authorization to receive this protected health information. 
 

Client’s Signature: _________________________________ Date ____/ _____/ ____ 
 

Signature: _______________________________________ Date ____/ _____/ ____ 
Parent/guardians/personal representative (if applicable)    

 

Signature: _______________________________________ Date ____/ _____/ ____ 
Witness (if client is unable to sign)         

 

(circle above) (circle above) 
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Payment Contract for Services 
 

Client Name _______________________________________________  Date ______/______/_______ 

l A therapy hour is 45-50 minutes. $175 per session is payable at the start of each therapy hour, unless other arrangements 
have been made. Payment may be made with cash or credit card. No checks will be accepted.  

l A credit card will be on file and charged for any outstanding balances at the end of each business day.  This includes session 
fees, missed appointments, insurance copays and patient responsibilities. A convenience fee of $5 will be applied for each 
credit card transaction. 

l A discount of $25 per session applies if cash is paid in full at the time of service. 

l The client is fully and directly responsible to Integrative Health & Wellness Inc. for the payment of services rendered. 

l Insurance coverage differs, so please check with your insurance company to determine the requirements for mental health 
coverage. 

l If payment becomes a problem, you are encouraged to discuss this directly with your therapist to consider other alternatives. 

l If fees change during the course of treatment, you will be given adequate notice of these changes. 

l You will be charged the full session fee of $175 for missed appointments or appointments cancelled with less than a 
24-hour notice (except in cases of illness, emergency or severe weather). 

l Fees for telephone contacts or to prepare reports (for court, insurance companies or other entities) will be pro-rated, based on 
the standard hourly rate. 

l Balances 30 days or more overdue will be assessed a late fee of $25 at the end of each monthly billing cycle.  

Card information 

Card Holder’s Name ___________________________________________________________________  
 

Last 4 Digits of the Card Number ___ ___ ___ ___       Card Type: ______________________________ 
 

Valid Thru _______ / ______________          Billing Zip Code ___________________          CVC __________________ 

I understand my responsibility for payment of fees. Please select one of the following payments options: 

 Initials  I am registering as a private pay client and understand payment is due prior to services. 
Waiver of Insurance Billing: I understand by receiving a cash payment discount, Integrative Health & Wellness Inc. will not bill 
insurance for services provided under this arrangement. No forms will be produced now, or in the future, for insurance billing 
purposes. I agree to waive insurance billing by Integrative Health & Wellness Inc.  

OR  

 Initials  I authorize Integrative Health & Wellness Inc. to provide information to my insurance carrier(s) concerning any 
services rendered to me or any member of my family. I understand it is my responsibility as the client to know and understand 
my insurance coverage/benefits. It is my responsibility to call my insurance company to verify services before services are 
rendered. If insurance does not pay for services received, I understand I am financially responsible to pay for these services.  

I have been given a copy of the current fee policy and have been given the opportunity to discuss my financial 
situation with my therapist. I understand I will be responsible for all fees as indicated and as outlined on this 
payment contract. I authorize Integrative Health and Wellness to charge the balance due to the credit card on file. 
    

 
 
_____________________________________    Date ____/ _____/ ____ 

                          Signature of Client/Legal Guardian  
 
 
 
_____________________________________    Date ____/ _____/ ____ 

                       Witness     

 

 

MM          YYYY 

Visa / Master Card / any other type 
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CVC 

C A R D   H O L D E R   N A M E 

C A R D   N U M B E R 
E X P I R A T I O N   

D A T E 

C A R D   T Y P E 

B I L L I N G   Z I P C O D E 

-            -               -                           / 
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Rates and Insurance 

EMDR Individual Therapy Rates 

Fees are payable at the beginning of the session by cash or credit card unless other arrangements have been made. Discounts only 

apply if sessions are paid with cash at the session. 

 

 45-55 minute session 

• $175 if paid by credit card or after your session. 
• $150 ($25 discount) if paid in cash. 

For more rate information, call IHW at (218) 444-3161 or email us at contactus@getintegrative.com 

INSURANCE 

Jodi Anderson is licensed to provide therapeutic services by the State of Minnesota as a Licensed Independent Clinical Social Worker 

(LICSW). She is eligible to provide coverage through Blue Cross Blue Shield of MN, Medicaid (MA), Prime West. Although she does not 

work directly with other health insurance companies, many providers reimburse for services on an out-of-network basis. Coverage 

depends on your specific plan. Please see below for questions to ask your provider. 

If you would like to use this option, you will pay the full session fee at the time of service and submit the claim to your insurance 

company. Please discuss this option with us so we can provide you with the appropriate forms and receipts. 

As a general rule, health insurance companies will only pay for therapy if there is a diagnosable condition (e.g.: Dysthymic Disorder, 

Major Depressive Disorder, PTSD, Generalized Anxiety Disorder, etc.). In-network therapists must make a diagnosis within two sessions 

and submit details of the diagnosis, the current symptoms and a treatment plan to the insurance provider. Insurance companies who are 

paying for treatment have the right to periodically review progress and ask about any shifts in treatment-focus to determine whether they 

will continue to pay for therapy. Please note that couples therapy – where the relationship is the focus of the therapy – is NOT typically 

covered by insurance unless one of the parties has a diagnosable condition for which couples therapy is a legitimate and recognized 

treatment. 

Mental health insurance coverage is changing. Many insurance companies are challenging the medical necessity of treatment. Those 

companies are asking for more reports (documentation) and are taking longer to respond to a claim. If it is necessary for us to prepare a 

report for an insurance company, you may be charged for report writing time at the same rate as therapy time. 

Therapists who choose not to be in-network with health insurance companies still assess for diagnosable conditions, create treatment 

plans and keep regular progress notes. However, you do not have to meet criteria for a formal diagnosis to receive therapy, and you 

have much more flexibility in choosing the issues that you would like to be the focus of therapy. This means that you can bring any 

issues to therapy, whether it is relational, sexual, spiritual, cultural, work/career-related, bereavement-related or other areas of concern 

to you.    

INSURANCE QUESTIONS TO ASK YOUR PROVIDER (CIRCLE THE RIGHT AMSWER) 

• Do I have mental health insurance benefits?    YES  NO 

• What is my deductible and has it been met?    YES  NO 

• Do I have a co-pay and/or co-insurance? What is the amount?  YES  NO  

• How many sessions per year does my health insurance cover?  YES  NO 

• What is the coverage amount per therapy session?    YES  NO 

• Do you require prior authorization before treatment begins?   YES  NO 

• What forms do I need and where can I get them?    YES  NO 

 

For more billing information, call IHW at (218) 444-3161 or email us at contactus@getintegrative.com 
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Adult Checklist of Concerns  
 

Name: ____________________________________________________  Date ____/ _____/ _____ 

 

Please mark all of the items below that apply, and feel free to add any others at the bottom 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 
complete the “Child Checklist of Characteristics.”)  
 
❑ I have no problem or concern bringing me here  

❑ Abuse—physical, sexual, emotional, neglect (of children or elderly persons), 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)  

❑ 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  

❑ Housework/chores—quality, schedules, sharing duties  

❑ Inferiority feelings  

❑ Interpersonal conflicts  

❑ Impulsiveness, loss of control, outbursts  

❑ Irresponsibility  

❑ Judgment problems, risk taking  

❑ Legal matters, charges, suits  



❑ Loneliness  

❑ Marital conflict, distance/coldness, infidelity/affairs, remarriage, different expectations, disappointments  

❑ Memory problems  

❑ Menstrual problems, PMS, menopause  

❑ Mood swings  

❑ Motivation, laziness  

❑ Nervousness, tension  

❑ Obsessions, compulsions (thoughts or actions that repeat themselves)  

❑ Oversensitivity to rejection  

❑ Pain, chronic 

❑ Panic or anxiety attacks  

❑ Parenting, child management, single parenthood  

❑ Perfectionism  

❑ Pessimism  

❑ Procrastination, work inhibitions, laziness  

❑ Relationship problems (with friends, with relatives, or at work)  

❑ 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  

❑ Spiritual, religious, moral, ethical issues  

❑ Stress, relaxation, stress management, stress disorders, tension  

❑ Suspiciousness, distrust  

❑ 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, dissatisfaction, ambition  

❑ 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.  
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BIOPSYCHOSOCIAL HISTORY 

PRESENTING PROBLEMS 

Presenting problems   Duration (months)   Additional information: 

               

               

               

CURRENT SYMPTOM CHECKLIST (Rate intensity of symptoms currently present) 

None = This symptom not present at this time  •  Mild = Impacts quality of life, but no significant impairment of day-to-day functioning 

Moderate = Significant impact on quality of life and/or day-to-day functioning  •  Severe = Profound impact on quality of life and/or day-to-day functioning 
 None Mild Moderate Severe None Mild Moderate Severe  None Mild Moderate Severe 

depressed mood [  ] [  ] [  ] [  ] bingeing/purging [  ] [  ] [  ] [  ] guilt [  ] [  ] [  ] [  ] 

appetite disturbance [  ] [  ] [  ] [  ] laxative/diuretic abuse [  ] [  ] [  ] [  ] elevated mood [  ] [  ] [  ] [  ] 

sleep disturbance [  ] [  ] [  ] [  ] anorexia [  ] [  ] [  ] [  ] hyperactivity [  ] [  ] [  ] [  ] 

elimination disturbance [  ] [  ] [  ] [  ] paranoid ideation [  ] [  ] [  ] [  ] dissociative states [  ] [  ] [  ] [  ] 

fatigue/low energy [  ] [  ] [  ] [  ] circumstantial symptoms [  ] [  ] [  ] [  ] somatic complaints [  ] [  ] [  ] [  ] 

psychomotor retardation [  ] [  ] [  ] [  ] loose associations [  ] [  ] [  ] [  ] self-mutilation [  ] [  ] [  ] [  ] 

poor concentration [  ] [  ] [  ] [  ] delusions [  ] [  ] [  ] [  ] significant weight gain/loss [  ] [  ] [  ] [  ] 

poor grooming [  ] [  ] [  ] [  ] hallucinations [  ] [  ] [  ] [  ] concomitant medical condition [  ] [  ] [  ] [  ] 

mood swings [  ] [  ] [  ] [  ] aggressive behaviors [  ] [  ] [  ] [  ] emotional trauma victim [  ] [  ] [  ] [  ] 

agitation [  ] [  ] [  ] [  ] conduct problems [  ] [  ] [  ] [  ] physical trauma victim [  ] [  ] [  ] [  ] 

emotionality [  ] [  ] [  ] [  ] oppositional behavior [  ] [  ] [  ] [  ] sexual trauma victim [  ] [  ] [  ] [  ] 

irritability [  ] [  ] [  ] [  ] sexual dysfunction [  ] [  ] [  ] [  ] emotional trauma perpetrator [  ] [  ] [  ] [  ] 

generalized anxiety [  ] [  ] [  ] [  ] grief [  ] [  ] [  ] [  ] physical trauma perpetrator [  ] [  ] [  ] [  ] 

panic attacks [  ] [  ] [  ] [  ] hopelessness [  ] [  ] [  ] [  ] sexual trauma perpetrator [  ] [  ] [  ] [  ] 

phobias [  ] [  ] [  ] [  ] social isolation [  ] [  ] [  ] [  ] substance abuse [  ] [  ] [  ] [  ] 

obsessions/compulsions [  ] [  ] [  ] [  ] worthlessness [  ] [  ] [  ] [  ] other (specify)   [  ] [  ] [  ] [  ] 

 

EMOTIONAL/PSYCHIATRIC HISTORY 

Prior outpatient psychotherapy? 
No   Yes If yes, on  occasions. Longest treatment by    for   sessions from  /  to  /  
 Provider Name  Month/Year Month/Year 
 Prior provider name City State Phone Diagnosis Intervention/Modality Beneficial? 
             ________  

             ________ 

Has any family member had outpatient psychotherapy? If yes, who/why (list all):     

No Yes                

Prior inpatient treatment for a psychiatric, emotional, or substance use disorder? 
No Yes If yes, on  occasions. Longest treatment at      from  /  to  /  
 Name of facility  Month/Year Month/Year 
 
 Inpatient facility name City State Phone Diagnosis Intervention/Modality Beneficial? 
               

                 

[  ] [  ] Has any family member had inpatient treatment for a psychiatric, emotional, or substance use disorder? If yes,  

No Yes who/why (list all):              

[  ] [  ] Prior or current psychotropic medication usage? If yes: 

No Yes Medication Dosage Frequency Start date End date Physician Side effects Beneficial? 
                 
                 
[  ] [  ] Has any family member used psychotropic medications? If yes, who/what/why (list all):     

No Yes                



FAMILY HISTORY 

FAMILY OF ORIGIN 
 
Present during childhood: Parents' current marital status: Describe parents: 
 Present Present Not [  ] married to each other Father Mother 
 entire part of present [  ] separated for   years full name      
 childhood childhood at all [  ] divorced for   years occupation      
mother [  ] [  ] [  ] [  ] mother remarried   times education      
father [  ] [  ] [  ] [  ] father remarried   times general health      
stepmother [  ] [  ] [  ] [  ] mother involved with someone 
stepfather [  ] [  ] [  ] [  ] father involved with someone Describe childhood family experience: 
brother(s) [  ] [  ] [  ] [  ] mother deceased for  ___  years [  ] outstanding home environment 
sister(s) [  ] [  ] [  ] age of patient at mother's death       [  ] normal home environment 
other (specify) [  ] [  ] [  ] [  ] father deceased for  ___ years [  ] chaotic home environment 
  age of patient at father's death         [  ] witnessed physical/verbal/sexual abuse 

toward others 
[  ] experienced physical/verbal/sexual abuse   
from others 

 
Age of emancipation from home:    Circumstances:         
                
                
 
Special circumstances in childhood:             
                
                
 

IMMEDIATE FAMILY 
Marital status: Intimate relationship: List all persons currently living in patient's household: 
[  ] single, never married [  ] never been in a serious relationship Name Age Sex Relationship to patient 
[  ] engaged   months [  ] not currently in relationship           
[  ] married for   years [  ] currently in a serious relationship           
[  ] divorced for   years           
[  ] separated for   years Relationship satisfaction: List children not living in same household as patient: 
[  ] divorce in process   months [  ] very satisfied with relationship           
[  ] live-in for   years [  ] satisfied with relationship           
[  ]   prior marriages (self) [  ] somewhat satisfied with relationship           
[  ]   prior marriages (partner) [  ] dissatisfied with relationship 
 [  ] very dissatisfied with relationship Frequency of visitation of above:     
 
Describe any past or current significant issues in intimate relationships:         
                
                
                
 
Describe any past or current significant issues in other immediate family relationships:       
                
                
                
 
MEDICAL HISTORY (check all that apply for patient) 

Describe current physical health:  [  ] Good [  ] Fair [  ] Poor Is there a history of any of the following in 
the family: 
  [  ] tuberculosis [  ] heart disease 
List name of primary care physician: [  ] birth defects [  ] high blood pressure 
Name   Phone   [  ] emotional problems [  ] alcoholism 
 [  ] behavior problems [  ] drug abuse 
List name of psychiatrist: (if any): [  ] thyroid problems [  ] diabetes 
Name   Phone   [  ] cancer [  ] Alzheimer's disease/dementia 
 [  ] mental retardation [  ] stroke 
List any medications currently being taken (give dosage & reason): [  ] other chronic or serious health problems    
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List any known allergies:   Describe any serious hospitalization or accidents: 
List any abnormal lab test results:          Date  _Age  __Reason    __ 
Date   Result                                      Date  _Age  __Reason    __ 
Date                              Result                                                                       Date  _Age  __Reason    __ 

SUBSTANCE USE HISTORY (check all that apply for patient) 

Family alcohol/drug abuse history: Substances used: Current Use 
 (complete all that apply) First use age Last use age (Yes/No)
 Frequency Amount 
[  ] father [  ] stepparent/live-in [  ] alcohol           
[  ] mother [  ] uncle(s)/aunt(s) [  ] amphetamines/speed           
[  ] grandparent(s) [  ] spouse/significant other [  ] barbiturates/owners           
[  ] sibling(s) [  ] children [  ] caffeine           
[  ] other   [  ] cocaine           
 [  ] crack cocaine           
Substance use status: [  ] hallucinogens (e.g., LSD)           
 [  ] inhalants (e.g., glue, gas)           
[  ] no history of abuse [  ] marijuana or hashish           
[  ] active abuse [  ] nicotine/cigarettes           
[  ] early full remission [  ] PCP           
[  ] early partial remission [  ] prescription            
[  ] sustained full remission [  ] other            
[  ] sustained partial remission 
 
Treatment history: Consequences of substance abuse (check all that apply): 
 
[  ] outpatient (age[s] ) [  ] hangovers [  ] withdrawal symptoms [  ] sleep disturbance [  ] binges 
[  ] inpatient (age[s] ) [  ] seizures [  ] medical conditions [  ] assaults [  ] job loss 
[  ] 12-step program (age[s] ) [  ] blackouts [  ] tolerance changes [  ] suicidal impulse [  ] arrests 
[  ] stopped on own (age[s] ) [  ] overdose [  ] loss of control amount used [  ] relationship conflicts 
[  ] other (age[s]  [  ] other          
 describe:    
 

DEVELOPMENTAL HISTORY (check all that apply for a child/adolescent patient) 

Problems during Birth: Childhood health: 

mother's pregnancy: [  ] normal delivery [  ] chickenpox (age  ) [  ] lead poising (age  ) 

 [  ] difficult delivery [  ] German measles (age  ) [  ] mumps (age  ) 

[  ] none [  ] cesarean delivery [  ] red measles (age  ) [  ] diphtheria (age  ) 

[  ] high blood pressure [  ] complications   [  ] rheumatic fever (age  ) [  ] poliomyelitis (age  ) 
[  ] kidney infection   [  ] whooping cough (age  ) [  ] pneumonia (age  ) 
[  ] German measles birth weight  lbs  oz. [  ] scarlet fever (age  ) [  ] tuberculosis (age  ) 
[  ] emotional stress [  ] autism [  ] mental retardation 
[  ] bleeding Infancy: [  ] ear infections [  ] asthma 
[  ] alcohol use [  ] feeding problems [  ] allergies to         
[  ] drug use [  ] sleep problems [  ] significant injuries        
[  ] cigarette use [  ] toilet training problems [  ] chronic, serious health problems       
[  ] other          
 
Delayed developmental milestones (check only Emotional / behavior problems (check all that apply): 
those milestones that did not occur at expected age): 
 [  ] drug use [  ] repeats words of others [  ] distrustful 
[  ] sitting [  ] controlling bowels [  ] alcohol abuse [  ] not trustworthy [  ] extreme worrier 
[  ] rolling over [  ] sleeping alone [  ] chronic lying [  ] hostile/angry mood [  ] self-injurious acts 
[  ] standing [  ] dressing self [  ] stealing [  ] indecisive [  ] impulsive 
[  ] walking [  ] engaging peers [  ] violent temper [  ] immature [  ] easily distracted 
[  ] feeding self [  ] tolerating separation [  ] fire-setting [  ] bizarre behavior [  ] poor concentration 
[  ] speaking words [  ] playing cooperatively [  ] hyperactive [  ] self-injurious threats [  ] often sad 
[  ] speaking sentences [  ] riding tricycle [  ] animal cruelty [  ] frequently tearful [  ] breaks things 
[  ] controlling bladder [  ] riding bicycle [  ] assaults others [  ] frequently daydreams [  ] other    
[  ] other                   [  ] disobedient             [  ] lack of attachment                   _________________ 
 

 



Social interaction (check all that apply): Intellectual / academic functioning (check all that apply): 

[  ] normal social interaction [  ] inappropriate sex play [  ] normal intelligence [  ] authority conflicts [  ] mild retardation 
[  ] isolates self [  ] dominates others [  ] high intelligence [  ] attention problems [  ] moderate 
retardation 
[  ] very shy [  ] associates with acting-out peers [  ] learning problems [  ] underachieving [  ] 
severe retardation 
[  ] alienates self [  ] other   Current  or highest education level     
  
 
Describe any other developmental problems or issues:           
                

 

SOCIO-ECONOMIC  HISTORY (check all that apply for patient) 

Living situation: Social support system: Sexual history: 

[  ] housing adequate [  ] supportive network [  ] heterosexual orientation [  ] currently sexually dissatisfied 

[  ] homeless [  ] few friends [  ] homosexual orientation [  ] age first sex experience   

[  ] housing overcrowded [  ] substance-use-based friends [  ] bisexual orientation [  ] age first pregnancy/fatherhood 
  

[  ] dependent on others for housing [  ] no friends [  ] currently sexually active [  ] history of promiscuity age _ to _ 

[  ] housing dangerous/deteriorating [  ] distant from family of origin [  ] currently sexually satisfied[  ] history of unsafe sex age _ to _ 

[  ] living companions dysfunctional Additional information:       
 Military history: 

Employment: [  ] never in military Cultural/spiritual/recreational history: 

[  ] employed and satisfied [  ] served in military - no incident cultural identity (e.g., ethnicity, religion):     

[  ] employed but dissatisfied [  ] served in military - with incident     

[  ] unemployed      describe any cultural issues that contribute to current problem:  

[  ] coworker conflicts         

[  ] supervisor conflicts Legal history: currently active in community/recreational activities? Yes [  ] No [  
] 

[  ] unstable work history [  ] no legal problems formerly active in community/recreational activities? Yes [  ] No [  
] 

[  ] disabled:   [  ] now on parole/probation currently engage in hobbies? Yes [  ] No [  ] 
 [  ] arrest(s) not substance-related currently participate in spiritual activities? Yes [  ] No [  ] 
Financial situation: [  ] arrest(s) substance-related if answered "yes" to any of above, describe:    
[  ] no current financial problems [  ] court ordered this treatment         

[  ] large indebtedness [  ] jail/prison   time(s)         

[  ] poverty or below-poverty income total time served:    

[  ] impulsive spending describe last legal difficulty:   

[  ] relationship conflicts over finances      
 

SOURCES OF DATA PROVIDED ABOVE: [  ] Patient self-report for all  [  ] A variety of sources (if so, check appropriate 
sources below): 

Presenting Problems/Symptoms Family History Developmental History 

[  ] patient self-report [  ] patient self-report [  ] patient self-report 
[  ] patient’s parent/guardian [  ] patient's parent/guardian [  ] patient's parent/guardian 
[  ] other (specify)   [  ] other (specify)   [  ] other (specify)     

Emotional/Psychiatric History Medical/Substance Use History Socioeconomic History 

[  ] patient self-report [  ] patient self-report [  ] patient self-report 
[  ] patient’s parent/guardian [  ] patient's parent/guardian [  ] patient's parent/guardian 
[  ] other (specify)   [  ] other (specify)   [  ] other (specify)     
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Name: ____________________________________________________ Date ____/ _____/ ____ 

PHQ-9 

Over the last 2 weeks, how often have you been bothered by any of 
the following problems? 

Not at all 
Several 

days 

More 
than half 
the days 

Nearly 
every 
day 

1 Little interest or pleasure in doing things 0 1 2 3 

2 Feeling down, depressed, or hopeless 0 1 2 3 

3 Trouble falling or staying asleep, or sleeping too much 0 1 2 3 

4 Feeling tired or having little energy 0 1 2 3 

5 Poor appetite or overeating 0 1 2 3 

6 
Feeling bad about yourself — or that you are a failure or have let 
yourself or your family down 

0 1 2 3 

7 
Trouble concentrating on things, such as reading the newspaper or 
watching television 

0 1 2 3 

8 
Moving or speaking so slowly that other people could have noticed? 
Or the opposite — being so fidgety or restless that you have been 
moving around a lot more than usual 

0 1 2 3 

9 
Thoughts that you would be better off dead or of hurting yourself in 
some way 

0 1 2 3 

 
 
 
 PHQ9 total score: 

  

  

   

 

 

Q6 
CORE 10 

I made plans to end my life in the last 2 weeks NO YES   

 

GAD-7 

 Over the last 2 weeks, how often have you been bothered by any of 
 the following problems? 

Not at all 
Several 

days 

More 
than half 
the days 

Nearly 
every 
day 

1 Feeling nervous, anxious or on edge 0 1 2 3 

2 Not being able to stop or control worrying 0 1 2 3 

3 Worrying too much about different things 0 1 2 3 

4 Trouble relaxing 0 1 2 3 

5 Being so restless that it is hard to sit still 0 1 2 3 

6 Becoming easily annoyed or irritable 0 1 2 3 

7 Feeling afraid as if something awful might happen 0 1 2 3 

  
GAD7 total score: 
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