QD PsycHIATRY WIMS

Name: DOB: Date:

Intake Questionnaire For New Patients (Adult)

This questionnaire is for the purpose of getting to know you better in order to provide the best possible
mental health services. Please complete this form as honestly and completely as possible. All
information that you provide to us will be kept confidential as required by state and federal law.

In your own words, describe the current problems as you see them: (500 character limit)
How long has this been going on? (200 character limit)
What made you come in at this time? (200 character limit)
What do you hope to gain from this evaluation and/or counseling? (200 character limit)

If you had difficulties in the past, what have you done to cope? Was it helpful? (500 character limit)
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Name:

DOB: Date:

SYMPTOMS

Please check any symptoms or experiences that you have had in the last month.

Average hours of sleep per night:
] Difficulty falling asleep
] Difficulty getting out of bed

] Difficulty staying asleep

] Not feeling rested in the morning

[] Persistent loss of interest in previously enjoyed activities

] Withdrawing from otheP eople
] Depressed mood

] Rapid mood changes

] Anxiety

] Frequent feelings of guilt

] Difficulty leaving your home

[] Fear of certain objects or situations (ex. Flying, heights, bugs) Describe:

] Spending increased time alone
] Feeling numb

] Irritability

[ Panic attacks

] Avoiding people, places, activities, or specific things

] Repetitive behaviors or mental acts (ex. Counting, checking doors, washing hands)

(] outbursts of anger

(] Worthlessness
[] sadness
(] Fear

] Hopelessness
] Helplessness

] Feeling or acting like a different person

] Changes in eating/appetite

] Eating more

] Voluntary vomiting

[] Excessive exercise to avoid weight gain

] Weight gain: Ibs

1 Are you trying to lose weight?
] Eating less

[ Use of laxatives

] Binge eating

] Weight loss: Ibs

] Difficulty catching your breath
[] Unusual sweating

[ Increased energy

[ Tremor

] Frequent worry

] Racing thoughts

[ Increase muscle tension

] Easily startled, feeling “jumpy”

[] Decreased energy

[] Dizziness

] Physical sensations that others don’t feel

(] Intrusive memories

] Difficulty concentrating or thinking
[ Flashbacks
] Thoughts of harming or killing yourself

] Large gaps in memory
] Nightmares

] Thoughts about harming or killing someone else

] Feeling as if you were outside yourself, detached, observing what you are doing
] Feeling puzzled as to what is real and unreal

[ persistent, repetitive, intrusive thoughts, impulses, or images
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Name: DOB: Date:

[] unusual visual experiences such as flashes of light or shadows

] Hearing voices when no one else is present

] Feeling that your thoughts are controlled or placed in your mind

] Feeling that the television or radio is communicating with you

] Difficulty problem solving
] Dependency on others

] Inappropriate expression of anger

] Difficulty meeting role expectations

[] Self-mutilation/cutting

[ pifficulty or inability to say “no” to others ] Ineffective communication

[] sense of lack of control

[ Abusive relationship

[] Decreased ability to handle stress

] Difficulty expressing emotions

[] concerns about your sexuality

] Manipulation of others to fulfill your own desires

For each item below, circle the answer that best describes your behavior in the last six months.

0—Not at All 1 —Just a Little 2 - Often 3 Very Often

Do you...

Fail to give attention to details or make carless mistakes in tasks?

Have difficulty sustaining attention to tasks or activities

Seem to not listen when spoken to directly?

Have difficulty organizing tasks and activities (or have trouble keeping belongings in order)?

Avoid, dislike, or hesitate to engage in tasks that require sustained mental effort?

Lose things necessary for tasks or activities (ex. keys, wallet, glasses)?

Find yourself distracted by extraneous stimuli?

Have forgetfulness in daily activities (ex. scheduling, chores, etc.)?

OO INT R W IN =

Fidget with hands or feet or squirm in your seat?

[
©

Leave your seat at work or in other situations in which remaining seated is expected?

[
=

Have feelings of restlessness in situations in which remaining seated is expected?

=
N

Have difficulty playing or engaging in leisure activities quietly?

=
w

. Find yourself “on the go” or unable to be still for an extended time?

=
&

Often talk excessively?

=
b

Blurt out answers before questions have been completed?

=
o

Have difficulty waiting your turn?

=
N

Interrupt or intrude on others (ex. butt into conversations)?

SEEEREEEEEEEEEEER
SPEEREEEEEEEEEEEE
SEEENNE P ENEEEEE
5]0)]0)]0)]0)]« [@]0]0])]« |« [@]e]@[@[®

Approximately when do you notice these behaviors occurring often or very often?

Do these symptoms impair your functioning in two or more settings? L1 Yes ﬁ No

Where is there impairment? (Check all that apply) ] Family [ social [ school [ work
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Name: DOB: Date:

Please describe any other symptoms or experiences you have had problems with (if not listed previously):

Psychotherapy:
* Please note that insurance will need ALL details of current and past psychotherapy to approve treatment.

Are you currently in psychotherapy? [lYes [ No
Date started: How often? [ Weekly [ bi-weekly [J monthly [ other

Type: L1CBT LI DBT [ Psychoanalysis [l Integrative [l Holistic [l Talk Therapy

Name of therapist/clinic:

Reason for seeking treatment: Is it helpful? ClYes [1 No

Have you received psychotherapy in the past? [1Yes [INo
Date started: How often? [ Weekly [ bi-weekly [J monthly [ other

Type: L1 CBT [IDBT [ Psychoanalysis [l Integrative [ Holistic [ Talk Therapy

Name of therapist/clinic: Date ended:
Reason for seeking treatment: Was it helpful? ClYes [INo
Date started: How often? [ Weekly [ bi-weekly [ monthly [ other

Type: L1 CBT [IDBT [ Psychoanalysis [l Integrative [ Holistic [ Talk Therapy

Name of therapist/clinic: Date ended:

Reason for seeking treatment: Was it helpful? ClYes [INo
Previous TMS Treatment: [J Not applicable

Date: # of treatments: Location:

Effect:

Before/after depression scores, if known:

Previous Electroconvulsive Therapy: ] Not applicable
Date: # of treatments: Hospital:
Effect:
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Name: DOB: Date:

* Please also include current
non-psychiatric medications

Current Medications

Medication Dosage Medication Start Effect
Date

Page 5
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Name: DOB: Date:

Have you been hospitalized for psychiatric reasons? E Yes ﬁ No If yes, describe:
Hospital Dates Reason

Have you ever attempted suicide? L1 Yes E No If yes, describe:

MEDICAL HISTORY

Please list any medication allergies:

Are you CURRENTLY under treatment for any medical conditions?E Yes E No If yes, describe:

List any PRIOR illnesses, operations, and accidents:

FAMILY HISTORY

Please place a check mark in the appropriate box if these are or have been present in your relatives.

Children | Brother | Sister | Father | Mother | Aunt/Uncle | Grandparents

Nervous Problems

Depression

Hyperactivity

Counseling

Psychiatric
Medication

Psychiatric
Hospitalization

Suicide Attempt

Death by Suicide

Drinking Problem
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Name: DOB: Date:

SOCIAL HISTORY

How was your childhood?

Are you currently in a long-term relationship?

What kind of social activities do you participate in?

Who do you turn to for help with your problems?

Do you have a religious affiliation?lﬁ Yes Iﬁ No
If yes, what is it?

Education
Highest level completed:
Degree obtained, if applicable:

Did you have any disciplinary problems in school? L Yes IE No
If yes, please explain

Were you considered hyperactive/ADHD in school? EYes E No

If yes, were you on any medication? E Yes E No
If so, which medication(s)?

What kinds of grades did you get in school?

Have you served in the military? [ ves E No
If yes, please briefly describe:

What type of discharge (separation) did you get?

Employment

Are you currently employed? E Yes E No If yes, employer’s name:

What type of work do you do?

Employment History (most recent first):

Type of Job Dates Reason for Leaving

Legal

Have you ever been arrested? E Yes E No
If yes, please describe:
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Name: DOB:

Date:

Have you ever been abused?
] Verbally ] Emotionally ] Physically

Please describe:

] Neglected

SUBSTANCE ABUSE

Alcohol

Do you drink alcohol? Llves LINo o yes, age of first use:

How much do you drink? How often do you drink?

Have you ever passed out from drinking? E Yes ﬁ No How often?
Have you ever blacked out from drinking? [ves [ No How often?
Have you ever had the “shakes”? [ ves E No How often?

Other Drugs:

Please indicate for each drug listed below.

Drug Ever Used? | Age at1*use | Time since last use

Approx use in last 30 days

Marijuana

Cocaine

Crack

Opioids

Methamphetamine

Ecstasy

Other

Have you ever drunk/used drugs in the morning to steady your nerves or relieve a hangover?ﬁYesﬁ No

If yes, how often?

Have you ever felt you should cut down on your drinking/drug use?

Have people annoyed you by criticizing your drinking/drug use?

Have you ever felt bad or guilty about your drinking/drug use?

Do you use tobacco?ﬁYes ENO If yes, how often?

Is there anything else you would like us to know about you?
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Name: DOB:

Adult ADHD Self-Report Scale (ASRS-v1.1) Symptom Checklist

Date:

Please answer the questions below, rating yourself on each of the criteria shown using the
scale on the right side of the page. As you answer each gquestion, place an X in the box that
best describes how you have felt and conducted yourself over the past 6 months. Please give
this completed checklist to your healthcare professional to discuss during today’s
appointment.

Never

Rarely

Sometimes

Often

Very Often

1. How often do you have trouble wrapping up the final details of a project,
once the challenging parts have been done?

2. How often do you have difficulty getting things in order when you have to do
a task that requires organization?

3. How often do you have problems remembering appointments or obligations?

4. When you have a task that requires a lot of thought, how often do you avoid
or delay getting started?

5. How often do you fidget or squirm with your hands or feet when you have
to sit down for a long time?

6. How often do you feel overly active and compelled to do things, like you
were driven by a motor?

Part A

7. How of en do you make careless mistakes when you have to work on a boring or
difficult project?

8. How often do you have difficulty keeping your attention when you are doing boring
or repetitive work?

9. How often do you have difficulty concentrating on what people say to you,
even when they are speaking to you directly?

10. How often do you misplace or have difficulty finding things at home or at work?

11. How often are you distracted by activity or noise around you?

12. How often do you leave your seat in meetings or other situations in which
you are expected to remain seated?

13. How often do you feel restless or fidgety?

14. How often do you have difficulty unwinding and relaxing when you have time
to yourself?

15. How often do you find yourself talking too much when you are in social situations?

16. When you’re in a conversation, how often do you find yourself finishing
the sentences of the people you are talking to, before they can finish
them themselves?

17. How often do you have difficulty waiting your turn in situations when
turn taking is required?

18. How often do you interrupt others when they are busy?

Part B
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Name: DOB: Date:

PATIENT HEALTH QUESTIONNAIRE-9 (PHQ-9)

Over the last 2 weeks (or since your last appointment), how often have you been bothered by
any of the following problems?

More Nearly
Notat Several than half every
(Please circle the appropriate number) all days the days day

1. Little interest or pleasure in doing things 0 (1 2 3
2. Feeling down, depressed, or hopeless (0 (1 2 @
3. Trouble falling or staying asleep, or sleeping too much (0 (a1 2 @
4. Feeling tired or having little energy (0 (1 2 3
5. Poor appetite or overeating (0 (1 (2 ©
6. Feeling bad about yourself, or that you are a failure
or have let yourself or your family down © @ @ ©
7. Trouble concentrating on things, such as reading the
newspaper or watching television @ @ 2 S
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 @ @ 2 ©
around a lot more than usual
9. Thoughts that you would be better off dead or of © a 3 D
hurting yourself in some way
FOR OFFICECODING _ 0 + + + Total:

10. If you circled any problems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?

00 Not difficult at all [ Somewhat difficult  |[J Very difficut ] Extremely difficult

GENERALIZED ANXIETY QUESTIONNAIRE (GAD-7)

Over the last 2 weeks (or since your last appointment), how often have you been bothered by
any of the following problems?

More Nearly
Notat Several than half every

(Please circle the appropriate number) all days the days day
1. Feeling nervous, anxious, or on edge © (1 @ (3
2. Not being able to stop or control worrying © A 2 3
3. Worrying too much about different things © © 2 (3
4. Trouble relaxing © © 2 (3
5. Being so restless that it's hard to sit still © (1 (2 €
6. Becoming easily annoyed or irritable © [© 2 (3
7. Feeling afraid as if something awful might happen 0 [© @) 3
FOR OFFICE CODING_ 0 + + + Total:

8. If you circled any problems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?

[0 Not difficult at all [ Somewhat difficut [ Verydifficut [ Extremely difficult
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