THE BODYMIND CONNECTION

INTAKE FORM
FILL OUT AND FAX WITH COPY OF DRIVER’S LICENSE TO 540-774-7776

Name: __________________________________

Medications

 1. Please list the prescription medications you take.

 2. Please list any over-the-counter medications you take regularly, including vitamins and nutritional supplements.

 3. Do you have any allergies to any medications?  If so, which ones? 

YES      NO

Medical History

 1. Have you been told you have high blood pressure? 

YES      NO

 2. Do you have heart disease? 

YES      NO

 3. Have you been told you have high cholesterol? 

YES      NO

 4. Have you been told you have diabetes or high blood sugar? 

YES      NO

 5. Have you ever had kidney disease? 

YES      NO

 6. Have you ever been diagnosed with cancer?  What type and at what age? 

YES      NO

 7. Have you ever received radiation treatment?  To which part of the body and for what? 

YES      NO

 8. Have you ever been injured?  Please explain. 

YES      NO

 9. Have you been diagnosed with AIDS (HIV disease)? 

YES      NO

 10. Do you know of any possible exposures to HIV (the AIDS virus)? 

YES      NO

 11. Have you ever had problems with your liver?  If so, what? 

YES      NO

 12. Have you experienced problems with your mood such as depression or anxiety? 

YES      NO

 13. Have you had any lung diseases such as asthma, emphysema, bronchitis or tuberculosis? 

YES      NO

 14. Have you ever had an ulcer? 

YES      NO

 15. Have you ever had a stroke? 

YES      NO

 16. Have you gained or lost 10 pounds or more in the past three months? 

YES      NO

 17. Have you ever had a seizure? 

YES      NO

 18. Have you gone through menopause?  At what age did you stop having periods? 

YES      NO

 19. Have you had episodes of passing out?  Please explain. 

YES      NO

 20. Have you had any sexually transmitted diseases?  When and what type? 

YES      NO

 21. Have you ever been exposed to any chemicals, toxins, poisons, fumes, smoke, or radioactive materials at home or work? 

YES      NO

 22. Do you still enjoy doing the things that used to be enjoyable for you? 

YES      NO

 23. Have you experienced any difficulties with your sexual functioning, such as decreased interest, difficulty with arousal, problems with achieving or maintaining an erection, or ability to climax? 

YES      NO

 24. Have you ever received a blood transfusion? 

YES      NO

 25. Have you had any surgeries?  If so, when and for what? 

YES      NO

 26. Please describe any hospitalizations you have had.

Social History

 1. Do you smoke cigarettes, pipe, or cigars?  If so, how much and for how long? 

YES      NO

 2. Do you chew tobacco?  If so, how much and how long? 

YES      NO

 3. If you smoke, please rate your interest in quitting from 1 to 10, with 1 being no interest.

 4. Please indicate if you have used any of the following substances, and if so, when and for how long: Alcohol | Cocaine | Speed | Marijuana | Heroin | PCP/LSD | Glue/Paint | Any drugs with needles | Others

 5. What is your marital status?

 6. Do you live alone? With a spouse? With others? 

YES      NO

 7. Do you have supportive friends or family in the area? 

YES      NO

 8. How many years of education do you have?

 9. Are you currently employed?  If yes, in what field? 

YES      NO

 10. How much coffee or caffeinated beverages do you drink daily?

 11. Have you been in the military?  Which branch and for how long? 

YES      NO

Family History

 1. In your family, is there any history of the following (circle, indicate who & at what age): Seizures | Kidney disease | Cancer | Alcoholism | Heart disease | High blood pressure | Tuberculosis | Drug use | Diabetes | Psychiatric disorder | Stroke | Other

Activities of Daily Living

 1. Are you able to do your own bathing and dressing? 

YES      NO

 2. Do you use devices such as a walker, cane, wheelchair, hospital bed or oxygen? 

YES      NO

 3. Do you require the assistance of another person to walk about? 

YES      NO

General

 1. What is your main reason for seeking help from this therapist or psychiatrist?

 2. What is the nature of your psychological problem and how long has it existed?

 3. When was the last time you felt well?

 4. Since the last time you felt well, have your psychological problems worsened, stayed the same, or gotten better?

 5. What do you think would make your psychological problems better?

 6. Are you having any thoughts of harming yourself?  Harming others?  Do you have an actual plan for harming yourself or others? 

YES      NO

 7. Have you ever attempted to harm yourself or others in the past?  Please explain. 

YES      NO

 8. Have you ever been the victim of physical/emotional/sexual abuse or assault? 

YES      NO

 9. Have you ever had a head injury with loss of consciousness or vomiting? 

YES      NO

 10. Have you ever taken medication for an emotional problem?  If so, please describe and give dates. 

YES      NO

 11. Do you exercise regularly? 

YES      NO

 12. How active do you consider yourself to be?

Symptoms

 1. Do you have any difficulties with your sleep? 

YES      NO

 2. Have you experienced delay in falling asleep? 

YES      NO

 3. Do you have difficulty staying asleep? 

YES      NO

 4. Do you experience early morning wakening with inability to fall back asleep? 

YES      NO

 5. Do you think you sleep too much?  Too little? 

YES      NO

 6. Have you experienced a loss of energy? 

YES      NO

 7. Have you had changes in your appetite?  Increase or decrease? 

YES      NO

 8. Have you felt more agitated than usual? 

YES      NO

 9. Have you had thoughts of wishing you were dead? 

YES      NO

 10. Have you experienced thoughts that you felt were "strange"? 

YES      NO

 11. Have you experienced a lot of guilt feelings? 

YES      NO

 12. Do you have crying spells or cry over what seems like nothing at all? 

YES      NO

 13. Do you struggle with mood swings? 

YES      NO

 14. Have you had problems with dizziness? 

YES      NO

 15. Do you experience rapid heartbeats? 

YES      NO

 16. Do you feel very tense or panicky? 

YES      NO

 17. Have you ever heard voices?  Did they ever tell you to harm yourself or others? 

YES      NO

Social History

 1. Are you able to meet your expenses on your income? 

YES      NO

 2. If you are retired, what kind of work did you do?  Do you work now?

 3. How many times have you been married?  Length of each marriage?

 4. If you are currently married, how long have you been married?

 5. Are you experiencing any difficulties at work? 

YES      NO

 6. Have you had trouble holding a job? 

YES      NO

 7. Have you experienced difficulties with relationships?  Please explain. 

YES      NO

 8. Are you experiencing any marital problems? 

YES      NO

Use of Substances

 1. Please indicate if you have used any of the following substances, and if so, when and for how long: Alcohol | Cocaine | Speed | Marijuana | Heroin | PCP/LSD | Glue/Paint | Any drugs with needles | Other

 2. Do you think you may have a problem with drugs or alcohol? 

YES      NO

 3. Has anyone ever expressed concern about your use of drugs or alcohol? 

YES      NO

 4. Have you ever been charged with driving under the influence? 

YES      NO

 5. If you ever used drugs or alcohol, have you ever not been able to remember, the next day, what you did when you were using the drugs or drinking? 

YES      NO

 6. If you ever used drugs with needles, did you ever share needles? 

YES      NO

COMMENTS:
