ROCHESTER CENTER FOR BEHAVIORAL MEDICINE
ADULT ~ CONFIDENTIAL HISTORY

Name Maled  Female O Date

Referred By Ethnic Background Religion

Home Address Work Address

Home Telephone # Work Telephone #

Date of Birth Place of Birth Age Natural O Adopted O

EMERGENCY CONTACT (Name, Relationship & Telephone #)

EDUCATIONAL BACKGROUND
Highest Grade or Degree Completed Year

Special Training or Skills

Occupation Employer

Military History: Yes [0 No[O If yes, list branch of service, location & years

Please explain why you are seeking professional assistance.

FAMILY

Marital Status: Single @  Married 1  Divorced 1  Remarried 0  Widowed (3  Significant Relationship [J

If you have a spouse/partner, please provide the following information: (His/Her Age, Years Married or Together & His/Her Education)

If previously married, please provide the years of marriage(s), divorce(s), spousal death, etc.

CHILDREN Lives With You?

Natural/Step/Adopted Yes

Name

ERRREE

No

RERRE




OTHER
FAMILY Living Deceased Lives With You?
MEMBERS L D Y N Age Quality of the Relationship
Mother: (] O
Father: a 0O
Step-Mother: O a
Step-Father: 0 O
Siblings:
O O
O [m]
O (]
0O [m]
Grandparents:
' ] ]
a O
O (]
[m] (]
Others (Specify):
[m| (]
O O
[} O
Do any family members have a history of emotional or alcohol/substance abuse problems and/or treatment? Yes] No[d

if yes, please provide details.

Please list all prior mental health and alcohol/substance abuse counseling or treatments that you have received.

Where: When:
Where: When:
Where: When:
Where: When:
Where: When:
Have you ever experienced any academic or behavioral difficulties during any time in schooi? YesO NoQ

if yes, please describe your difficulties.

Have you ever been in trouble with the law? YesO NoDO
it yes, please detail the circumstances.




MEDICAL HISTORY

PLEASE USE THIS AREA FOR ADDITIONAL CATEGORY INFORMATION:

Weight and Height:

Current Weight (pounds):

Maximum Adult Weight :

Minimum Adult Weight :

Height:

HEALTH PROBLEMS:
Yes OO No 3 (If Yes, Please List)

Past

Present

ALLERGIES:
Yes0d No (if Yes, Please List)

Substance:

Reaction:

SLEEPING DIFFICULTIES:

Difficulty with daily functioning
O

Falling asleep
a

Falling back to sleep
a

Tired upon waking

O

Early morning awakening

d dreams

o0

Nightmares

a

Wetting the bed
a

Walking in sleep
a

Snoring
(]

Stop breathing during sleep
a

Failing asleep when emotional
O

SMOKING:

Yes3 No 1 (If Yes, Please List)

Packs per day: 10 20
Age you began:

30

Other O




CAFFEINE (if any) — Cups per Day:

Coffee: 10 20 300 40 MoreO

Tea 10 20 30 40 MoreOd

Cola: 1030 20 30 40 Mored
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SUICIDAL ISSUES:

Have you ever thought about suicide?

Yes 0 No 1 (if “No", please continue to next category.)

If “Yes,” when was the last time?

What were the circumstances?

Have you ever attempted to kill yourseif?

Yes[ No O

If “yes,” describe how and when?

Are you currently having suicidal thoughts?

Yes No O

RECENT STRESSFUL LIFE EVENTS (during the past 2 years): =» | (PLEASE EXPLAIN IN THE SPACE PROVIDED BELOW)
Married

]

Engaged

O

Separated

O

Divorced

0

Serious argument(s)

Break-up of important relationship
[

Death of spouse {or others)

Child {or others) left home
m]

Health {or behavior} of family member
m)

Difficulties with a family member
a

Personal injury or illness

Sexual difficuities
)

Difficulties, changes at school or work
a

Retired, lost your job
[}

Changed residences
a

Legal difficulties, multiple traffic tickets, etc.
a

Financial difficulties
=]




ALCOHOL USE:

Do you drink?

Yes NoO
If yes, please check your average daily consumption (ounces):
10 20 30 40 S5O Other O

Were you ever told or felt that you should cut down on drinking?
YesO No DO

Have you ever felt bad or guilty about your drinking?
YesO No O

Do you ever drink first thing in the moming to steady your nerves
or get rid of a hangover (an eye-opener)?
Yesd No O

DRUG USE:

Do you use drugs?
YesO No OO

Drugs Used:

Marijuana [0 Cocaine/Crack 0 Amphetamines 3
Heroin/Opiates @0 PCP 7 LSD/Hallucinogens [
Barbiturates/Sedatives [0  Over the Counter ]

RANGE OF DAILY ACTIVITIES (done on a regular basis):

Exercising [ Seeing Friends (1 Reading [ Hobbies O3
Using the telephone 3 Going to clubs [
Preparing meals for family/self {7 Caring for children/others .3

SOCIAL/LEISURE ACTIVITIES/HOBBIES (Please list below): >

(If you wish to include information about activities, do so below.)

THANK YOU FOR YOUR TIME AND COOPERATION.




