Michelle Samuel

1817 W. Stadium BLVD Suite G

Ann Arbor MI 48103

http://www.effectivepsychotherapy.net

mchll.samuel@gmail.com

	Today's date

	Name                                                                               Gender

	Address

	Home phone (including area code)                                   Mobile

	E-mail:                                                                               Referred by:


	Married         Single           Widowed         separated      live with partner (circle what applicable)

	Date of birth
	Age


	Name of emergency contact person

	Day phone
	Evening phone

	 Relationship to client


	Insurance company name

	Identification number of policy

	Group number of policy

	Policy holder's name

	Relationship to insured

	Policy holder's address

	Policy holder's date of birth


What brought you here today? 









__







__









__






___________

What are your goals for therapy?                                                                                                                          







__







__

______________________________________________________________________________

Have you seen a mental health or substance abuse professional (psychiatrist, psychologist, or social worker) in the past?  If yes, please tell more more about it . 


__






___________









__

Have you ever taken medications for a mental health, emotional problem, or substance abuse problem?                                                                                                                                                   







__







__









__







__

Have you attended any self-help groups?  For what?                                                                                







__







__

In the last year, have you experienced any significant life changes ? If yes, what?









__







__

Please list the members of your family of origin:

	Name
	Age
	Relationship
	Occupation
	Physical/mental health condition

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please list people that live in your household:

	Name
	Age
	Relationship
	Occupation
	Physical/mental health condition

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Have you ever been sexually/physically  abused? By whom? ____________________________ ______________________________________________________________________________

List significant other  family members, not mentioned above.                                                                               







__







__









__

Sexual orientation: ______________________________________________________________

Do you identify yourself with cultural or ethnic group?__________________________________

Occupational/Educational History

Current employer,  your job title, and general satisfaction with your job                                                          







__









__









__

Previous jobs held:

______________________________________________________________________________

______________________________________________________________________________

Highest grade completed:                    School performance: __________________
_________                Medical History

Do you have any medical conditions you would like me to know about? Surgeries, accidents, hospital admissions?Current concerns?









__









__









__









__









__                                                                                                                                                                                                                                                                            

Name and address of your family practitioner 

Date of your last physical exam:___________________________________________________

What medications (if any) are you  currently taking?

	Medication
	Dosage/day
	For what?
	How long?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


List all over-the-counter (including vitamins, minerals, diet pills, supplements, herbs, and other “natural” remedies) you are taking.









__









__









__









__

Have you ever had a problem with overuse of prescribed medications?  If yes, explain.









__









__









__

	Substance
	Used within 48 hours?
	How often?
	Year first use?
	When last Used?

	Tobacco
	
	
	
	

	Alcohol
	
	
	
	

	Sleeping pills
	
	
	
	

	Marijuana
	
	
	
	

	Inhalants
	
	
	
	

	Cocaine/Crack
	
	
	
	

	Heroin
	
	
	
	

	Other:
	
	
	
	


Legal History

Do you have any pending or prior legal problems?  If yes, tell me more about it.                                                 







__









__

______________________________________________________________________________

Please indicate if you are having any of the following problems, or if you had them in the past:

	Problem
	I have this now
	I have had this in the past

	Difficulty sleeping 
	
	

	Change in appetite, weight loss, or weight gain 
	
	

	Frequent crying 
	
	

	Panic attacks 
	
	

	Thoughts of killing or hurting yourself 
	
	

	Attempts to kill or hurt yourself 
	
	

	Concentration problems
	
	

	Memory problems
	
	

	 Depression, sadness 
	
	

	mood swings 
	
	

	Can’t stop remembering upsetting past events
	
	

	Irritability
	
	

	hallucinations
	
	

	suspiciousness
	
	

	Anxiety, fear, nervousness
	
	

	Little or no interest in sex /sexual dysfunctions
	
	

	Fatigue 
	
	

	Feelings of unreality 
	
	

	Compulsions, rituals, 
	
	

	eating problems (Used laxatives  exercise, vomiting)                  
	
	

	Phobias
	                                                           
	

	Loneliness /social anxiety                                                                                      
	
	

	 Feeling doomed or helpless                                                                                                                   
	
	

	 job concerns                                                                                    
	
	

	 Relationship concerns                                                                   
	
	

	Sexual/emotional/physical abuse                                                                
	
	

	 ADHD/learning problems 
	 
	

	Rumination, obsessive thoughts                                                                
	
	

	Self esteem issues                                                                                                 
	
	

	Inability to enjoy life
	
	

	Anger
	
	

	Homicidal thoughts
	
	


Strengths:

List some of your hobbies, activities, and talents.                                                                                         







__









__

What do you consider to be your strengths?                                                                                                         







__









__









__

What are effective coping strategies that you’ve learned?                                                                                  







__









__









__

Please describe any spiritual/religious affiliations.                                                                                      







__







__

Please add anything else you would like me to know 









__









__









__









__









__









__

Patient Signature:______________________ Date:_______________________________

Therapist signature_____________________ Date__________________________________











