Behavioral Health Solutions -Mental Health Evaluations

Adult Registration & Background Information


Referral Sources

· Self

· Parent
· Physician ______________________________________
· Mental Health Professional __________________________________
· Other ____________________________________________________
Primary Care Physician: ____________________________________________________________________

Would you like a copy of your evaluation sent to your primary care physician?  ( Yes
( No

Name of Insurance Company:________________________________________________________________

Background Information
1. Person completing this Registration Form:  
( Self  ( Other__________________________________

2. Name of Client:_________________________________________Age:____________________  

3. Sex:  ( Male
( Female

4.   Marital Status (Check One):

· Single 

· Married

· Divorced

· Separated

· Widowed

· Gay/Lesbian

· Cohabitating

5.   If married, length of current marriage:_____
Number of times married: _____

      Number of children: _____


6.   How many people live in your home? _____
Please list these people (on next page):

	Name
	Relationship to You 
	Age

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


7.   Ethnic Group:

· African American

· Asian

· Caucasian

· Hispanic

· Native American

· Other ______________________

8.   Occupation:

Your Occupation_______________________Spouse’s Occupation_______________________

9.   What are the major symptoms you are having problems with?
	( Anxiety

	( Irritability

	( Euphoria

	( Depression

	( Lack of Focus

	( Other   _____________________________________________________
________________


10.   Highest level of education completed:

· 6th grade or less




· 7th & 8th grade

· 9th & 10th grade

· 11th grade

· High School Graduate

· Some College

· College Graduate

· Graduate Degree

11.   Are your parents?

· Married




· Divorced


You were how old? ______

· Separated


You were how old? ______

· Widowed


You were how old? ______

· Deceased Mother

You were how old? ______

· Deceased Father

You were how old? ______

12.   Where were you raised (City, State)? _______________________
By Whom?____________________

13.   How many children were there in your family of origin? ______ What number are you? ____

14.   How would you describe your relationship with your parents? ___________________________________

15.   How would you describe your relationship with your siblings?____________________________________

16.   Please check any areas that were part of your childhood:

· Difficult Birth




(
Family Violence

· Family Member with a Chronic Illness

(
Emotional Abuse


· Death in the Family




(
Sexual Abuse

· Major Loss





(
Economic Difficulties

· Alcohol/Drug Problems in the Family

(
Other
___________________________

· Moved Frequently


17.  Biological Family History: Please write any symptoms you have noticed or are aware of with parents, aunts, uncles, grandparents, siblings. 
	Disorder
	Mother
	Father
	Siblings
	Other Biological Relatives

	Depression
	
	
	
	

	Bipolar Disorder
	
	
	
	

	Suicide
	
	
	
	

	Suicide Attempt(s)
	
	
	
	

	Anxiety Disorder
	
	
	
	

	Attention Deficit
	
	
	
	

	Schizophrenia
	
	
	
	

	Tourette’s Syndrome
	
	
	
	

	Alcohol Abuse
	
	
	
	

	Substance Abuse
	
	
	
	

	Inpatient Psychiatric Treatment
	
	
	
	

	Other Disorder

__________________
	
	
	
	


18.   Medical Information: 
Are you in:  (  Good Health
       (  Fair Health
   (  Poor Health?

19.   Date of Last Physical Examination? ______________________

20.   Please check any of the following conditions/problems you have experienced in the last 2 months:

· Dizziness/Fainting




(
Shaking of Hands, Arms, or Legs

· Breathing Difficulty




(
Frequency or Difficulty in Urination


· Pain/Stress





(
Chills

· Blackouts/Seizures




(
Night Sweats

· Nausea/Vomiting




(
Lack of Sleep

· Frequent Headaches




(
Trouble Falling Asleep


· Fatigue





(
Early Morning Awakening

· Recent Weight Change



(
Sleep Disorder

· Loss of Appetite




(
Epilepsy or Seizures

· Difficulty Concentrating



(
Trauma to the Head

· Crying More Easily




(
Psychiatric Hospitalization

· Indigestion/Reflux




(
Suicidal Thoughts

· Heart Attack




(
Mitral Valve Prolapse

· High Blood Pressure



(
Rheumatic Heart


(
      Stroke





(
Migraines

· Stomach Ulcer




(
Thyroid Problems

· Colitis





(
Tuberculosis

· Leukemia





(
Other ___________________________
21.   Are you currently being treated by a doctor or taking medications prescribed by a doctor?  ( Yes     (  No  

22.   If yes, state the problems or condition(s) you are being treated for:________________________________

_________________________________________________________________________________________

23.   Physician’s Name_______________________________
Telephone ___________________________

24.   What medications are you currently taking? (please list)

	Medication
	Dosage
	Prescribed by:
	Length of Time Taken

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


25.   Please check the disorders you have been treated for in the past:

	Disorder
	Medication
	 How Long?
	Medication Name(s)
	Helpful?

	( Depression 
	
	
	
	

	( Anxiety
	
	
	
	

	( ADHD
	
	
	
	

	( Bipolar Disorder
	
	
	
	

	( PTSD
	
	
	
	

	( Sleep Problems
	
	
	
	


25.   Substance Use: Please check and describe which of the following substances you are using or have used in the past.

	Substance Use


	Amount
	Frequency
	Age of First Use


	Date of Last Use

	( Alcohol (Beer, wine, whiskey, etc)
	
	
	
	

	( Cannabis (Marijuana, hash, etc)
	
	
	
	

	( Stimulants (Crack, Cocaine, etc.)
	
	
	
	

	( Sedatives (Sleeping Pills, nerve pills)
	
	
	
	

	( Hallucinogens (LSD, PCP, Acid, etc.)
	
	
	
	

	( Pain Killers (Darvon, Codeine, Demerol)
	
	
	
	

	( Inhalants (Glue, Gasoline, etc)
	
	
	
	

	( Tobacco Products
	
	
	
	

	( Other
	
	
	
	


26.   Past Hospitalizations:   ( Yes ( No
If yes:  ( Medical

( Psychiatric

( Chemical Dependency 

	Date of Hospitalization
	Reason
	Hospital/Facility

	
	
	

	
	
	

	
	
	

	
	
	


28.   Have you had previous counseling, received EAP services, or been treated for chemical dependency?

If yes, please list below.

	Facility Counselor
	Date(s)
	Reason 
	Helpful?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Authorization to Obtain/Release Information

Name_________________________________________________________________ Date of Birth________________
         Last                                                          First                               M.I.

I authorize Mental Health Evaluations to provide or exchange the following information:

· Mental Health Evaluation Report

Information may be exchanged with or released to (e.g., primary care physician, mental health therapist, or other healthcare provider you designate):

Name_____________________________________________________________________________________

Address___________________________________________________________________________________

For the purpose of:

· Provision of Mental Health Evaluation Results and Referral Information

· Provision of Treatment/Coordination of Treatment/Continuity of Care

· Other

Information may be released:

( Verbally
 ( Written
( Fax

Signature of Client:______________________________________________________Date___________________
Signature of Guardian or Representative______________________________________Date___________________
Signature of Witness_____________________________________________________Date____________________



Evaluation Date:_________________________Date of Birth:__________________________________





Name of Person Being Evaluated:________________________________________________________





Address:____________________________________________________________________________





Cell/Best Phone Number:________________________________   Okay to leave message? ( Yes  ( No
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