NAME:








DATE:

CHIEF COMPLAINT:  What symptom(s) is currently causing the most distress/concern, and/or is interfering the greatest with your day-to-day functioning?



Please CIRCLE the severity level of your current symptoms:

1
10
20
30
40
50
60
70
80
90
100

Mildly Disturbing






Severely Disturbing
During the past month CIRCLE the degree of difficulty of each item:







NO DIFFICULTY
VERY DIFFICULT

Routine daily activities:




1

2

3
4
5


(getting dressed, having meals, shopping, cleaning)

Activities outside home:
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(work, school, other)

Social Activities:
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(visiting friends or family, social events)

MEDICATION LIST

Please list prescription medications, with pill size in mgs, you are currently taking:




List all medications previously used for psychiatric conditions:

Name of Medication

Did the medication help?

What side effects did you have?




List all physician’s whose care you are currently under:

Name





Reason for treatment



How satisfied are you with work/school?

Not at all 
1……..2……..3……..4……..5……..6……..7……..8……..9……..10           Very Satisfied
If not satisfied, please explain why:


How stressful is your work/school?

Not at all 
1……..2……..3……..4……..5……..6……..7……..8……..9……..10           Very Stressful
What is the longest you have been at one job?

