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PSYCHIATRY

PATIENT DEMOGRAPHICS

Patient Name:

Sex: Gender: Marital Status:
Home Address:

Date of Birth:

Preferred Language:

Email:

Home Phone: Cell Phone:

Primary Care Physician Name and Phone Number:

Previous Outpatient Psychiatrist Name and Phone Number:

Previous Outpatient Therapist Name and Phone Number:

Insurance Name:

Insurance |D#: Group#:

Insurance Address:

Insurance Phone:

Preferred Pharmacy (address and phone number):

Do you have any allergies to any medications? If so, please list below:

Please list all medications you are currently taking:
Medication Name Dose Frequency

Please list all previous psychiatric medications:

Medication Name Highest Dose Reason Stopped

Have you ever been hospitalized in a psychiatric facility? [] Yes [] No
Reason for Admission:

[[]Depression or Suicidal Ideation [ Mania  [] Self-Harm [_] Schizophrenia or Psychosis

[Jother (Please List):
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