Psychiatry

Initial Visit Form:

Patient Name:

Date of Birth: / /

Home Address:

Local Address:

Phone Number: ( ) -

Permission to leave voice mails at this number: Y N
Permission to text appointment information: Y N
Email;

Permission to communicate via email: Y N

Reason for Visit:

Past Psychiatric History:
Previous psychiatric hospitalization:
Current/previous psychiatrist:
Current/previous therapist:
Psychiatric diagnosis:

Previously tried psychiatric medication (please include response to medication or side effects
experienced).
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Medical History:
Current primary care physician:

Medical diagnoses:

Current medication list (please attach if needed):

Allergies to medication:
Family history of mental illness:
Social history:
What year are you in school?
Are you working?
Who do you live with (family, friends, roommate, alone)?

What are your hobbies/interests?

Pharmacy Name and Location:

Pharmacy Phone Number:

Signature Date
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