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YOUR OWN HISTORY 

NEWCUENTS 

......PlEASE Fill OUT THIS HISTORY TO AiioW MORE TIfv£ FoR PERSQNALATIENTION TO You. 
THE HISfORY CoVERS Au.AREAs OF PtrtsIcAL CoNomr)N. ~W')S. }\r.?moN & EMo11ONS. 

youRN.AME: _________Ac:€ -____- •• f)A1E: _____ 

WHAT Is THE MAIN REAsoN FoR YOUR VISIT?:,__,______---------­

t:lEALTH HISTORY: 

1. PlEASE I.JST &.l,SUPPlEMENlS. VITAMINS. AND MEDICINES YOU ARE. TAIQI'.G NQtl?:________ 

2. PlEAsE I.JST Au.. THE MEDICINES (Excm ANneIOltCS) You HAVE EVER TAKEN IN THE PAST?: ____ 

3. CHEcKAHt You HAVE HAD BEfoRE: 0 SazuRE 0 HEAD INJURY 0 CANcER 0 MENINGRIS 0 COMA 

4. I.JST ANY SERIOUS CONDmoNs You'VE HAD:1) 2) 3)____ 

5. How MANY TIMESWfRf You HOSPITALIZED OVERNIGHT?: _ WHY?: _________ 

6. HOW MUCH Do You USUALLy ExERasE PER DAY?: .•••••••.••.•••••••00-30 MIN. 0 1-2 HR. 0 3+ HR. 

7. How HAs YOUR NUTRIllONBEEN IN THE lAsT 30 DAYS?: ••••••••••••• 0 GooD 0 FAIR 0 PooR 

8. WHAtsTHEl.OfG:SrYOU#VE~~WrrHoUTSI.EEPING?: ___WlTHOUTEATING?: ___ 

9. CHEcKTHE AMouNts OFTHfSE SUBsrANCES You lJsED IDDA'l1N THE lAST7 DAYS: 

CofFEE: 0 NONE 01-2 CUPS 03-4 CUPS 05-6 CUPS 07+ CUPS 

TOBACCO: DlIIONE D'HAlF PACK 0 1 PACK 0 2 PACKS 0 3+ PAOS 

AlcOHOL: . 0 NoNE 0 1-2 DRINKS 03-4 DRINKS 05-6 DRINKS 07+ DRINKS 

FAMILYANQ SOCIAL PROBLE: 

1. CHECK THE BloOD RaAlIVES THAT You Fm.'MAy HAVE HAD PRoot..EMs WITH: 

ATtENDON l£ARNt.JG CAREER PANIC DEPREssIoN ANGER DRINK/DRUGS ABusE 

YOuRSElF 
MOTHER 
FATHER 
SlsJER/BROTHER 
SoN/DAUGHlER 

0 
0 
0 
0 
·0 

0 
0 
0 
0 
0 

0 
0 
0 
0 
0 

0 
0 
0 
0 
0 
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2. ClRa.ET~ HIGHESrGRADEYOU fNstEo: 7 8 9 10 11 12 CoLlEGE GRAo-SoiOOl. INsmuTE 

3. I.JSTYOUR NUMBER OF MARRIAGES:__ DlvORCES:_ CHlDREN.:__ FRIENDS SEEN /WEF.K:.__ 
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PHYSICAL PROALE 


CHECK THE PHYSICAl CONOmONS YOU HAVE ExPERIENCED IN llif.I&IZ DAYS; w 

o POUNDING HEART 0 DIzzIr..m OR FAINTNESS D HOT flAsHES OR CHIu.s 
o TREMOR OR SHAKEs 0 CHEsr PAIN • D DETACHED Fm.INGs 
D exCESSIVE SWEA1INESS 0 TINGUNG FINGERS AND TOES 0 fEAR OF I..aING CoNrRot. 
O.SHORTNESS OF BREATH 0 .CHoKING fEEuNG 0 .NAUSEA OR VOMITING 
o UNCONlROUABlE WORRIES 0 FAtIGUED Too EAsILy D KEYED UP OR EDGY iii 

D MUSClE TENSION D MIND OfTEN GOING BlANK D UNSA,1ISFYING SlEEP o SmTOR PAINfUlJOMS D SoFT I DETERIORATING NAILS D BAcK PAIN x 
D JAw PAIN OR TMJ 0 CoNsnPAlION D fREQueNr NEED TO URINAlE o HEADACHE D DIARRHEA D PAINFUl URINAJK)No NEClCACHE . 0 SevERE ABooMINAL PAt.! 0 lJNABl.E To FuNcnoN 
DFEa. 0vERwHa.NED 0 CAN'T GET To BED UNlLl.AlE 0 FEB.. UI<E JUMPING OUT OFSICIN 
D PMS D low SEx INtEREST D PRoBl.EMs WnH ORGASM 

UFESTYLE STRESSES 
1. WHAT Is YOUR CURRENT JoB ORCAReER?:._______________ 

2. WHAT Is THE GREAlESJ SouRCEOFSIREss foR YOU. Now?: ___________ 

3. CHECK How THINGS HAVE BEEN• .Q!!!:I.I:m AVERAGE. OVER THE J.§l~ 

ABouT HOW loNG Do You SlEEP fACtI. NIGHT? 0 5-9 HOURS 0 ()..4 HRS 0 OvER10 HRS 

How lONG DofS ITTAICE You To FAll AslEEP? 05-20 MINs 030 MN-1HR. oOvER 2 HRS 

How loNG ARE. You AwAXE. DuRING THE NIGHT. 00-20 MINS 030 MIN-1 HR.O OVER 2 HRS 

How loNG ARE. You AwAXE. BEFoRE THE AJ.ARM? Do-20MINs D 30 MIN-1 HR 0 OVER 2 HRS 

YOUR WEIGHT CHANGEs IN THE lAsr MONlH? 00-9 La. 010 lB. Loss 010 LBGAIN 

4. OIEa&LTHE WAYS You HAVEFaTINTHE~l~: 


DSAo. DHOPElESS. OANxlOUS. DpANICXY DIRRITABLE. OI.oNB..Y OEMPIY DBoREo 


5: OIECIC&L THE WAYS You HAVE FEU NEARlY EVERY DAY foR THE .!..MI2Yw§: 

OSAD. DHOPELESS. []ANxtous. OPANICKY DIRRITABlE. DloNELY DEMP1Y DBoREo 

EXPERIENCES YOU MA Y HAVE HAD 

CHECK THE AREAS THAT CAUSED You FREQUENT PROBlEMS IN THE LAST.2 WEEKS: vi 

oAllEN1ION To DETAIlS 0 STAYING FocusED D lDstNG THINGS 

o MAINTAINING ATlENlION 0 l.JstENNG To OTHERS 0 BEING TOO DISJRAClJBlE 

D ANIsHING PROJECTS 0 ORGANIZING YOUR WORK D MEMORY PRoelfMs 

D FtoGEJr.IG 0 FEEuNG REsn.Ess 0 INlERRuPnNG OTHERs 
 vi o HARD To SrrSlu 0 TAU<JNG ExcEssIveLy D WAfBNG IN lINE o CAN'T RElAX IN QuaTIMES 0 DRIVEN NI.JKE A MOTOR" 0 ENDH3 OlHERS SEN1ENcEs 

http:FtoGEJr.IG


____________________ __ 

______________ _ 
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THOUGHTS AND EXPERIENCES 


vCHECK All. THE WAYS THAT You HAVE BEEN IN THE ~2WEEKS: 

o FEELING DEPREssED o FE8.JNG WORIHLESS o SlEEP PATIERN Is UPSET 
DDiSINlERESrED & APATHEllC o POOR CoNceNTRATION o EATING PATlERN IS UPSET o FA11GUED & Low ENERGy o THINKING ABouT DEATH o ExeRcIsE PATtERN Is UPSET 

o lOsING WEIGHT & CAN'T EAT o CAN'T SlEEp LATE IN THE AM o THINKING VERY SlOWlY ill o FEELING VERY GUILTY o fEEL MOST SAO IN THE AM 

oGooo NEws IS CHEERING oARMS & LEGS fEEL UJ<E lEAD o WANT To SlEEP Au. DAY iI 

o HUNGRY & GANNG WEIGHT o SUPER-SENSmVE To REJECTION 

o WO£(SE IN THE WINTER o CRAVE CHOCOlATE I SWEEts o CAN'T GET M011VAlED x 

o DAYDREAM A LoT o PANICKY IN THE MORNING o JUMPING OUT OF YOUR SKIN 
OFEB. OVERWHELMED o FEB. UNABlE To FUNClJON o CAN'T GET TO BED EARLy 

IN THE LAST YEAR HAVE You HAD PERIODS LASTING MORE THAN A WEEK OF?: 

o fEaJNG QUITE IRRITABLE o fEEuNGQUITE ExPANSIVE 0 FEB. ON Top OF THE WORlD o MORE OARING & IMPUlSIVE o THOUGHTS RAPID OR RAONG 0 MUCH MORE TALKATIVE Iv o NEEDING l.Jm.E SlEEp o QUITE EAsILy DIS1RACTED 0 OBSESSIVE ACTMTIES I IDEAS o Sa.F EsTEEM QUITE HIGH 
o FEB. TREMENDOUS ENERGY o NOT SlEEPING foR DAYS 0 NoT EA11NG foR DAYS x 
o WORKING ALL NIGHT o WORK 10+HR/DAY FOR 6 Me 0 MORE SEXUALlY AWARE 
o SPENDING UNVVISELY o BeING I..olS MORE SoaAau: 0 TAKE UNPI.ANNEO TRIPS 

RECENT THOUGHTS 

1. HAVE UNPLEASANTTHOUGHlS BEEN REPEA11NG OVER & OVER IN YOUR MIND ?:. DYES ONo 
(lFYes): GIVE A BRIEF ExAMPlE: ____________ 

2. Do SillY OR SENSELESS IDEAS IMAGES OR IMpUlSES KEEp ENIERING YOUR MIND? DYES ONo 
(lFYES): Do THEYWASJE A loT OF TIME OR INIERFERE WITH YOUR lIFE?:•••• DyES ONO 
~AB~E~: 

3. Do You fEEL DRIVEN To PERfORM ExCESSIVE OR SENSELESS BeHAVIORS?:........... DyES ONO 
(lFYes): Do THEYWASJE A loT OF TIME ORINJERfEREWmi YOUR lIFE?:... . DYES DNa 
~AB~ExAMPLE: 

4. ARE exCESSIVE IDEAS OF UNFAIRNESS OR JEALOUSY REPEA11NG OVER AND OVER? DYES ONO 
5. ARE You ANGrrt AT NrfCJNE Now?: .............................................................. .. DyES DNo 

(IF YES): WHO?: _______________ 

6. HAVE You BEEN THINKING UFE WMiN'T WORTH lMNG?:...................................... DYES ONO 
(IF YES): HAVE You THOUGHT OF KIWNG yOURSELF?:............................... . DYES ONO 
(lFYES): How OFTEN?: _TIMES PERWE£K. How WOULD You DolT? 
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THOUGHTS AND ACTIONS 

CHECK ALL THE THINGS YOU'VE BEEN THINKING ABouT A LOT IN THE.lASI~DAYS: 

o BEm UI<EO By 0niERs o looKING EMBARRASSED o LoolCJNG FoousH p 

o lOsING CONTRoL o BEING CooeR OFATIENnoN o MAIaNG MISTAKES 
DPEoPLE HUR1I\IG fEEuNGs o A8ANooNMENr o loYALlY 
o SUCCESS D CEl.EBRrnEs DBElRAYAL b o FAME DMYSRCISM o WORfN ABour DISEAE o Goo. SPIRIT & REvEl.A11ON D MAGICAL THN3s o YOUR SPECAL GIF1S 

CHECK ANy THAT You HAVE DoNE ON PURPOSE As AN ADULT WHEN UPSET: 

D BINGE EA11NG o BIIING YOUR NAR.s o GRINDING TEElH IN AM/PM 
D VOMITING To LosE WEIGHT o PUWNG YOUR HAIR o CHEw MOUlH ORCliEEKS 
D THROWING SOMEntING DHITllNGYOURSELF o Hm1NG SoMEoNE ELsE 
o PuNcHsNG W/JU OR Plu.ow o CU1lING/BURNING YOURSELF o SUlaoE ATIEMPf (8) 

CHECK ANy YOU HAVE ExPERIENCED As AN ADULT (WHEN NoTINroXICAlED): f 

o SENsmvETo louD NoIsES D SENsnM TO BRIGHT I.JGHTS o TIME Slows & SPEEDs UP 
D HEARING GEls louD & SofT D SEE THINGS MOVE OR ft.oAT o THOUGHTS SPEED & SLow 
D low RuMBlE IN YOUR EARs D SUDDEN fEARArrACKS o SENSE OF DEJA VUE 
D A SENsE OF A.oA1ING o AMNEsIA EPtsooES o KNowN; Tt£ FuTuRE 
D DREAMUI<E FmING . o THOUGHT CoN'rRoL OSENsEOFPREDI:s1w.lION 
D lEAVING YOUR BooY o SEEING VISIONS DTB.EPATHY o HEARING NoISES OR VOICES o SM8..uNG 000 SfvElLS 

IN THE LAST MONTH Do YOU GENERAllY FIND You ?: iI 

o HAVE Af..¥3f1:( OUlBURSIS D CAN NoT CONceN1RAlE o ARE EAsILy SrAImED 

D looK FoR. fNvISa.E DANGERS o CAN'T F/JU OR STAY AslEEP 

o FEEL DsrANr FROM 01HERS o ARE CoLD & UNcARING Ii 


D;No PlANS FoR YOUR FuTuRE o HAVE No iNIERES'r IN UFE o HAVE DREAMUICE FEEJ..r..IGs 


IF You HAVE BEEN ExPOSED To A SEVERE TRAUMA,. Do YOU?: 

o Avao THlNICJNG OF IT DAvoo~OFIT D foRGEr DErAll$ ABour IT o KEEP THlNKlNG OF IT o HAVE Ft.AsH8AasOFlr 
o GET UPSET BY REMINDERS OF IT o DREAM ABour IT 


