SERENITY

C E N T E R of Y O U N G S T O W N

Welcome! Your responses to the questions in this packet will help your mental health care provider identify how
to best meet your needs, so please complete all of the items as best you can. If you have questions, please speak
with a member of our front desk team—they will be happy to help.

CONTACT INFORMATION
__________________________________________

____________________________________

___/___/____

Legal Name

Nickname/Preferred Name

Date of Birth

_______________________________________________________________________________________________________
Street Address

___________________________________________

____________ ____________________

_____________

City

State

County

Social Security #

ZIP Code

_____________________________________________________________________
OK to leave message?

______________________________________
Home Phone Number

Special Calling Instructions?
OK to leave message?

______________________________________
Cell Phone Number

Special Calling Instructions?

No

Yes

_________________________________
No

Yes

__________________________________

Appointment reminder calls are sent to your cell phone number first, and only to your
home number in absence of a cell number.
Who Can We Thank for Referring You?

___________________________________________________

(Facebook, TV Commercial, Radio, Friend, Doctor’s Office, Hospital)

EMERGENCY CONTACTS
____________________________________________________________________________
Name of Contact #1
__________________________________________________________________________
Primary Phone Number
_________________________________________________________________________
Name of Contact #1
_________________________________________________________________________
Primary Phone Number

____________________________________

Patient Name

_______________________________________________
Relationship to you
OK to leave message? No
Yes
Alternate Number __________________________
_______________________________________________
Relationship to you
OK to leave message? No
Yes
Alternate Number __________________________

_________________________
Nickname/Preferred Name

____/____/____ Date

SCY0001-8/7/2019

Insurance Information
Primary Insurance (for billing purposes):
_________________________________

________________________________

Insured’s name

Relationship to Patient

____/____/____
Insured’s Birthdate

_____-____-______
Insured’s SS#

_________________________________
Phone Number

______________________________________________________________________
Street Address

_____________________________________________
City, State, ZIP Code

_______________
Country

___________________________________________

___________________

Employer

Employer Phone Number

_______________________________ ________________________________ ______________
Employer Address

City, State, ZIP Code

Country

_________________________________________________ _______________
Insurance Company Name

Policy/Group #

Secondary Insurance (complete only if you have a second insurance plan; otherwise, leave blank):
_________________________________

________________________________

Insured’s name

Relationship to Patient

____/____/____
Insured’s Birthdate

_____-____-______
Insured’s SS#

_________________________________
Phone Number

______________________________________________________________________
Street Address

_____________________________________________
City, State, ZIP Code

_______________
Country

___________________________________________
Employer

___________________
Employer Phone Number

_______________________________ ________________________________ ______________
Employer Address

City, State, ZIP Code

Country

_________________________________________________ _______________
Insurance Company Name

Policy/Group #

I hereby authorize SCOY to release to my insurance company all medical information necessary to process my medical
claims. I request that payment of authorized benefits be made on my behalf and assign the benefits payable for services
rendered to me and/or my dependents to SERENITY CENTER OF YOUNGSTOWN or authorize such organization to submit a
claim on my behalf.
Insured’s Signature_________________________________________________ Date_____/_____/______

Serenity Center of Youngstown
Consent for Treatment
A. Counseling is a process by which people improve and change how they feel, act, and/or think by talking
with someone. Sharing feelings about the past and about the present might be difficult. You or your child
may feel worse before things improve. In addition, you may be asked to change the things you do to
improve the situation. For instance, if parents alter their responses to their child’s problematic behaviors,
the child may be helped greatly with his or her problems.
B. During your first session, we will want to know your concerns, the history of these concerns, and how you
have been dealing with them so far. We will ask about past events in your/your family’s life. Additional
information may be gained through more interviewing or testing, which will be discussed with you. After
we understand your concerns, we will develop a treatment plan to work with you and schedule sessions
accordingly.
C. The content discussed during counseling/medication management with a therapist or prescriber is
confidential; that is, the information you reveal cannot be shared with others unless you sign a release
granting your therapist/prescriber permission to do so. Nonetheless, there are unusual circumstances in
which therapists/prescribers are required by law to break confidentiality. These include: situations of
potential harm to oneself (suicide) or others (homicide); suspected child or elder abuse or neglect; or if
the court issues a subpoena for the release of your records (most commonly contested divorce actions).
In addition, depending on licensure requirements, some providers are under the supervision of another
mental health care provider; if this is the case for your provider, they will discuss this with you. Finally, in
some situations, the release of confidential materials is, or may be, required by your therapist/prescriber.
You or your therapist/prescriber may request that some information be discussed with another person by
signing a release form.
D. As a patient of The Serenity Center, I have the right to make informed decisions regarding my care. My
rights include being informed of my health status, being involved in care planning and treatment, and
being able to request or refuse treatment. Serenity healthcare professionals will discuss with me the
nature of my symptom(s) and condition(s), the proposed treatment(s), medications, the benefits and risks
associated with treatment and/or medications, the probability of successful outcomes, and alternatives to
the proposed treatment(s) and/or medications, if any or as applicable. I acknowledge and understand that
I may revoke consent to further care at any time by informing my Serenity healthcare professional of my
desire to do so.
E. By accepting screening, evaluation, and treatment from any Serenity Center of Youngstown healthcare
professional, I authorize providers using the IcaNotes platform to perform all clinical and professional
treatment and services deemed necessary in their determination in order to ensure program
outcomes/appropriateness, and acknowledge that I have been informed of the benefits and risks of such
treatment and services by the Serenity Center of Youngstown healthcare professional(s) providing my
care.
F. I understand that any outside testing or laboratory work that is ordered by Serenity’s healthcare
professionals will be billed to my insurance company by the laboratory/facility conducting the testing and
any balance will be my responsibility.
G. I agree to submit urine and/or take alcohol and other drug and toxicology testing, if requested by my
Serenity provider. I understand that failure to do so could result in discharge from care. Urine/alcohol
results may be utilized as treatment interventions or may be completed as determined by external
requirements. I understand that if it is determined my urine needs sent for outside testing, my insurance
will be billed by that outside laboratory, and I am responsible for any balance that may be incurred.
H. I agree to submit to therapy/counseling, if it is deemed clinically necessary to do so by my Serenity
Center of Youngstown Prescriber or by company policy. I understand that failure to do so could result in
discharge from care.

Serenity Center of Youngstown
Consent for Treatment
I understand and agree to the following:
1. I will be actively involved in the counseling and/or medication management process, including the
development of treatment plans, and I will practice at home what is discussed in sessions.
2. I understand that if I have insurance, my insurance company will be billed and that I am
responsible for any co-pays my insurance company requires me to pay. I also understand it is
my responsibility to make sure that my insurance benefits cover the services rendered by The
Serenity Center of Youngstown and that if my insurance company denies coverage of any of
these services, it is my responsibility to pay those charges.
3. I will pay for sessions that I do not cancel within 24-hours, as per the 24-hour cancellation policy
notice. (Insurance companies are not responsible for this charge). This applies to all situations
unless a documented emergency occurs. If I have a concern about this, I will discuss it further
with my therapist/prescriber.
4. If more than ninety (90) days lapse without payment to SERENITY CENTER OF
YOUNGSTOWN, then SERENITY CENTER OF YOUNGSTOWN reserves the right to turn my
account over to a collection agency and/or credit reporting service.
5. If I am unsatisfied with the services provided, or I have any complaints, I will then be encouraged
to discuss this with my therapist / physician / nurse / psychiatrist. If my concern is not addressed
to my satisfaction, then I may contact the Grievance Officer:
Michelle Griffin, Client Rights Officer
11369 Market St., North Lima, OH 44452
Phone: 330-965-9999, Ext. 513
6. If I have any questions about the nature of my counseling (i.e. goals, procedures, etc.),
medication management, fees, or any other issues, I need to ask. I am encouraged to bring up
such matters for discussion as they are an important part of my treatment.
7. According to Rule 5122:2-1-02 of the Ohio Revised Code, I have the right to refuse treatment or
withdraw from any or all specific modalities of treatment provided.

Billing Authorization
SERENITY CENTER OF YOUNGSTOWN’s benefit verification staff makes every effort to obtain accurate
information about my insurance benefits and the extent of my mental health / behavioral health coverage.
While they attempt to follow my carrier’s guidelines in obtaining my information, they cannot guarantee
the accuracy of the coverage as stated to them by my insurance carrier. It is ultimately my responsibility
to check on my benefits and to determine the extent of my coverage. If I have any questions at all
regarding The Serenity Center’s fees, invoices, or insurance issues, I can call 330-965-9999, ext. 511, to
talk to a knowledgeable billing specialist.

_____________________________________________________________
Print Name

_____________________________________________________________

______________________
Date

Client’s Signature

_____________________________________________________________
Parent or Guardian Signature

______________________
Date

The Serenity Center of Youngstown
Informed Consent for Telehealth Services

Definition of Telehealth
Telehealth involves the use of electronic communications to enable Serenity Center of Youngstown’s behavioral
health professionals to connect with individuals using interactive video and audio communications (including, but not
limited, to video, phone, and email). Telehealth includes the practice of psychological health care delivery, diagnosis,
consultation, treatment, referral to resources, education, and the transfer of medical and clinical data. The Serenity
Center utilizes secure, encrypted, and HIPAA compliant audio/video transmission software to deliver telehealth.
By signing this form, I understand and agree to the following with respect to telehealth:
1. The laws that protect the confidentiality of my personal information also apply to telehealth. As such, I understand
that the information disclosed by me during the course of my sessions is generally confidential. However, there are
both mandatory and permissive exceptions to confidentiality, including, but not limited to, reporting child, elder, and
dependent adult abuse; expressed threats of violence toward an ascertainable victim; and where I make my mental
or emotional state an issue in a legal proceeding. I also understand that the dissemination of any personally identifiable
images or information from the telehealth interaction to other entities shall not occur without my written consent.
2. I understand that I have the right to withhold or withdraw my consent to the use of telehealth during the course of
my care at any time without affecting my right to future care or treatment.
3. I understand that there are risks and consequences from telehealth, including, but not limited to, the possibility
(despite reasonable efforts on the part of the counselor) that: The transmission of my personal information could be
disrupted or distorted by technical failures, the transmission of my personal information could be interrupted by
unauthorized persons, and/or the electronic storage of my personal information could be unintentionally lost or
accessed by unauthorized persons. I understand that there is a risk of being overheard by persons near me, and I am
responsible for using a location that is private and free from distractions or intrusions.
(a): In the event audio/video services are unavailable or interrupted for any reason, the session may occur
over the telephone. If I, as the client, would prefer not to utilize telephone for the session, I can communicate this to
my counselor and have that appointment rescheduled.
(b): I understand that telephone may not be an encrypted form of electronic communication and by
agreeing/requesting to utilize it for service delivery, I am responsible for confidentiality in my own environment.
4. I understand the alternatives to counseling through telehealth as they have been explained to me, and in choosing
to participate in telehealth, I am agreeing to participate using audio/video conferencing technology. I also understand
that at my request or at the direction of my counselor, I may be directed to “face-to-face” psychotherapy.
5. I understand that therapists licensed in Ohio may only deliver services to residents or people located in Ohio. If I
plan on leaving Ohio for any length of time in the future, I will inform my therapist as soon as possible so proper
arrangements can be made for future services or referrals, as appropriate. (Therapists have to comply with licensing
laws of whichever state their client is located at time of session, and each state has its own laws, so as much notice
as possible is appreciated)
6. I understand that I may expect the anticipated benefits, such as improved access to care and more efficient
evaluation and management from the use of telehealth in my care, but that no results can be guaranteed or assured.
7. I understand that my healthcare information may be shared with other individuals for scheduling and billing
purposes. Others may also be present during the consultation, other than my counselor, in order to operate the
technological equipment. The above-mentioned people will all maintain confidentiality of the information obtained. I

further understand that I will be informed of their presence in the consultation and thus will have the right to request
the
following: (1) omit specific details of my medical history that are personally sensitive to me, (2) ask non-clinical
personnel to leave the telehealth room, and/or (3) terminate the consultation at any time.
8. I understand that my express consent is required to forward my personally identifiable information to a third party.
9. I understand that I have a right to access my medical information and copies of my medical records in accordance
with the laws pertaining to the state in which I reside.
10. The laws, ethics and professional standards that apply to in-person therapeutic services also apply to services
delivered by electronic means. This document does not replace other agreements, contracts, or documentation of
informed consent covering other issues. If you want licensing information on your therapist, you can find it at one of
the licensing board websites. Psychology Board statutes, rules and other helpful information may be found at
www.psychology.ohio.gov, the Counselor, Social Worker & Marriage and Family Therapist Board’s website may be
found at www.cswmft.ohio.gov, the Chemical Dependency Professionals Board’s website may be found at
www.ocdp.ohio.gov, and the Ohio State Medical Board’s website may be found at www.med.ohio.gov.
11. By signing this document, I agree that certain situations, including emergencies and crises, are inappropriate for
audio-/video-/computer-based psychotherapy services. If I am in crisis or in an emergency, I should immediately call
9-1-1 or seek help from a hospital or crisis-oriented healthcare facility in my immediate area or contact any of the
following:
Text Crisis Line (24/7): text HELLO to 741741 * Mahoning & Trumbull Counties Help Hotline (24/7): 2-1-1 * Help
Network Suicide Hotlines: Mahoning & Trumbull Counties: (330) 747-2696 Columbiana County: (330) 424-7767
If a crisis arises during a telehealth session, my counselor may be required to alert local authorities for intervention.
These details will also be verbally reviewed by my counselor at the start of telehealth service.
Payment for Telehealth Services
Serenity Center of Youngstown will bill insurance for telehealth services when these services have been determined
to be covered by an individual’s insurance plan. Copays will be the individual’s responsibility. In the event that
insurance does not cover telehealth, the individual wishes to pay out-of-pocket, or when there is no insurance
coverage, a prompt pay discount is available. We will provide you with a statement of service to submit to your
insurance company if you wish. Prompt pay service can be discussed with our billing department at 330-965-9999,
ext. 504.
Patient Consent to the Use of Telehealth
I have read and understand the information provided above regarding telehealth, have discussed it with my counselor,
and all of my questions have been answered to my satisfaction.
I have read this document carefully and understand the risks and benefits related to the use of telehealth services and
have had my questions regarding the procedure explained. I hereby give my informed consent to participate in the
use of telehealth services for treatment under the terms described herein.
By my signature below, I hereby state that I have read, understood, and agree to the terms of this document.

_____________________________________________________________
Print Name

_____________________________________________________________

______________________
Date

Client’s Signature

_____________________________________________________________
Parent or Guardian Signature

______________________
Date

THE SERENITY CENTER
Telepsychiatry Informed Consent
________________________________________________________________________________________
Introduction
Telepsychiatry is the form of telemedicine that allows patients to access psychiatric care using interactive video
and audio communications (including, but not limited, to video, phone, and email. Telepsychiatry includes the
practice of psychiatric health care delivery, diagnosis, consultation, treatment, referral to resources, education,
and the transfer of medical and clinical data. The Serenity Center utilizes secure, encrypted, and HIPAA
compliant audio/video transmission software to deliver telepsychiatry.
Possible Risks:
As with any medical procedure, there are potential risks associated with the use of telepsychiatry. These risks
include, but may not be limited to:
· In rare cases, information transmitted may not be sufficient (e.g., poor resolution of images) to
allow for appropriate medical decision making by the physician and consultant(s).
· Delays in medical evaluation and treatment could occur due to deficiencies or failures of the
equipment.
· In very rare instances, security protocols could fail, causing a breach of privacy of personal
medical information.
· By signing this form, I understand the following:
· I understand that the laws that protect privacy and the confidentiality of medical information also
apply to telepsychiatry, and that no information obtained in the use of telepsychiatry which
identifies me will be disclosed to researchers or other entities without my consent.
· I understand that I have the right to withhold or withdraw my consent to the use of telepsychiatry
in the course of my care at any time, without affecting my right to future care or treatment.
· I understand that I have the right to inspect all information obtained in the course of a
telepsychiatry interaction and may receive copies of this information for a reasonable fee.
· I understand that a variety of alternative methods of psychiatric care may be available to me,
and that I may choose one or more of these at any time.
· I understand that it is my duty to inform my psychiatrist of any other healthcare providers
involved in my medical/psychiatric care.
· I understand that I may expect the anticipated benefits from the use of telepsychiatry in my care,
but that no results can be guaranteed or assured.
· There is a risk of being overheard by persons near me and that I am responsible for using a
location that is private and free from distractions or intrusions.
· In the event audio/video services are unavailable or interrupted for any reason, the session can
occur over the telephone. If I, as the client, would prefer not to utilize telephone for the session, I
can communicate this to my provider and have that appointment rescheduled.
· I understand that telephone may not be an encrypted form of electronic communication, and by
agreeing/requesting to utilize it for service delivery, I am responsible for confidentiality in my
own environment.
· The laws, ethics and professional standards that apply to in-person psychiatric services also
apply to services delivered by electronic means. This document does not replace other
agreements, contracts, or documentation of informed consent covering other issues. If you want
licensing information on your prescriber, you can find it at Ohio’s licensing board website at

www.elicense.ohio.gov. Psychiatric statutes, rules and other helpful information may be found
on the Ohio State Medical Board’s website at www.med.ohio.gov.
Payment for Telepsychiatry Services
Serenity Center of Youngstown will bill insurance for telepsychiatry services when these services have been
determined to be covered by an individual’s insurance plan. Copays will be the individual’s responsibility. In the
event that insurance does not cover telepsychiatry, the individual wishes to pay out-of-pocket, or when there is
no insurance coverage, a prompt pay discount is available. We will provide you with a statement of service to
submit to your insurance company if you wish. Prompt pay service can be discussed with our billing
department at 330-965-9999, ext. 504.
Patient Consent to The Use of Telepsychiatry
By signing this document, I agree that certain situations, including emergencies and crises, are inappropriate
for audio-/video-/computer-based psychotherapy services. If I am in crisis or in an emergency, I should
immediately call 9-1-1 or seek help from a hospital or crisis-oriented healthcare facility in my immediate area or
contact any of the following:
· Text Crisis Line (24/7): text HELLO to 741741 * Mahoning & Trumbull Counties Help Hotline
(24/7): 2-1-1 * Help Network Suicide Hotlines: Mahoning & Trumbull Counties: (330) 747-2696
Columbiana County: (330) 424-7767
If a crisis arises during a telepsychiatry session, my medical provider may be required to alert local authorities
for intervention. These details will also be verbally reviewed by my medical provider at the start of
telepsychiatry services.
I have read and understand the information provided above regarding telepsychiatry, have discussed it with my
medical provider or such assistants as may be designated, and all of my questions have been answered to my
satisfaction. I hereby give my informed consent for the use of telepsychiatry in my medical care.
I hereby authorize the prescribers of The Serenity Center to use telepsychiatry in the course of my diagnosis
and treatment.
_____________________________________________________________
Print Name

_____________________________________________________________

______________________
Date

Client’s Signature

_____________________________________________________________
Parent or Guardian Signature

______________________
Date

The Serenity Center’s
Failed Appointment/Attendance Policy
*** PLEASE BE SURE TO READ THIS DOCUMENT IN ITS ENTIRETY ***
In the event you fail to show up for your scheduled appointment and/or do not call within 24 hours in advance of
your scheduled appointment, you will be charged a $25.00 failed appointment fee.
The Serenity Center clinical staff needs to have sufficient time in order to fill your canceled appointment slot with another
patient. If you do not give sufficient time for our clinical staff and fail to cancel within the allotted 24 hours, you are
responsible for the above payment. These rates are subject to change.
The only given EXCEPTION is if an illness or injury occurs which prevents you from attending your scheduled appointment.
A medical excuse may be requested.
The Serenity Center is sincere and serious about providing quality treatment. We realize that consistent attendance is key
to your progress. We expect patients who are serious about their care to recognize and understand the importance of
consistent attendance at all scheduled appointments as well.
ATTENDANCE POLICY
If you miss two (2) appointments with a particular department (counseling or medical) that occur within a 60-day period
(either not showing for the appointment or canceling without giving a 24-hour notice), you will be excused/discharged
from our practice’s services with that department. Referrals to other providers will be offered. You will have the
opportunity to return to The Serenity Center for services with that particular department after 30 days from your initial
discharge; however, if you again miss or ‘late cancel’ 2 more appointments within a 60-day period, you will once again
be discharged and will not be able to return for services with that department for a period of 60 days. After 60 days you
may then return for one last chance at treatment with that department; however, if past attendance behaviors are again
repeated by missing 2 appointments within a 60-day period (either not showing for the appointment or canceling
without giving a 24-hour notice), you will be permanently discharged from the practice’s services with that department
and will no longer be eligible to return.
Please note:
1. A patient may be discharged from one department while still retaining services with another department; however, if
attendance is abused in both departments, the patient runs the risk of being permanently discharged from the practice
as a whole.
2. A patient whose prescribed medications requires them to retain counseling services with The Serenity Center per
practice protocols, may lose the ability to be prescribed those medications from The Serenity Center if they are
discharged from those required counseling services.

Please sign. By signing, you are agreeing to the FAILED APPOINTMENT/ATTENDANCE POLICY.
________________________________________________________________

________________

Client or Parent/Guardian’s Signature

Date

THE SERENITY CENTER OF YOUNGSTOWN
Notice of Privacy Practices
I, _____________________________________________, the undersigned client (or parent/guardian of minor client, do
hereby attest that SERENITY CENTER OF YOUNGSTOWN, Inc. provided me with a copy of its HIPAA NOTICE TO PRIVACY
PRACTICES.
HIPAA (the Health Insurance Portability and Accountability Act of 1996), requires that effective April 14, 2003, all
healthcare providers present their patients with a copy of the health provider’s Privacy Practices.
By signing below, I attest only that I was indeed provided with a copy of the Privacy Practices. The HIPAA Notice of Privacy
Practices handout is mine to review and keep for my own records. This form will be kept as a permanent part of my
medical record at SERENITY CENTER OF YOUNGSTOWN.
________________________________________________________________

________________

Client or Parent/Guardian’s Signature

Date

Notice of Patient Rights
I, the undersigned patient (parent/guardian of minor patient) do hereby attest that SERENITY CENTER of Youngstown
provided me with a copy of its Patient Rights Policy. By signing below, I attest that I was indeed provided with a copy of
the Patient Rights Policy. I understand that it is mine to review and keep for my own records. This form will be kept as a
permanent part of me medical record at SERENITY CENTER OF YOUNGSTOWN.

Please direct any further questions to our grievance Officer:
Michelle Griffin, Clients Rights Officer
Serenity Center of Youngstown
3657 Mahoning Ave, Austintown 44515
Phone: 330-965-9999

________________________________________________________________

________________

Client or Parent/Guardian’s Signature

Date

THE SERENITY CENTER OF YOUNGSTOWN
FEE SCHEDULE

SERVICES

FEE FOR SERVICES

CLINICAL ASSESSMENTS

MEDICAL:
$225
COUNSELING: $200

INDIVIDUAL THERAPY (DEPENDING ON LENGTH OF TIME)

$85-$165

FAMILY THERAPY

$165

OUTPATIENT GROUP THERAPY

60 MIN: $80
90 MIN: $120

INTENSIVE OUTPATIENT GROUP THERAPY (3 HRS)

$150

CASE MANAGEMENT/CPST

$20 (PER 15 MIN)

URINE DRUG SCREEN

$15

MISSED APPOINTMENT FEE- NO-SHOW/CANCEL< 24 HR (NONMEDICAID)

$25

MEDICAL OFFICE VISIT (DEPENDING ON COMPLEXITY OF VISIT)

$75-$150

*SLIDING-SCALE AMOUNTS AVAILABLE UPON REQUEST FOR FINANCIAL HARDSHIP, SELF-PAY SITUATIONS*

________________________________________________________________

________________

Client or Parent/Guardian’s Signature

Date

Medical History | 1

Medical History & Physical Health Screening
_________________________________________________ ____/____/______
Your Name

Date of Birth

Height: _________

Weight: _________

Do you have a primary care physician?

___/____/_____
Today’s Date

Sex:

 Male Female

 No Yes Date of last physical? ____/____/______

If yes, what is his/her name: ________________________________ office number: _____-_____-______

Allergies: Have you ever had an allergic reaction?  No Yes (please describe below)
______________________________________________________________________________
______________________________________________________________________________
Have you ever had other aversive reactions to a medication?  No Yes (please describe):

_____________________________________________________________________________________
_____________________________________________________________________________________

Known Vaccinations: check all that apply:  Smallpox DPT  MMR MMR Booster
Hepatitis B  Tetanus (Date): ___________ Other vaccines: ________________________
Nutrition:
Meal Consumption:
Breakfast:  Good  Fair  Poor  Skip

Lunch:  Good  Fair  Poor  Skip
Dinner:  Good  Fair  Poor  Skip
Snacks: what do you eat, and when:

Are you currently on a special diet?  No Low Salt  Diabetic  Other:________
Have you experienced any recent weight changes within the last three (3) months?

 No Loss of ____ lbs  Gain of ____ lbs
How is your appetite?  Always hungry  Good Fair  Poor  Varies more than it should.
Is this different from usual?  No Yes, decreased

Yes, increased

______
______
______
______
______

Medical History | 2
Were you ever diagnosed with growth problems?  No Yes
Were you ever diagnosed with an eating disorder?  No Yes
Do you have any current dental problems?  No Yes

If so, what: ________________________________________________
Are they being treated?  No Yes
Do you have any food allergies?  No Yes
If yes, which: _____________________________________________________________

Surgical Procedures:
Reason for Surgery

Year/Age

Where Preformed

Pain: Are you currently experiencing any physical pain?  No  yes (please explain):
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
If yes, place an “X” where your level of pain would fall on the following scale:

Do you go to a pain clinic?  no  yes, please specify: ______________________
Have you experienced physical pain in the recent past?

 no  yes (please explain):

______________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

Medical History | 3

Family Medical History:
Problem

Y

N

Whom

Alcohol/Drugs
Cancer
Diabetes
Depression
Suicide
Anxiety

Problem

Y

N

Whom

Seizures
Hypertension
Heart Problems
Stroke
Thyroid Problems
Obesity
Arthritis
Other:

Psychiatric Hospitalization

Allergies

Personal History:
For each of the following, indicate if this area is a concern for you now, in the past, or both:

Problem/Difficulty

N
O
W

P
A
ST

Problem/Difficulty

N
O
W

P
A
ST

Problem/Difficulty

Food craving

Heart attack

Itching/Rash

Sleep difficulty

Chest pain

Jaundice

Headaches

Stroke

Excessive sweating

Migraine/Tension
Headaches

Nausea/Vomiting

Hair pulling/twisting

Seizures

Abdominal pain

Diabetes/Insulin

Dizziness

Heartburn

Asthma

Blackouts

Diarrhea

Alcoholism

Anxiety

Constipation

Drug Abuse/Addiction

Depression

Irregular bleeding

Neurological Disease

Eye problems

Painful menstruation

Irritable bowel/Colitis

Hearing problems

Vaginal discharge

Fatigue/Exhaustion

Ear infections

Breast lumps

Grinding teeth

Sinus infections

Burning urination

Stiff/painful neck

Frequent nose bleeds

Bladder infections

Thyroid problems

Speech difficulties

Arthritis

Kidney disease

Short of breath

Joint pain/Swelling

Cancer

N
O
W

P
A
ST

Medical History | 3
Persistent cough

Tumors

Bed-wetting

Smoker (# packs/day: ___)

Paralysis

Soiling

High blood pressure

Loss of Sensation

Ticks/twitches

Chronic pain

Medical History | 4

Other Information: Is there anything that was not covered above that you feel would be helpful for your
/nurse/psychiatrist to know about your physical health or medical history? If so, please add it below. Be sure to
include past medical diagnoses and treatment:

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Medical History | 5

Please list all CURRENT prescription medication
Name

Dosage

Reason Prescribed

Response

Prescriber

Start Date

Complaints

Please list all CURRENT over-the-counter medication, vitamins, supplements, nutraceuticals, herbals, etc.
Name

Dosage

Reason Prescribed

Response

Prescriber

Start Date

Complaints

Please list any PAST psychiatric medications (prescriptions you took to treat a mental health condition)
Name

Dosage

Reason Prescribed

Response

Prescriber

Start Date

Complaints
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