
 

ADULT HISTORY FORM 

(Full Name) First: __________________________     Last: _______________________     Middle: _______________________


DOB: _____________________           Male         Female         Transgender       ( Gender at Birth          Male          Female )


Have you ever received mental health treatment?          YES       NO


If yes, where have you received treatment before?  What dates?


____________________________________________________________________________________________________________


____________________________________________________________________________________________________________


Psychological Family History

Mother Father Grandmother Grandfather Sibling(s) Aunts/Uncles

Depression

Anxiety

Obsessive Compulsive Disorder

Schizophrenia

Bipolar Disorder

ADHD

Suicide Attempt

Completed Suicide

Substance Use

Other Mental Health Disorder

Physician’s Name / Address / Phone: ________________________________________________________________


__________________________________________________________________________________________________


Are you currently taking any medications?

Name of Medication Dosage Frequency Reason for Taking Prescribed by:

Do you have any drug or other allergies? _____________________________________________________________

 

For Females - Date of Last Menstrual Period: _________________________________


What medical conditions do you have?


__________________________________________________________________________________________________

__________________________________________________________________________________________________




Substance Use History 

Do you have any substance use history?        YES       NO   (if ‘YES’ complete below)


Are you currently being prescribed Suboxone?        YES       NO   


Drug Type Age of  
first use

Length of use 
(years)

Date of last use 
(month/year)

Amount of last usage Frequency / How much?

Alcohol

Methamphetamines *

Amphetamines **

Barbiturates/Benzodiazepines ***

Crack/Cocaine

Marijuana

PCP ****

Opiates *****

Tobacco

Other

*Methamphetamines - meth, crank, ice, crystal meth

**Amphetamines (not including cocaine, crack, or methamphetamines) - stimulants, uppers, speed, Ritalin, diet aids, dexedrine, dexamyl, etc.

***Barbiturates (and other depressants, including benzodiazepines) - sedatives, quaaludes, Valium, downers, tranquilizers, elavil, seconal, phenobarbital, etc.

****Opiates - heroin, opium, demerol, pern, codeine, darvon, darvocet, diluadid, OxyContin, and any other opiate except methadone

*****PCP - phencycliclidine,  angel dust

Family History 

Are you currently married?         YES       NO


Do you have any children?         YES       NO


Who resides in the home?  _________________________________________________________________________


Education and Employment 

Are you currently in school?        YES       NO        If yes, please explain: _________________________________


Highest Education Level: _________________________________________


Currently Employed?         YES       NO       If yes, occupation: __________________________________________

* For office use only: 

HT: __________


WT: __________


BP: __________


P: __________



  GAD-7 
Anxiety

Over the last 2 weeks, how often have you been bothered 
by the following problems? Not at All Several 

Days

More than 
Half the 

Days

Nearly 
Every Day

1. Feeling nervous, anxious, or on edge 0 1 2 3

2. Not being able to sleep or control worry 0 1 2 3

3. Worrying too much about different things 0 1 2 3

4. Trouble relaxing 0 1 2 3

5. Being so restless that it is hard to sit still 0 1 2 3

6. Becoming easily annoyed or irritable 0 1 2 3

7. Feeling afraid as if something awful might happen 0 1 2 3

Column Totals   _______ + _______ + ______ + ______ = 

                                                             

                                                      Total Score: _______

If you checked any problems, how difficult have they made it for you to do your work, take 
care of things at home, or get along with other people?


 Not difficult at all              Somewhat difficult             Very difficult               Extremely difficult

Source: Primary Care Evaluation of Mental Disorders Patient Health Questionnaire (PRIME-MD-PHQ). The PHQ was developed 
by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke, and colleagues. For research information, contact Dr. Spitzer at 
ris8@columbia.edu. PRIME-MD® is a trademark of Pfizer Inc. Copyright© 1999 Pfizer Inc. All rights reserved. 

Reproduced with permission

Scoring GAD-7 Anxiety Severity 

This is calculated by assigning scores of 0, 1, 2, and 3 to the response categories, 
respectively, of “not at all,” “several days,” “more than half the days,” and “nearly every day.”

GAD-7 total score for the seven items ranges from 0 to 21.


0-4: minimal anxiety

5-9: mild anxiety

10-14: moderate anxiety

15-21: severe anxiety

Patient Name: ___________________________________________       Date of Visit: _______________________



  PATIENT HEALTH QUESTIONNAIRE - 9 
(PHQ - 9)

Column Totals   _______ + _______ + ______ + ______ = 

                                                             

                                                      Total Score: _______

If you checked any problems, how difficult have they made it for you to do your work, take 
care of things at home, or get along with other people?


 Not difficult at all              Somewhat difficult             Very difficult               Extremely difficult

Over the last 2 weeks, how often have you been bothered 
by the following problems? Not at All Several 

Days

More than 
Half the 

Days

Nearly 
Every Day

1. Little interest or pleasure in doing things 0 1 2 3

2. Feeling down, depressed, or hopeless 0 1 2 3

3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3

4. Feeling tired or having little energy 0 1 2 3

5. Poor appetite or overeating 0 1 2 3

6. Feeling bad about yourself - or that you are a failure or 
have let yourself or your family down 0 1 2 3

7. Trouble concentrating on things, such as reading the 
newspaper or watching television 0 1 2 3

8. Moving or speaking so slowly that other people could 
have noticed? Or the opposite - being so fidgety or restless 
that you have been moving around a lot more than usual

0 1 2 3

9. Thoughts that you would be better off dead or of hurting 
yourself in some way 0 1 2 3

Developed by Des. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from Pfizer 
Inc. No permission required to reproduce, translate, display or distribute.

Patient Name: ___________________________________________       Date of Visit: _______________________



  MOOD DISORDER QUESTIONNAIRE 

This instrument is designed for screening purposes only and not to be used as a diagnostic tool. Permission for use granted by 
RMA Hirschfeld, MD

1. Has there ever been a period of time when you were not your usual self and… YES NO

...you felt so good or so hyper that other people thought you were not your normal self 
or you were so hyper that you got into trouble?

...you were so irritable that you shouted at people or started fights or arguments?

...you felt much more self-confident than usual?

...you got much less sleep than usual and found that you didn't really miss it?

...you were more talkative or spoke much faster than usual?

...thoughts raced through your head or you couldn't slow your mind down?

...you were so easily distracted by things around you that you had trouble 
concentrating or staying on track?

...you had more energy than usual?

...you were much more active or did many more things than usual?

...you were much more social or outgoing than usual, for example, you telephoned 
friends in the middle of the night?

...you were much more interested in sex than usual?

...you did things that were unusual for you or that other people might have thought 
were excessive, foolish, or risky?

...spending money got you or your family in trouble?

Patient Name: ___________________________________________       Date of Visit: _______________________

2. If you checked ‘YES’ to more than one of the above, have several of these ever 
happened during the same period of time?

3. How much of a problem did any of these cause you - like being unable to work; having family, 
money, or legal troubles; getting into arguments or fights?

No Problems Minor Problem Moderate Problem Serious Problem


	
	
	
	
	
	


	

	

	Doc1: 
	Doc1: 
	Doc1: 
	Doc1: 
	(Full Name) First: 
	Last: 
	Middle: 
	DOB: 
	What dates?: 
	TextField_5: 
	Physician’s Name / Address / Phone: 
	Physician’s Name / Address / Phone_1: 
	Name of Medication: 
	Dosage: 
	Frequency: 
	Reason for Taking: 
	Prescribed by: 
	Name of Medication_1: 
	Dosage_1: 
	Frequency_1: 
	Reason for Taking_1: 
	Prescribed by_1: 
	Name of Medication_2: 
	Dosage_2: 
	Frequency_2: 
	Reason for Taking_2: 
	Prescribed by_2: 
	Name of Medication_3: 
	Dosage_3: 
	Frequency_3: 
	Reason for Taking_3: 
	Prescribed by_3: 
	Name of Medication_4: 
	Dosage_4: 
	Frequency_4: 
	Reason for Taking_4: 
	Prescribed by_4: 
	Name of Medication_5: 
	Dosage_5: 
	Frequency_5: 
	Reason for Taking_5: 
	Prescribed by_5: 
	For Females - Date of Last Menstrual Period: 
	TextField_6: 
	TextField_7: 
	CheckBox: 1
	CheckBox_1: 1
	CheckBox_2: 1
	CheckBox_23: Yes
	CheckBox_24: Yes
	CheckBox_25: Yes
	CheckBox_26: Yes
	CheckBox_27: Yes
	CheckBox_28: Yes
	CheckBox_29: Yes
	CheckBox_30: Yes
	CheckBox_31: Yes
	CheckBox_32: Yes
	CheckBox_33: Yes
	CheckBox_34: Yes
	CheckBox_35: Yes
	CheckBox_36: Yes
	CheckBox_37: Yes
	CheckBox_38: Yes
	CheckBox_39: Yes
	CheckBox_40: Yes
	CheckBox_41: Yes
	CheckBox_42: Yes
	CheckBox_43: Yes
	CheckBox_44: Yes
	CheckBox_45: Yes
	CheckBox_46: Yes
	CheckBox_47: Yes
	CheckBox_48: Yes
	CheckBox_49: Yes
	CheckBox_50: Yes
	CheckBox_51: Yes
	CheckBox_52: Yes
	CheckBox_53: Yes
	CheckBox_54: Yes
	CheckBox_55: Yes
	CheckBox_56: Yes
	CheckBox_57: Yes
	CheckBox_58: Yes
	CheckBox_59: Yes
	CheckBox_60: Yes
	CheckBox_61: Yes
	CheckBox_62: Yes
	CheckBox_63: Yes
	CheckBox_64: Yes
	CheckBox_65: Yes
	CheckBox_66: Yes
	CheckBox_67: Yes
	CheckBox_68: Yes
	CheckBox_69: Yes
	CheckBox_70: Yes
	CheckBox_71: Yes
	CheckBox_72: Yes
	CheckBox_73: Yes
	CheckBox_74: Yes
	CheckBox_75: Yes
	CheckBox_76: Yes
	CheckBox_77: Yes
	CheckBox_78: Yes
	CheckBox_79: Yes
	CheckBox_80: Yes
	CheckBox_81: Yes
	CheckBox_82: Yes
	CheckBox_83: Yes
	CheckBox_84: Yes
	Alcohol Age ofﬁrst use: 
	Alcohol Length of use(years): 
	Alcohol Date of last use(month/year): 
	Alcohol Amount of last usage: 
	Alcohol Frequency / How much?: 
	Methamphetamines * Age ofﬁrst use: 
	Methamphetamines * Length of use(years): 
	Methamphetamines * Date of last use(month/year): 
	Methamphetamines * Amount of last usage: 
	Methamphetamines * Frequency / How much?: 
	Amphetamines ** Age ofﬁrst use: 
	Amphetamines ** Length of use(years): 
	Amphetamines ** Date of last use(month/year): 
	Amphetamines ** Amount of last usage: 
	Amphetamines ** Frequency / How much?: 
	Barbiturates/Benzodiazepines *** Age ofﬁrst use: 
	Barbiturates/Benzodiazepines *** Length of use(years): 
	Barbiturates/Benzodiazepines *** Date of last use(month/year): 
	Barbiturates/Benzodiazepines *** Amount of last usage: 
	Barbiturates/Benzodiazepines *** Frequency / How much?: 
	Crack/Cocaine Age ofﬁrst use: 
	Crack/Cocaine Length of use(years): 
	Crack/Cocaine Date of last use(month/year): 
	Crack/Cocaine Amount of last usage: 
	Crack/Cocaine Frequency / How much?: 
	Marijuana Age ofﬁrst use: 
	Marijuana Length of use(years): 
	Marijuana Date of last use(month/year): 
	Marijuana Amount of last usage: 
	Marijuana Frequency / How much?: 
	PCP **** Age ofﬁrst use: 
	PCP **** Length of use(years): 
	PCP **** Date of last use(month/year): 
	PCP **** Amount of last usage: 
	PCP **** Frequency / How much?: 
	Opiates ***** Age ofﬁrst use: 
	Opiates ***** Length of use(years): 
	Opiates ***** Date of last use(month/year): 
	Opiates ***** Amount of last usage: 
	Opiates ***** Frequency / How much?: 
	Tobacco Age ofﬁrst use: 
	Tobacco Length of use(years): 
	Tobacco Date of last use(month/year): 
	Tobacco Amount of last usage: 
	Tobacco Frequency / How much?: 
	Other Age ofﬁrst use: 
	Other Length of use(years): 
	Other Date of last use(month/year): 
	Other Amount of last usage: 
	Other Frequency / How much?: 
	Who resides in the home?: 
	please explain: 
	Highest Education Level: 
	occupation: 
	HT: 
	WT: 
	BP: 
	P: 
	CheckBox_85: Yes
	CheckBox_86: Yes
	CheckBox_87: Yes
	CheckBox_88: Yes
	CheckBox_89: Yes
	CheckBox_90: Yes
	CheckBox_91: Yes
	CheckBox_92: Yes
	CheckBox_93: Yes
	CheckBox_94: Yes
	CheckBox_95: Yes
	CheckBox_96: Yes



	Doc2: 
	Patient Name: 
	Date of Visit: 
	Column Totals: 
	+: 
	+_1: 
	+_2: 
	Total Score: 
	CheckBox: Yes
	CheckBox_1: Yes
	CheckBox_2: Yes
	CheckBox_3: Yes
	CheckBox_4: Yes
	CheckBox_5: Yes
	CheckBox_6: Yes
	CheckBox_7: Yes
	CheckBox_8: Yes
	CheckBox_9: Yes
	CheckBox_10: Yes
	CheckBox_11: Yes
	CheckBox_12: Yes
	CheckBox_13: Yes
	CheckBox_14: Yes
	CheckBox_15: Yes
	CheckBox_16: Yes
	CheckBox_17: Yes
	CheckBox_18: Yes
	CheckBox_19: Yes
	CheckBox_20: Yes
	CheckBox_21: Yes
	CheckBox_22: Yes
	CheckBox_23: Yes
	CheckBox_24: Yes
	CheckBox_25: Yes
	CheckBox_26: Yes
	CheckBox_27: Yes
	CheckBox_28: Yes
	CheckBox_29: Yes
	CheckBox_30: Yes
	CheckBox_31: Yes
	Patient Name_1: 
	Date of Visit_1: 
	Column Totals_1: 
	+_3: 
	+_4: 
	+_5: 
	Total Score_1: 
	CheckBox_32: Yes
	CheckBox_33: Yes
	CheckBox_34: Yes
	CheckBox_35: Yes
	CheckBox_36: Yes
	CheckBox_37: Yes
	CheckBox_38: Yes
	CheckBox_39: Yes
	CheckBox_40: Yes
	CheckBox_41: Yes
	CheckBox_42: Yes
	CheckBox_43: Yes
	CheckBox_44: Yes
	CheckBox_45: Yes
	CheckBox_46: Yes
	CheckBox_47: Yes
	CheckBox_48: Yes
	CheckBox_49: Yes
	CheckBox_50: Yes
	CheckBox_51: Yes
	CheckBox_52: Yes
	CheckBox_53: Yes
	CheckBox_54: Yes
	CheckBox_55: Yes
	CheckBox_56: Yes
	CheckBox_57: Yes
	CheckBox_58: Yes
	CheckBox_59: Yes
	CheckBox_60: Yes
	CheckBox_61: Yes
	CheckBox_62: Yes
	CheckBox_63: Yes
	CheckBox_64: Yes
	CheckBox_65: Yes
	CheckBox_66: Yes
	CheckBox_67: Yes
	CheckBox_68: Yes
	CheckBox_69: Yes
	CheckBox_70: Yes
	CheckBox_71: Yes
	Patient Name_2: 
	Date of Visit_2: 
	CheckBox_72: Yes
	CheckBox_73: Yes
	CheckBox_74: Yes
	CheckBox_75: Yes
	CheckBox_76: Yes
	CheckBox_77: Yes
	CheckBox_78: Yes
	CheckBox_79: Yes
	CheckBox_80: Yes
	CheckBox_81: Yes
	CheckBox_82: Yes
	CheckBox_83: Yes
	CheckBox_84: Yes
	CheckBox_85: Yes
	CheckBox_86: Yes
	CheckBox_87: Yes
	CheckBox_88: Yes
	CheckBox_89: Yes
	CheckBox_90: Yes
	CheckBox_91: Yes
	CheckBox_92: Yes
	CheckBox_93: Yes
	CheckBox_94: Yes
	CheckBox_95: Yes
	CheckBox_96: Yes
	CheckBox_97: Yes
	CheckBox_98: Yes
	CheckBox_99: Yes
	CheckBox_100: Yes
	CheckBox_101: Yes
	CheckBox_102: Yes
	CheckBox_103: Yes


	Adult Drug Allergies: 
	Gender at birth M: Yes
	Gender at birth F: Yes


