[bookmark: _GoBack]  Psychiatry Intake Questionnaire-Adult 

Name:________________________________ Date of Birth:___________ Date:_________________ 
Place a check next to any of the following that have been a significant problem for you during 
the past month. 
□ Difficulty with getting things organized 
□ Frequent procrastination of important tasks 
□ Forgetting important tasks 
□ Being easily distracted by noise or activity around you 
□ Feeling restless of fidgety 
□ Feeling easily bored 
□ Irritability or impatience 
□ Worrying too much 
□ Muscle tension 
□ Feeling easily overwhelmed 
□ Feeling sad or down 
□ Lack of pleasure in activities 
□ Fatigue and/or low energy 
□ Difficulty falling asleep 
□ Difficulty staying asleep 
□ Low self-worth 
□ Guilt 
□ Anxiety attacks and/or panic attacks 
□ Feeling that your mind is moving too fast 
□ Acting impulsively 
□ Intrusive thoughts about traumatic experiences 
□ Feeling embarrassed too easily 
□ Other problems (describe): ____________________________________________________________________________________ 
____________________________________________________________________________________
Describe the problem(s) you most want us to help you with: 
________________________________________________________________________________________________________________________________________________________________________ 
____________________________________________________________________________________ 
	List any medications you are currently being prescribed 

________________________________________________________________

	What is your current dose of this medication? 

________________________________________________________________

	How often to you take this medication? 

________________________________________________________________
	How long has this medication been prescribed for you?

________________________________________________________________ 
	Who prescribes this medication for you? 


________________________________________________________________


List any recent surgeries, illnesses, or hospitalizations: 
________________________________________________________________________________________________________________________________________________________________________ 
____________________________________________________________________________________
 
How did you hear about our clinic? _____________________________________________________________________ 
If another clinician referred you or recommended you to us, please tell us their name. _____________________________________________________________________ 
Are you being treated by another mental health clinician? _____________________________________________________________________________
