INITIAL ADULT QUESTIONNAIRE
Please complete the following questionnaire as best as you can and bring it with you to your next appointment.  All of the information you provide will be treated with complete confidentiality.

Thank-you,

Dr. Sue Tonkins

Patient Name: _______________________________Date of Birth: _______
Primary Address: ________________________________

City/State: ______________________________________

Residence Phone: ________________________________

Cellular Phone: __________________________________

Email Address: __________________________________________

Insurance ID #/ Group #: _____________________________________________

HMO ___  EPO___  PPO ___

Insured Name & Date of Birth: _____________________________________

Primary Physician: _____________________  Referring Physician/Person:_____________________

Address: ______________________________   Address:_____________________________________

Phone: ________________________________  Phone:_______________________________________

In case of an emergency, who can be contacted on your behalf:

Name: ____________________________________Relationship:______________________________

Phone: ________________________________________
Please check all that apply for the reasons in which you are seeking assistance:

Relationship ___ Work ___  Depressed mood ___ Anxious mood ___ Irritable/Angry___
Sexual  ___ Health ___ Family  ___ Parenting ___   Attention Problems ___ Other _________________________________

Briefly explain the above reasons:

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

When and how did these problems begin?

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

What have you done thus far to try to alleviate the problem (please include therapist/psychiatrist names if applicable) ?

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

What would like to gain from therapy currently? Perhaps you could list 3 goals:
_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

What is getting in your way of achieving them?

_____________________________________________________________________________________

_____________________________________________________________________________________

____________________________________________________________________________________
Marital History (check yes/no and date):

Single ___  Married ___  Divorced ___  Widowed ___

Number of Children (biologic/adopted) ___

Number of Step Children ___

History of Domestic Violence:

Yes ___   No ___

Do you wish to be married or in a long-term relationship?  Yes ___  No ____
How many marriages have you had? ____

What are the ages of your children/step children? ____________

What is your primary concern over your child/children?

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Reason for Divorces? 

_____________________________________________________________________________________

_____________________________________________________________________________________

If in a current relationship, what issues concern you the most (about yourself and/or partner)?
_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Employment History: 

Occupation: _______________________________

Current Work Place ________________________

Your educational attainment (check highest level obtained):

8th grade of less ___



some college or associate degree ___

some high school ___



college graduate ___

high school graduate or equivalency ___
advanced college degree ___
Medical History:

Overall, would you say your physical health is:

Excellent ___   Very Good ___    Good ___    Fair___     Poor ____
Frequency of Cardiovascular Exercise:
None ___  Once/week ___ Twice/week ___ Three+/week ___
Have you suffered from any of the following problems:

Seasonal allergies ____

Asthma____

AIDS (or infection with HIV) ____

Cancer____

Diabetes ____

Head Injuries ____

Severe or recurrent headaches____

Dizziness____

Hearing impairments____

Heart Disease____

High Blood Pressure____

High Cholesterol____

Recurrent Gastrointestinal Illness____

Fibromyalgia____

Chronic Fatigue____

Hepatitis ____

Hormonal problems ____

Kidney problems ____

Liver problems ____

Seizures stroke____

Thyroid Condition____
Are you concerned about the quality of your sleep:  yes___ no ___

IF YES      

Trouble falling asleep _____

Frequent waking during the night _____

Wake up early in the morning and can’t fall back to sleep______

Don’t feel rested in the morning ____

Do you frequently feel fatigued, exhausted, or sleepy during the day: yes __ no ___

Has your weight changed significantly in the last year:  yes ___ no ___

Are you taking any medications currently: yes ___  no ___

If yes, what medications/who prescribed them: __________________________________________

 ____________________________________________________

Family History    Please put an X in the box if your biological relatives have/have had any of the following problems:




            Father

  Mother 
Siblings
  Grandparents
Other
Depression                                                                                                                                          

Anxiety

Alcohol Abuse

Drug Abuse

Schizophrenia

Manic/Depression

ObsessiveCompulsive

Psychiatric Hospitalization

Learning Difficulties

Hyperactivity

Mental Retardation

Suicidal

Criminal Behavior

Other
Thank you for taking the time to fill out this questionnaire.  Dr. Tonkins

