FSU Reaith ESU | Weoicne
New Patient Information

Patient Demographics

Date:

What are you currently seeking services for?

Is your visit related to a follow up from an inpatient psychiatric hospital stay?

Yes
No

Unsure

If yes, what hospital were you inpatient with and how long was your stay?

How did you hear about us?
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Are you looking for treatment for ADHD or ADD?

No

Yes

Legal Name:

Preferred Name (If different than legal name):

Patient's sex assigned at birth:

Male

Female
Non-binary
Prefer not to say

Not designated on birth certificate

Date of Birth

Age:
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Mailing Address:

Cell Phone:

Home Phone (if applicable):

Do you consent to receive text messages from FSU BehavioralHealth?

No

Yes

E-mail Address:

Do you consent to receive e-mails from FSU BehavioralHealth?

No

Yes
Communication Preference:

Cell Phone

Home Phone

Text

Email
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Race:
White
Black or African American
American Indian or Alaska Native
Asian
Native Hawaiian or Pacific Islander
Other
Ethnic Origin:
Cuban
Haitian
Mexican American
Mexican
Puerto Rican
Spanish/Latino
Other Hispanic
None of the above
Decline to answer

Other

Please specify "Other" race selection:
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Preferred Pronouns:

Gender Identity:

Sexual Orientation

Marital Status
Single
Married
Widowed
Divorced
Domestic Partner
Significant Other
Active Military or Veteran?
No

Yes
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Emergency Contact Information:

Name:

Relation to Patient:

Cell Phone:

Home Phone:

E-mail:

Mailing Address:

What information can be released to your emergency contact?

Any and All
None
Visit dates and times

Current status

Do you have insurance you will be using for your services?

No

Yes

If no, please include proof of income documents (such as paystubs, unemployment checks,
bills, or a letter claiming responsibility for your payments) so we can determine your sliding
scale eligibility.

If yes, please include or email images of the front and back of your insurance card.
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Insurance Information:

Patient Name:

Primary Insurance Company:

Policy #/Member ID:
Policy Holder Name:
Policy Holder Date of Birth:
Policy Holder Relationship to Patient:

Policy Holder Address:

Social History

Do you or have you ever smoked tobacco?

Never

Former Tobacco Smoker

Current Tobacco Smoker

If current or former tobacco smoker:

Last use:

Amount:

Frequency:

Cigarettes, Cigars, Pipe Tobacco, or Other?:
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Do you or have you ever used any other forms of tobacco or nicotine?
Never
Current user of nicotine vape/e-cigarettes
Former user of nicotine vape/e-cigarettes
Current user of smokeless tobacco

Former user of smokeless tobacco

Do you/have you used the following:

Caffeine

Alcohol

Marijuana

Heroin

Cocaine

Hallucinogens

None

Other

If yes to caffeine:

Date of last use:

Amount:
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If yes to alcohol:

Date of last use:

Amount:

If yes to marijuana:

Date of last use:

Amount:

If yes to heroin:

Date of last use:

Amount:

If yes to cocaine:

Date of last use:

Amount:

If yes to hallucinogens:

Date of last use:

Amount:

Other:
Drug:

Date of last use:

Amount:
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Have you ever abused prescription drugs?

No

Yes

Current living situation
Independent Living - Alone
Independent Living - Roommates, Shared Cost
Dependent Living - Relatives
Dependent Living - Roommates
Without Housing
Assisted Living Facility
Do you have weapons in the home?
No

Yes

If you do have weapons in the home, what type?

Do you have any children?

No

Yes

If you do have children:

How many?
Age(s)
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Education

Number of years of education completed (graduated high school = 12 years):

Degree(s) obtained:

Current Occupation:
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Medical History

Select any medical conditions below that you are currently seeing a doctor or other healthcare
provider for:

None

Asthma/Breathing Problems

Anemia

Cancer

COPD

Cirrhosis/Liver Disease

Diabetes

Epilepsy/Seizures

Eye Disease

Heart Trouble/Stroke

Hepatitis C

High Blood Pressure

HIV/AIDS

Kidney/Bladder Problems

Metabolic Syndrome

Obesity
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STDS/STIS

Thyroid Condition

Tuberculosis

Ulcers

Other

Other medical condition (please specify):

Are you currently experiencing any physical symptoms that are not being treated by a
physician?

No

Yes

If yes, please specify physical symptoms:
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Select any medical conditions below that you have previously experienced:

None

Asthma/Breathing Problems

Anemia

Cancer

COPD

Cirrhosis/Liver Disease

Diabetes

Epilepsy/Seizures

Eye Disease

Heart Trouble/Stroke

Hepatitis C

High Blood Pressure

HIV/AIDS

Kidney/Bladder Problems

Metabolic Syndrome

Obesity

STDS/STIS

Thyroid Condition
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Traumatic Brain Injury

Tuberculosis

Ulcers

Other

Other medical condition (please specify):
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Select any medical conditions below that are relevant to your family history, and list
relationship underneath:

None

Asthma/Breathing Problems

Relationship:

Anemia

Relationship:

Cancer

Type & Relationship:

COPD

Relationship:

Cirrhosis/Liver Disease

Relationship:

Diabetes

Type & Relationship:

Epilepsy/Seizures
Relationship:

Eye Disease

Relationship:

Heart Trouble/Stroke

Relationship:

Hepatitis C
Relationship:
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High Blood Pressure

Relationship:

HIV/AIDS

Relationship:

Kidney/Bladder Problems

Relationship:

Metabolic Syndrome
Relationship:

Obesity
Relationship:

STDS/STIS

Relationship:

Thyroid Condition
Relationship:

Traumatic Brain Injury

Relationship:

Tuberculosis

Relationship:

Ulcers

Relationship:

Other (including Mental Health Diagnoses)

Other medical condition/Mental Health Diagnoses (please specify condition and relation to

individual):
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Are you up to date on all immunizations?
Yes
No

Unknown

Have you had any surgeries or hospitalizations (physical, psychiatric, or substance use related)
in the past 3 years?

Yes

No

If you have been hospitalized or had surgery, please list the dates, hospital, and reason:

Do you have any medication allergies?

No

Yes

If yes, please list medication allergy, reaction, and severity:
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Do you have any food allergies?

No

Yes

If yes, please list food allergy, reaction, and severity:

For persons assigned female at birth:

First day of last period:

Current form of birth control?

Is there any chance you may be pregnant?

No

Yes

Have you been pregnant in the past?

No

Yes

Number of previous pregnancies:
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Are you currently pregnant?

No

Yes

If yes:

Expected delivery/due date:

Are you currently receiving prenatal care?

Medical History (continued)

Height & Weight
Current height:

Current weight:

Have you had any significant weight change recently?

If yes, by how much? (+/-)

Have you had any recent change in appetite?
None
Increased

Decreased

Have you had any recent change in eating habits?
None
Eating More
Eating Less

Not Eating
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Please comment on any changes in eating habits or appetite:

Nutritional Screening (Select all that apply):

Nausea

Vomiting

Trouble Chewing or Swallowing

Special diet

Other
None
Are you currently experiencing physical pain?
No

Yes

Where are you currently experiencing pain?

Pain Levels
On a scale of 0-10, how severe? (10 being the 012345678910
most severe imaginable):
On a scale of 0-10, how much does the pain 012345678910

interfere with daily funciton? (10 being
completely disabled):
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Have you been given a mental health/psychiatric diagnosis?
Yes
No

Unsure

If yes, list all applicable diagnoses as well as month and year you were diagnosed:

Please list all medications, both prescription and over the counter, as well as vitamins or
supplements that you use often or every day to the best of your ability:

Please list all psychiatric medications you have been prescribed previously, and include
duration for which they were taken, dosage and reason for stopping:

Have you previously been treated by a physician through deep brain stimulation (TMS, ECT,
VNS, etc)?

Yes
No

Unknown
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If yes, what type of treatment (TMS, ECT, VNS, etc.) and when?

Have you ever attempted suicide?

No

Yes

If yes, please list number of attempts and any additional information you wish to provide:

Parent/Guardian Info Parent/Guardian Information (Required if patient is under 18):

Name:

Relationship to Patient:

Email:

Mailing Address:

Parent/Guardian Marital Status:
Single
Married

Other/Decline to Answer
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Safety Planning

Please list any previous traumatic experiences you would like us to be informed of and the
degree of impact it had on you (if none, please type N/A):

Current source(s) of stress (if none, please type N/A):

The one thing that is most important to me and worth living for is:
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Warning Signs (thoughts, images, mood, situation, behavior, events that indicate a crisis may
be developing):

Angry outbursts

Being bullied

Being reminded of trauma

Excessive crying

Extreme mood swings

Feeling anxious or overwhelmed

Feeling irritable or angry

Feeling like a burden

Feeling like | do no belong

Feeling like | want revenge

Feeling overly tired

Feeling restless or agitated

Feeling sad

Giving away belongings

Health problems worsening

Hearing voices

Hurting others
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Impulsive behavior

Injuring self

Not eating

Not taking care of myself

Planning to hurt self

Recent trauma or life crisis

Sleeping too little or too much

Substance use/abuse

Thinking | would be better off dead or gone

Thoughts of killing myself

Withdrawing from activities

Withdrawing from people

Other

Specify Other Warning Signs:
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Coping/Calming Strategies (tasks, practices, and distractions that help you feel better or take
your mind off of problems):

Clean room/house

Deep breathing

Do a puzzle

Do artwork

Download a crisis/safety app

Drink a beverage/eat favorite food

Encourage myself

Exercise

Go outside

Help others/volunteer

Hold an ice cube

Hug a stuffed animal

Listen to music

Play a smartphone/video game

Play an instrument

Pray or Meditate

Push away thoughts
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Read religious/spiritual material

Social media

Surf the internet

Take a bath/shower

Talk to peers

Time with pets

Watch TV/Movies

Wrap yourself in a blanket

Write in a journal

Yoga

Other

Specify Other Coping Strategies:

Distractions (people and social settings that can help provide distraction):
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People who help/People whom | can ask for help:
(Name, relationship, phone number)

Professionals or Agencies | can contact during a crisis:

Explain ways in which your environment at home can be made safe (i.e. remove weapons, lock
doors, have company, manage medication, etc.):
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PHQ-9

Over the last 2 weeks, how often have you been bothered by any of the following problems?

Little interest or
pleasure in doing
things

Feeling down,
depressed, or
hopeless

Trouble falling or
staying asleep, or
sleeping too much

Feeling tired or
having little energy

Poor appetite or
overeating

Feeling bad about
yourself - or that
you are a failure or
have let yourself
or your family
down

Trouble
concentrating on
things, such as
reading the
newspaper or
watching television

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.

Thoughts that you

would be better off

dead, or of hurting
yourself.

Several days

More than half

the days

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

Extremely difficult

Very difficult

Somewhat difficult

Not difficult at all

GAD-7

Over the last 2 weeks, how often have you been bothered by any of the following problems?

Feeling nervous,
anxious, or on
edge

Not being able to
stop or control
worrying

Worrying too much
about different
things

Trouble relaxing

Being so restless it
is hard to sit still

Becoming easily
annoyed or
irritable

Feeling afraid as if
something awful
might happen

Not at all

Several days

More than half

the days

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

Extremely difficult
Very difficult
Somewhat difficult

Not difficult at all
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