
MEDICAL INFORMATION 

Name: ______________________________________________DOB: ______________ 

How where you referred to us? ______________________________________________ 

Reason for your visit? _____________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

Have you seen a psychiatrist within the last 12 months?   YES                  NO 

List your medical problems for which you are currently being treated: 

______________________________________       ______________________________ 

______________________________________       ______________________________ 

______________________________________       ______________________________ 

Name of your Primary Care Doctor: __________________________________________ 

Medication Allergies:  _____________________________________________________ 

List all medications which you are currently taking: 

___________________________________       _________________________________ 

___________________________________       _________________________________ 

___________________________________       _________________________________ 

___________________________________       _________________________________ 

___________________________________       _________________________________ 

Females only, Date of your Last Menstrual Cycle: _______________________________ 
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