BENSON Health Clinic

Initial Psychiatric Evaluation Form

Dr. Lumos DNP, PMHNP-BC

Last Name:

First Name:

DOB:

Address:

Phone Number:

Email:

Current Weight:

Current Height:

Gender: (please check one)

_ Female

__ Male

__ Transgender Female/Transwoman/MTF
__ Transgender Male/Transman/FTM
__ Gender Queer

Additional Category (please specity):

Decline to answer:

What sex were you assigned at birth? (please check one)
__ Male

_ Female

__ Other

Decline to answer

What pronouns do you prefer? (check all that apply)



She/her/hers
He/him/his
They/them/theirs

Other: Please specity:

Do you identify as: (check all that apply)
__ Straight

____Gay
Lesbian

Bisexual

Other:

Reasons for seeking help?
Depression
__ Stress
_ Anxiety
__ Post-traumatic stress disorder (PTSD)
___ Bipolar disorder
_ Schizoaffective disorder
__ Schizophrenia
__ Personality disorder
__ Attention deficit hyperactivity disorder (ADHD)
____ Other:

Anxiety

Do you experience anxiety? (check one)

Over the LAST 2 WEEKS, how often have you been bothered by the following
problems?



Mot at Several More than half the Nearly every

all days days day
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edge = E o) -
Not e B e = e e =
control worrying {- - . R r_
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different things f _j R SR C::
Trouble relaxing 2 iy P o
Being so restles b .E 5: E ﬁ
Bacoming easily annoyed or —
ivitable e - )
Feeling afraid as if somathing 5 = ~— —
awdul might happen e — S e

Depression

Do you experience Depression? (please check one)

Yes

No

Over the LAST 2 WEEKS, how often have you been bothered by the following
problems?

Mot at Saveral Maore than half the Mearly wvary

all days days day
Little intarast or pleasure in e " .a—:' :—-.
daing things ; — - — —
Faslang down, depressed, or o " = p .
nopeless . S| e 5 '-.__:' I'h..._:l
Troubde falling or staying T -
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Fealing tired ar having kittla y — :
St e - ) ) L
Poor appetile or ovareating | ] l } i ] { ]
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that you are a failure or have let | ) kg = ':::'

}'Dur‘&ﬁl‘l - GF your ‘Iamlﬂ- dizs

Over the LAST 2 WEEKS, how often have you been bothered by the following
problems?



Mot at Soveral More than half the Mearly every
all days days day

Trouble concentrating an

things, such as reading e i i
newspaper or watching - ; N L
lelevision

Moving or speaking so slowly

ihal oiher people could have

noticed. Or the opposile- being — — — ey
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If you checked oft ANY problems above, 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? (please check one)

not difficult at all
somewhat difficult
very difficult

extremely difficult
Female

Are you pregnant? Or think you may be pregnant? (Please check one)

yes

no

Are you planning to become pregnant? (Please check one)

yes
no

maybe

Birth control methods:




Most recent mammogram (leave blank if you have not had one)

Last menstrual cycle (leave blank if you do not have one)

Current Providers/Doctors
(please list provider name and contact number if possible)

Current psychiatric provider: (list name and phone number)

Current therapist/counselor: (list name and phone number)

Current primary care provider: (list name and phone number)

Mental Health Treatment goals

What are your treatment goals? Please describe in your own words:

Allergies



List drugs, foods, environmental agents, topicals, supplements, herbs, animal
allergies and reaction:

Current Medications:

List all current medications including Non-Prescription Drugs:

Current Medication Size/Dose How you take

Medical Information:



General Health *
Check anyiall that apply

Check all that appiy

[ ] Recent changes in appetite
[] Weight gain or weight loss
| ] Fevers

E Chills or sweals

[ ] NONE OF THE ABOVE

Eﬂﬂun

Haead *
Check anyiall that apply
Chack al that apply:

[] ©ccasional mild headaches
|:| Migrasnes

D Racent frauma of concussion
[] NONE OF THE ABOVE

|:|Ellhar._

Eyes *
Check anyiall that apply
Chiack all that apply:

[ ] Recent visual changes or doubie vision
[] Prestyopia (need bifocals)

[] Cotaracts

[] Glaucoma

[ ] NONE OF THE ABOVE

[ ] omer.

Ears *
Check a¥ thal apply.

| Ringing

E] intection

[:| Drainage or pain

[] mild hearing loss

[ ] Hearing impaired

D Hearing aid

[ ] NONE OF THE ABOVE

Dﬂmnr:_



HosaThroatiMouth *
Check anylall that apply
Chack aV that appiy:

|| Frequent nose bleeds
[ | Bleeding gums

| | Sores in mouth or lips
| | Difficulty swallowing

| | Hoarseness

[ ] NONE OF THE ABOVE

[] other:

Lunigs *
Chacdk any/all thai apply
Check all that apply.

| ] Wheezing

[] Chronic cough

[ ] Emphysema

[] corD

[] coughing up biood
[ ™

[ ] Positive skin test

[ ] steep apnea

[ ] Use of CPAP

[ ] Pulmonary ambolism

D Asthma

[ ] NOME OF THE ABOVE

[ ] Other:




Hoart *

Chack any'al that apply

Chaeck afl that apply.

[ ] chest pain or angina

[] Hear skips

[ ] Rapid heart rate

[ ] Exertional or nocturnal shortness of breath
] Cardia testing within the last year (EKG, stress test. cardia catheterization or echa)
[ ] Heart anack

] marial fibrilation

[] Pacemaker

[ ] mitrat valve prolapse

[ Hypertension

[] NONE OF THE ABOVE

E her:

Breast *

Check any/all that apply

Check ail thar apply

[ ] Cument breast mass

[ ] Mipple discharge

| Personal history of breast cancer

|| Breast sugmentation

[] Current abnormal mammogram or sonogram
[ ] NONE OF THE ABOVE

Ganto-urinary *

Check anyiall 1hal apply
Chack all ihar apnly:

[] Deiculty urnating

D Defficulty holding wunne

[] Freguent urination at right

[7] mioed inurine

|:; Fodray aS0res.

[ ] Herpes

[] Prostaste cances (MEN only}

[ Dischargs from panis (MEN any)
[_'| Menopauss (WOMEM only)

[ ] Hystereciomy (WOMEN only)
[] Ovaries removed (WOMEN anly)
[ ] NONE OF THE ABOVE

|__ Caher



Musculoskelatal *

Check any'all that apply
Chack sl that apply.

|:] Pain in joinis

["] Pain in muscles

[ | Muscle weakness

D Fibromyalgia

[ Athritis under treatment
[ | Chronic back problems
[ Swollen ankies

| | varicose veins

|| NONE OF THE ABOVE
[ ] Other.

Neurclogical *
Check any'all that apply
Check al that apply.

[ ] Dizziness

[ ] Loss of conci

[] Transient loss of function
[] stoke

D Seizures

| | NOME OF THE ABOVE

Check any/all that apply
Chack aif that apply,

| | Rash

[ ] Psoriasis

[ ] Mon-healing lesicns

E Higtory of skin cancers or malanoma
|| NONE OF THE ABOVE

I____i Ortfwer:



Endocring *
Check any/all thai apply
Chach all that apply

[ ] Thyroid disorder

[ ] Masses

n Heal or cold intolerance

[ ] Taking thyroid medication

[ | Diabetes under treatment

[ ] Excessive thirst. hunger or urination
| | Adrenal or pituitary disorder

[ ] NOME OF THE ABOVE

| | Other:

Hematologic *
Check any'all that apply
Check al thal apply.

|| Anemia

| | Bruise easily

[ Excessive bleeding

(| Swallen glands

[ ] Leukemia

L] Lymehoms

[ ] Transfusions

[ ] Blood clots

[] Phiebitis

[7] Deep venous thrombosis
[ ] Anticoagulated with Coumadin
[] sickle cel

| ] NONE OF THE ABOVE
[] other.

Medical History

Past medical problems, non-psychiatric hospitalization, or surgeries:




Have you ever had an EKG? (check one)

yes. When? [f abnormal, please describe:
no.

Date, doctor/provider, and place of last physical exam:

Have you ever been diagnosed with Coronavirus (SARS-CoV-2 or COVID-19)?
_ Yes If yes, then when? Were you hospitalized?

No

Have you had a COVID-19 vaccine?
__ Yes If yes, when?
No

Personal and Family Medical History (check all that apply)
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Past Psychiatric History

Have you ever had feelings that you didn’t want to be alive? (Check one)
__ Yes, currently
__Yes, in the past

No

How often do you have these thoughts?

Have you ever tried to kill or harm yourself before? (Check one)

Do you have access to guns? (Check one)
Yes

No

Outpatient psychiatric treatments

i.e. Age when first saw psychiatric provider/psychiatrist/therapist/counselor

Psychiatric hospitalizations (When? Reason for hospitalization?)




Past psychiatric medications

If you have ever taken any psychiatric medications, please indicate the dates, dosage, and how helpful
they were (if you can't remember all the details, just write in what you remember)

Has anyone in your family been diagnosed with or treated for a psychiatric
illness? (please list)

Has any family member been treated with a psychiatric medication?

(Please list who was treated, what medications they took, and how effective the treatment was. If none,
please leave blank.)




Substance use

Have you ever been treated for alcohol or drug use or abuse? (Check one)

If yes, for which substances?

If yes, where were you treated and when?

How many days per week do you drink alcohol?

How many alcoholic drinks do you have in one day?

Do you think you may have a problem with alcohol or drug use?

Yes

___No

Have you used any street drugs in the past 3 months?

If yes, which ones?




Have you ever abused prescription medication?

Yes

No

If yes, which ones and for how long?

Do you use marijuana products? (i yes, please list any products from cannabis
sativa such as THC, CBD, etc.)

If yes, please list how much and how often:

Tobacco History
Describe tobacco use: (check all that apply)

Yas r.||rr|=_|n'_l:,.' Yes bul not curently Mo

Cagaredles L_

- el
Pipa
- p—— =
L ams

— =y A
Chawing bobaco |

If yes to any, how often per day on average?

If yes to any, how many years?

Family Background and Childhood History
Your developmental history: (check all that apply)

__ No developmental delays
__ Pregnancy complications

Birth complications

Were you adopted? (check one)



Where were you born? Where were you raised?

Please list your siblings and their ages:

Did your parents divorce? (Check one)

Yes

___No

If yes, who did you live with? (Check all that apply)

Full ima Mosty Hall & half

Mother S I

Father |
iy [ oo

Ot

Are your parents living? (Check all that apply)
Yes Mo

j.l_-h“..l._. j E

I ECE

Legal History



Briefly describe any past or current legal troubles:

Education

Select highest degree COMPLETED (check one)
___Some high school

___High School graduate or GED

____Some college

___ Associates degree

__ Bachelor’s degree

Master’s degree

__ Doctorate, PhD, MD

Occupation (list job title)

Military History (check one)
_ Yes, currently

Yes, inactive/discharged/retired

No

Religion (please write “yes” or “no”. If yes, please list religion.

Please describe your current relationship status: (check all that apply)



__ Single
_ Married
In a civil union
In a domestic partnership, living together
__ Partnered, not living together
_ Divorced
_ Widowed
__ In a committed relationship
__ Separated

Other:

Living situation (Who do you live with? House/apartment/own/rent)

Support System (list anyone who you feel supports you in your life)

Abuse or Trauma History (check all that apply)
___ History of physical abuse
___ History of sexual abuse

History of emotional abuse

_ Other

Are you currently or have you ever been in a relationship where you were hurt,
threatened, or made to feel afraid?

Yes

___No

Children (biological, adopted, step, etc.)

Do you have children? If so, list how many, ages, and names.




