Ewa Ostoja-Starzewska, Ph.D., Licensed Psychologist

149 West Harvard Street,, Suite 202, Fort Collins CO 80525,  Tel: 970-214-5574 Fax: 970-797-1079
Today’s Date: ________________

Patient’s Name: _______________________ 
Age ______  
Date of Birth: _____________

Medical History
Allergies (medication and others): ________________________________________________________
Please list all of your current medications (psychiatric and non-psychiatric), including dose and length of time you have been taking each medication: 

Please list all of our previous medications (psychiatric and non-psychiatric) and any adverse side effects:

Please list any medical or psychiatric diagnoses you have ever received. Please feel free to explain.

If not listed above, have you ever experienced any of the following?
⁭ Seizures ________________________
⁭ Head Injury __________________________________
⁭ Diabetes ________________________
⁭ Asthma _____________________________________
⁭ Cardiac Defects __________________
⁭ Thyroid problems _____________________________
⁭ Lead poisoning ___________________
⁭ Physical trauma _______________________________
⁭ Drug Allergies____________________
⁭ Headaches ___________________________________
⁭ Other Issues ______________________________________________________________________
_____________________________________________________________________________
Patient’s Name: _______________________ 
Age ______  
Date of Birth: _____________

Have you ever had a neurological evaluation (EEG, MRI, CAT scan):  ⁭ Yes   ⁭ No

If yes, please explain:_________________________________________________________________
Have you ever had a neuro-psychological or psychological evaluation, (cognitive testing, assessment of learning disabilities, head injury evaluation)?  
⁭ Yes   ⁭ No

If yes, please explain: ________________________________________________________________
__________________________________________________________________________________
Current Medical Doctor: _______________________________ Phone: ________________________
May we contact your doctor? ⁭ Yes ⁭No
Date of last physical: ____________________

Reason for seeking treatment
Did anyone recommend that you come for an evaluation? ________________________________

Who? _____________________________

May we contact this person? __________________________________________

Reason for referral for evaluation today:___________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________
Recent stressors (work, school, or family): _________________________________________________
___________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Who are you currently living with: (please list all members of the household and relationships): 
__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________
Patient’s Name: _______________________ 
Age ______  
Date of Birth: _____________

History of Psychiatric Care

Current Psychiatrist _____________________ Address ___________________________

________________________________________________________________________
Phone: ________________________ May we contact your psychiatrist? ⁭YES ⁭NO

Previous Treatments
Have you ever received any psychiatric or psychological treatment? ⁭Yes   ⁭No 

If yes, please specify:

Person or institution
Dates

Address



Phone

_________________
_________
______________________
________________

_________________
__________
______________________
________________

_________________
__________
______________________
________________

_________________
__________
_______________________
________________

Have you ever attempted suicide? Yes No

If yes, please explain: ____________________________________________________

______________________________________________________________________
Have you ever been psychiatrically hospitalized? 
⁭Yes
⁭ No
If yes, where: 

Dates 


Institution/Address


Reason

_______________
__________________________
________________________
_______________
__________________________
________________________

_______________
__________________________
________________________

If needed, please explain further: ____________________________________________

_______________________________________________________________________
History of abuse, trauma or losses

Have you ever been abused (any physical, emotional or sexual abuse as a child or adult)? □Yes □ No

Please explain: _________________________________________________________________________

______________________________________________________________________________________

Has your or your family, experienced any significant losses, such as the death of loved ones, job losses, or other difficult transitions? □Yes □ No Please explain: __________________________________

______________________________________________________________________________________

Patient’s Name: _______________________ 
Age ______  
Date of Birth: _____________

Genetic Family History
Please Indicate who the affected person is (e.g., mother’s uncle, father’s brother, etc)

	
	Maternal side


	Paternal side

	Depression
	
	

	Bipolar disorder
	
	

	Panic attacks
	
	

	Generalized anxiety
	
	

	Obsessive compulsive disorder
	
	

	Social anxiety
	
	

	Schizophrenia
	
	

	Psychosis (e.g., hearing voices)
	
	

	Drug or alcohol problems
	
	

	Attempted or completed suicide
	
	

	Other
	
	

	
	
	


Substance Abuse
Please indicate how frequently you use the following: 
Alcohol:  How often? _______________
How much? _________________________

Marijuana: How often? ______________
How much? _________________________  

Cocaine: How often? ________________
How much? _________________________ 

Meth:
 How often? _________________
How much? _________________________

Over-the-counter: How often?__________
How much? _________________________

Pain pills: How often? ________________
How much? _________________________
Anxiety pills: How often? _____________
How much? _________________________

IV drugs: How often? ________________
How much? _________________________

Caffeine: How often? ________________
How much? _________________________

Cigarettes: How often? ________________
How much? _________________________

Have you had any concerns about your or your partner’s internet use? 
⁭ Yes 
⁭ No
If yes, please explain: ________________________________________________________________

Have you ever been arrested or charged with a crime? Please explain. 
Thank you for completing this form.
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