Waukesha County Department of Health and Human Services

Patient History


	Date:
	
	Date of Birth: 
	
	
	

	
	
	
	
	

	Last Name
	
	First Name
	
	Middle Initial

	

	Street Address (include any apartment number)

	

	City, State, Zip

	
	
	

	Primary Phone
	
	Alternate Phone

	

	Maiden or Other Name(s)

	Gender (Check One)
	Current Marital Status

	 FORMCHECKBOX 

	Male
	 FORMCHECKBOX 

	Female
	 FORMCHECKBOX 

	Married
	 FORMCHECKBOX 

	Single
	 FORMCHECKBOX 

	Divorced
	 FORMCHECKBOX 

	Separated
	 FORMCHECKBOX 

	Widowed

	Are you experiencing concerns/struggles related to gender identity and/or sexual orientation?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Briefly describe why you are here today:
	

	

	


	Were you referred?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	
	

	If you answered “Yes,” please provide their name:
	

	Do you have a primary care doctor?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	If you answered “Yes,” please provide their name:
	

	Do you smoke?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Are you pregnant?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Are you a Veteran?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


Employment Status

	Current employment status (employed, seeking employment, disabled, etc.)?
	

	If employed, type of work?
	


Education

	Highest grade completed?
	

	
	
	
	
	

	Are you currently a student?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


Religious/Spiritual Preference

	Do you have a religious/spiritual preference?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	If you answered “Yes,” please list:
	


	Patient Name


Symptom Checklist
	Please check the box(es) for the symptom(s) that apply to you in the past 30 days.

	Symptom
	Yes
	No
	
	Symptom
	Yes
	No

	Cannot sleep well
	
	
	
	Change in appetite
	
	

	Sleeping too much
	
	
	
	Weight gain / loss
	
	

	Trouble falling asleep
	
	
	
	Mood changes
	
	

	Interrupted sleep
	
	
	
	Depression
	
	

	Nightmares / recurrent dreams
	
	
	
	Fatigue
	
	

	Loss of interest in activities
	
	
	
	Low self-esteem
	
	

	Less sexual drive
	
	
	
	Anxiety
	
	

	Crying a lot
	
	
	
	Panic
	
	

	Worry a lot
	
	
	
	Irritability / anger
	
	

	Memory problems
	
	
	
	Thoughts that bother you
	
	

	Hard to concentrate
	
	
	
	Behaviors that bother you
	
	

	Thoughts of suicide
	
	
	
	Trouble making decisions
	
	

	Suicide attempts
	
	
	
	Trouble in relationships
	
	

	Thoughts of hurting others
	
	
	
	Difficulty being with others
	
	

	Hurting others
	
	
	
	Difficulty being alone
	
	

	Beliefs others do not agree with
	
	
	
	Problems at work, home, school
	
	

	Seeing or hearing things others do not
	
	
	
	Physical abuse
	
	

	Episodes of time you can’t remember
	
	
	
	Sexual abuse
	
	

	Emotional abuse
	
	
	
	
	
	


Substance Use Symptom Checklist

	Please check the box(es) if you have ever experienced any of these symptoms that apply to your substance use.

	Symptom
	Yes
	No

	Do you take in larger amounts than intended?
	
	

	Do you have the desire/unsuccessful effort to control or cut down?
	
	

	Do you spend excessive time using/obtaining/recovering?
	
	

	Do you have a craving or strong desire/urge to use?
	
	

	Does the substance use interfere with obligations at work/school/home?
	
	

	Have you had persistent use despite social/interpersonal issues?
	
	

	Are your social/occupational/recreational activities reduced?
	
	

	Have you had a recurrent use in physically hazardous situations?
	
	

	Do you continue using despite a physical/psychological issue?
	
	

	Has your tolerance for the substance increased?
	
	

	Do you suffer from withdrawal or use to avoid withdrawal?
	
	


Mental Health and Substance Use Treatment History

	Where were you treated?
	When were you treated?
	Inpatient or outpatient?
	Diagnoses?
	Medications?
	Outcome?

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Do you have any current concerns about your substance use or mental health?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	If you answered “Yes,” please list:
	


	Patient Name


Substance Use History

	Please include all types of drugs/alcohol.

	Which substances?
	For how long?
	First used?
	How often?
	How much?
	How used?
	Last used?

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


	Do you have any current concerns about your substance use?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	If you answered “Yes,” please list:
	


STOP!  PLEASE TELL THE RECEPTIONIST YOU HAVE COMPLETED PART 1,
THEN PROCEED TO PART 2!
Family
	
	Name(s)
	Age(s)

	Mother(s)
	
	

	Father(s)
	
	

	Sibling(s)
	
	

	Significant Other(s)
	
	

	Child/ren
	
	


	Is there any history of mental health and/or substance use issues in your family?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	If you answered “Yes,” please list:
	


Legal Status
	History of Charges (Include OWI’s)

	What was the charge?
	Where were you charged?
	When did it occur?
	Outcome? (conviction, probation, etc.)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Are you currently on probation/parole?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you have any charges pending?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	If you answered “Yes,” please list:
	


	Patient Name


Personal Medical History

	Please answer the question on the left side and below to the best of your ability by placing a check in the boxes provided.

	Do you have or have you ever had any of the following:
	Yes
	No
	Please explain all yes answers.

	1.
Allergies
	
	
	

	2.
Arthritis
	
	
	

	3.
Asthma
	
	
	

	4.
High/Low Blood Pressure
	
	
	

	5.
Cancer
	
	
	

	6.
Digestive Problems (e.g. Ulcer)
	
	
	

	7.
Neurological Problems


(e.g. Seizures/Epilepsy)
	
	
	

	8.
Headaches
	
	
	

	9.
Head Injury
	
	
	

	10.
Sexually Transmitted Disease
	
	
	

	11.
Liver Disease (e.g. Hepatitis)
	
	
	

	12.
Kidney Problems
	
	
	

	13.
Hearing Problems
	
	
	

	14.
Thyroid Problems
	
	
	

	15.
Diabetes
	
	
	

	16.
Vision Problems
	
	
	

	17.
Heart Disease
	
	
	

	18.
Sexual Problems
	
	
	

	19.
Incontinence/Bed Wetting
	
	
	

	20.
Women Only:  Miscarriage/Abortion
	
	
	

	21.
Women Only:  Menopausal Difficulties
	
	
	

	21a. Pregnant
Yes
No
Maybe
	
	
	

	22.
Tuberculosis (TB)
	
	
	

	23.
HIV Positive (optional)
	
	
	

	List Current Medical Conditions, If Any.
	
	
	


	Physician’s Name(s)
	

	Date of last physical exam 
	
	

	Date of last blood work
	
	


	Patient Name


Current Medication (List all, even non-prescription drugs) use reverse side if necessary.

	Name of Medication
	Dose/Frequency
	Last Taken
	Reason for Use
	Doctor

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Strengths

	Do you have any other treatment providers, services, etc.?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	If you answered “Yes,” please list:
	

	What are your strengths?
	


DONE!  Please return this form to reception, and you will be seen by,

or scheduled with, the next available clinician.
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