MEDICAL AND HEALTH HISTORY 
Are you currently under doctor’s care for a specific medical condition? Y or N Please list any current medical conditions or significant past medical conditions:____________________ ____________________________________________________________________________________ 
Please list any current prescription medications you take and for what reason:______________________ ____________________________________________________________________________________  
Primary Care Physician:________________________________________________________________ 
Have you ever been hospitalized for a psychiatric condition? Y or N If so, when and where:________ ____________________________________________________________________________________ 
Have you ever been in therapy/seen a counselor before? Y or N If so, please give estimated dates when in treatment, for what reason and with whom:___________________________________________ ____________________________________________________________________________________ ____________________________________________________________________________________ 
Do you have a family history of any psychiatric/psychological or substance use problems? Y or N If so, what family members and what conditions have they struggled with and/or been diagnosed with in the past or currently? __________________________________________________________________ ____________________________________________________________________________________ 
How many hours of sleep do you get per night on average? ______ Do you have trouble sleeping? Y or N 
Do you have a history of an eating disorder? Y or N                                                                                         
How many alcoholic beverages do you consume on average a day or week? ______________________ 
Do you smoke cigarettes? Y or N If so, how many per day? _________________________________      
Do you use any elicit other substances? Y or N If so, what and how often?______________________ ____________________________________________________________________________________ 
Do you have a history of any addictions of any kind? _________________________________________ 
How would you describe your eating/nutritional habits? ________________________________________ ____________________________________________________________________________________ 
Do you exercise and if so what do you do for exercise and approx. how often? _____________________ ____________________________________________________________________________________ 
Is there any other health information you think is pertinent for us to know?
