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Stepping Stones to Well Being, LLC 
131 B Main Street Epping, NH 03402 

Fax: 603-218-6990 
Email: info.sstwb@gmail.com 

Please note that the most efficient way to contact the office is through email. 
Please complete this intake form and return via fax, email or USPS. Once this is received and reviewed an intake 
appointment can be scheduled. 

 
Today’s Date: _______________  Referred By: __________________________________________ 
 
Patient Legal Name: ________________________________________Date of Birth: ______________ 

Preferred Name: ___________________________________________ 

Address (City, State & Zip): ____________________________________________________________ 

Primary Phone: ___________________________  Other Phone: _______________________________ 

Email Address: ______________________________________________________________________ 

Gender: ________________  Marital Status: ____________________ 

Sexual Orientation: _______________   Race: ___________________   Ethnicity: _________________ 

Employment Status: ___________________________________________________________________ 

School: _________________________________________ Grade: ____________________________ 

FOR THOSE UNDER THE AGE OF 18 (Please note if parents are divorced and there is a parenting plan, 
this needs to be provided to the office.  If parents share custody, both must consent to medication.) 
 
Parent/Guardian Name: _______________________________ Date of Birth: ___________________ 

Address (if different than above): ___________________________________________________________ 

Phone #: ____________________________________________ 

Email: ________________________________________________________________________________________ 

Custody: ______________________________________________________________________________________ 
 
Insurance: (A copy of your insurance card front and back is required) 
Primary Insurance Carrier Plan Name: ____________________________________________________________ 
Policy/ID #: ____________________________________________   Group #: ______________________________ 
Name of Policy Holder: ____________________________________ Date of Birth: _____________________ 
Relationship to the Patient: _____________________________ Phone #: _______________________________ 
Address: _____________________________________________ 
 
Secondary Insurance Carrier Plan Name: ___________________________________________________________ 
Policy/ID #: ____________________________________________   Group #: ______________________________ 
Name of Policy Holder: ____________________________________ Date of Birth: _____________________ 
Relationship to the Patient: _____________________________ Phone #: _______________________________ 
Address: _____________________________________________ 
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Emergency Contact: 

Name: ______________________________________ Relationship: ____________________________________ 

Phone #: _____________________________________ Email: __________________________________________ 

By checking this box, I am agreeing that in case of emergency this person can be notified that I am receiving 
services with Stepping Stones to Wellbeing, LLC and that if there is an emergency that Stepping Stones to Well Being, 
LLC can contact this person for a check in or notify them of any safety concerns. 

Are there any immediate safety concerns? (Harm to self/others/running away/aggression that results 
in harm to self/others) 

 
 

Are there weapons in the home? If so how are they secured?   
 
 
 

Are there any specific schedule restrictions or other factors that are important to know (i.e. specific religious 
celebrations, cultural needs)?   

 
 
 

Are there any issues that prevent you from using telehealth (Zoom) for appointments?   
 
 
 

Do you have any history of trauma surrounding dogs? This is important as there are dogs in the office 
location at times.   

 

HEALTH HISTORY 

Current PCP:    

Last Height, Weight, Blood Pressure, and Pulse:    

Last Physical:   

*If you have not had a physical in the last year, you may need to have blood work drawn to ensure your 
overall health before medications can be safely prescribed* 

*If you HAVE had a physical in the past year, please have a copy of your most recent blood work and 
physical sent to the office* 

 

Pharmacy:   
 

Allergies 

Food:   

Medication:   

Environmental:   
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Nutritional/Health Information: 
 

Are there any special diets/nutritional regimen’s that you follow?   

How many meals do you typically eat in a day?    

What types of physical activity do you engage in and how often?    

 
 

Are you currently working with a Nutritionist/Dietician?   
 

Surgical History: 

Please list any surgeries that you have had and the dates:   
 

 
 
 
 
 
 

For female clients: 

Are you currently pregnant or thinking of becoming pregnant?    

Are you undergoing any IVF or other treatment for pregnancy?    

Are you currently taking any Oral Contraceptives?     

Are you currently breastfeeding?    

Last menstrual cycle:   

Please provide the following information: 

Current Therapist & Frequency:   

Previous Therapist:     

Do you currently have a psychopharmacology prescriber?      

Current Psychopharmacology Prescriber:      

If you are transferring to this practice, please share why and does the provider know that you are transferring: 

 
 

Are there other providers you are working with (i.e. marriage counseling, Occupational Therapy, Speech Therapy, 

etc.) 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________



 

MEDICAL & MENTAL HEALTH HISTORY: 

If there is no history, you can leave it blank 
Please use the following for indication of family relation: 
Grandmother = GM, Grandfather = GF, Aunt = A, Uncle = U, Cousin = C 

 
Medical Issue Self  Maternal  Paternal  Sibling  Child  Information  
Anemia (please note 
Iron or Pernicious) 

      

Aneurysm       
Arterial Disorder 
(Peripheral, Arterial, 
Pulmonary) 

      

Arthritis       
Asthma/Bronchitis       
Bladder/Kidney Issues       
Broken Bones/Fractures       
Cancers (please note 
what type of cancer) 

      

Celiac Disease       
Cerebral Palsy       
Chronic Pain        
Concussion or other Head 
Injury 

      

Connective Tissue 
Disorder 

      

COPD/Emphysema       
COVID       
Diabetes (I or II)       
Eczema       
Ehlers-Danlos Syndrome       
Epilepsy or Seizures       
Epstein-Barr Virus       
Eye/Vision Issues       

 
 
 



 

Medical Issue Self  Maternal  Paternal  Sibling  Child  Information  
Fainting       
Fibromyalgia       
Hearing Loss       
Heart Attack (please note 
age) 

      

Heartburn/GERD       
Hemophilia       
High Blood Pressure       
High Cholesterol       
Hypermobility Syndrome       
Kawasaki Disease       
Kidney Disease       
Liver Disease/Hepatitis       
Lupus       
Lyme Disease/Other Tick 
Born Illness 

      

Meningitis       
Migraines       
Multiple Sclerosis       
Osteoarthritis       
PANDAS/PANS       
PCOS       
Pneumonia       
Psoriasis       
Repeated Strep Throat       
Scarlett Fever       
Shingles       
Stomach/Bowel Issues 
(i.e. IBS) 

      

Stroke       
Thalassemia       
Thyroid Disorder (please 
specify) 

      

 
 



 

 
Medical Issue Self  Maternal  Paternal  Sibling  Child  Information  
Toxin Exposure  
(Mold etc.) 

      

Vitamin Deficiencies 
(please specify) 

      

Vitiligo       
Von Willebrand       
Other       
Other        
Other        
Other        

 

Please list any psychiatric hospitalizations that you have had 
 

Location Reason When 
   

   

   

 
Is there any family history of completed or attempted suicides? If yes, please indicate family relation. 

 
 

 

If there is no history, you can leave it blank 
Please use the following for indication of family relation: 
Grandmother = GM, Grandfather = GF, Aunt = A, Uncle = U, Cousin = C 
 

Diagnosis  Self  Maternal  Paternal  Sibling  Child  Information  
ADHD (please note 
age of diagnosis) 

      

Agoraphobia       
Alzheimer’s Disease       
Anorexia Binge-Purge        



 

Diagnosis  Self  Maternal  Paternal  Sibling  Child  Information  
Anorexia Restricting       
Anxiety       
Autism Spectrum 
Disorder 

      

Binge Eating Disorder       
Bipolar Disorder (I or II)       
Borderline Personality       
Depression       
Disruptive Mood 
Dysregulation Disorder 

      

Gambling Disorder       
Gender 
Identity/Dysphoria 

      

Hoarding Disorder       
Hypersomnia       
Insomnia       
Learning/Processing 
Disorder 

      

Non-Verbal Learning 
Disorder 

      

Obsessive Compulsive 
Disorder 

      

Oppositional Defiant 
Disorder 

      

Other Personality 
Disorder 

      
 

Panic Attacks       
Parkinson’s Disease       
PMDD       
Postpartum Anxiety        
Postpartum Depression        
PTSD       
Reactive or Other 
Attachment Disorder 

      

Schizophrenia       
 
 
 



 

 
Diagnosis  Self  Maternal  Paternal  Sibling  Child  Information  
Separation Anxiety 
Disorder 

      

Substance Use Disorder 
(Please note Substance – 
Alcohol, etc.) 

      

Tic Disorder        
Tourette’s Disorder       
Other        
Other       
Other       

 
Medication List 

Please complete the following and include medications (for medical and mental health related diagnoses). Please include any herbs, supplements or 
other over the counter things you are taking. 

 

Name Dosage Prescriber Current (Y or N) Any reactions 
     

     

     

     

     

     

     

     

     

     

     

     

     



 

Name Dosage Prescriber Current (Y or N) Any reactions 

     

     

     

     

     

     

     

     

     

     

 

 
Is there any additional information that is important to know in working with you:  

 
 

 

 
 
Thank you for your time in completing this lengthy history. 



Stepping Stones to Well Being, LLC 
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131 B Main Street Epping, NH 03402 

Fax: 603-218-6990 
Email: info.sstwb@gmail.com  

 
 

Please note that the most efficient way to contact the office is through email. 
 

Client name:   DOB:   
 

Global Consent to Treatment 
 

An important part of treatment, regardless of the proposed intervention or discipline, is that both 
parties understand and agree that they are working together. Part of working together is an 
understanding that all services received through Stepping Stones to Well Being, LLC. are voluntary 
and are able to be discontinued/terminated at any time in the future. 

 
Additionally, as part of appropriate, individualized, comprehensive, and professional care I sign with 
the understanding that all treatment plans/interventions are created with an explanation and review 
of the potential risks, benefits and alternatives to treatment that are available. By initialing next to 
each policy, I am verifying that I have read and understood the various policies and procedures as 
they pertain to services. 

 

Program Information including (Philosophy, Client Commitment and Reason for Discharge) 
 

 

Patient’s Rights 
 

 

Medical Monitoring and Coordination of Care 
 

 

Attendance Policy and Missed Appointments 
 

 

Telepsychiatry Appointments 
 

 

Financial Responsibility Policy 
 

 

Prescription and Schedule II & IV Medications 
 

 

Prescription Information (including Prior Authorizations, Refills, and Medication Changes) 
 

 

  Treatment Planning & Compliance 
 

Therapeutic Intervention, Availability & Scheduling 
 

 
 

Client/Guardian Signature:    
Date:   

mailto:info.sstwb@gmail.com


Stepping Stones to Well Being, LLC 

Updated: 6/2/2023  

 
Fax: 603-218-6990 

131 Main Street Epping, NH 03042 

Patient Name DOB: 

Address:  

I hereby request and authorize Stepping Stones to Well-Being, LLC. to (please check the appropriate box) 
Receive From Exchange With    Provide To 

Name/Address/Phone/Fax: 

Please use another page for additional providers 

The purpose of this release is for:  Coordination of Care Transition of Care 

Information to be released in written or oral form (Please Check): 

If my initials appear here , I specifically authorize release of drug, alcohol abuse, sexually 
transmitted disease and/or counseling/psychiatric records. I understand that my drug treatment records are 
protected by under federal regulations governing Confidentiality of Alcohol and Drug Abuse Patient 
Records, 42 C.F.R. Part 2, Subpart C and cannot be disclosed without my written consent unless otherwise 
provided for in the regulations. 

If my initials appear here  , I specifically authorize release of my records that contain 
information about my HIV diagnosis, tests or treatment of HIV and AIDS, and which may contain reference 
to my identity as HIV positive or as an AIDS patient. 

I have carefully read and understand the above statements, and voluntarily consent to disclosure of the above 
information about, or medical records of my condition to those persons of agencies named above. I 
understand this authorization may be revoked at any time. Revocation must be made in writing. 

This authorization will expire at the termination of treatment unless revoked prior to termination of 
treatment. 

By providing the electronic signature above, the individual agrees that the electronic signature is the legal 
equivalent of a manual signature. 

Client/Guardian Signature Date 

Initial Evaluation Medical History 
Recent Lab Work Treatment Summary 
Diagnosis Current Medications 
Hospital Discharge Summary Psychological Testing 
IEP/504 Plan Appointment Times/Attendance 
Other Other 


	Stepping Stones to Well Being, LLC
	Insurance: (A copy of your insurance card front and back is required)
	Primary Insurance Carrier Plan Name: ____________________________________________________________
	Policy/ID #: ____________________________________________   Group #: ______________________________
	Name of Policy Holder: ____________________________________ Date of Birth: _____________________
	Relationship to the Patient: _____________________________ Phone #: _______________________________
	Address: _____________________________________________
	Secondary Insurance Carrier Plan Name: ___________________________________________________________
	Policy/ID #: ____________________________________________   Group #: ______________________________
	Name of Policy Holder: ____________________________________ Date of Birth: _____________________
	Relationship to the Patient: _____________________________ Phone #: _______________________________
	Address: _____________________________________________
	Are there any immediate safety concerns? (Harm to self/others/running away/aggression that results in harm to self/others)
	Surgical History:
	For female clients:
	Please provide the following information:
	Please list any psychiatric hospitalizations that you have had
	Global Consent to Treatment
	Please use another page for additional providers



	Todays Date: 
	Referred By: 
	Patient Legal Name: 
	Date of Birth: 
	Preferred Name: 
	Address City State  Zip: 
	Primary Phone: 
	Other Phone: 
	Email Address: 
	Gender: 
	Marital Status: 
	Sexual Orientation: 
	Race: 
	Ethnicity: 
	Employment Status: 
	School: 
	Grade: 
	ParentGuardian Name: 
	Date of Birth_2: 
	Address if different than above: 
	Phone: 
	Email: 
	Custody: 
	Primary Insurance Carrier Plan Name: 
	PolicyID: 
	Group: 
	Name of Policy Holder: 
	Date of Birth_3: 
	Relationship to the Patient: 
	Phone_2: 
	Address: 
	Secondary Insurance Carrier Plan Name: 
	PolicyID_2: 
	Group_2: 
	Name of Policy Holder_2: 
	Date of Birth_4: 
	Relationship to the Patient_2: 
	Phone_3: 
	Address_2: 
	Name: 
	Relationship: 
	Phone_4: 
	Email_2: 
	services with Stepping Stones to Wellbeing LLC and that if there is an emergency that Stepping Stones to Well Being: Off
	Are there weapons in the home If so how are they secured 1: 
	Are there weapons in the home If so how are they secured 2: 
	celebrations cultural needs 1: 
	celebrations cultural needs 2: 
	Are there any issues that prevent you from using telehealth Zoom for appointments 1: 
	Are there any issues that prevent you from using telehealth Zoom for appointments 2: 
	location at times: 
	Current PCP: 
	Last Height Weight Blood Pressure and Pulse: 
	Last Physical: 
	Pharmacy: 
	Food: 
	Medication: 
	Environmental: 
	Are there any special dietsnutritional regimens that you follow: 
	How many meals do you typically eat in a day: 
	What types of physical activity do you engage in and how often 1: 
	What types of physical activity do you engage in and how often 2: 
	Are you currently working with a NutritionistDietician: 
	Please list any surgeries that you have had and the dates 1: 
	Please list any surgeries that you have had and the dates 2: 
	Please list any surgeries that you have had and the dates 3: 
	Are you currently pregnant or thinking of becoming pregnant: 
	Are you undergoing any IVF or other treatment for pregnancy: 
	Are you currently taking any Oral Contraceptives: 
	Are you currently breastfeeding: 
	Last menstrual cycle: 
	Current Therapist  Frequency: 
	Previous Therapist: 
	Do you currently have a psychopharmacology prescriber: 
	Current Psychopharmacology Prescriber: 
	If you are transferring to this practice please share why and does the provider know that you are transferring: 
	etc 1: 
	etc 2: 
	SelfAnemia please note Iron or Pernicious: 
	MaternalAnemia please note Iron or Pernicious: 
	PaternalAnemia please note Iron or Pernicious: 
	SiblingAnemia please note Iron or Pernicious: 
	ChildAnemia please note Iron or Pernicious: 
	InformationAnemia please note Iron or Pernicious: 
	SelfAneurysm: 
	MaternalAneurysm: 
	PaternalAneurysm: 
	SiblingAneurysm: 
	ChildAneurysm: 
	InformationAneurysm: 
	SelfArterial Disorder Peripheral Arterial Pulmonary: 
	MaternalArterial Disorder Peripheral Arterial Pulmonary: 
	PaternalArterial Disorder Peripheral Arterial Pulmonary: 
	SiblingArterial Disorder Peripheral Arterial Pulmonary: 
	ChildArterial Disorder Peripheral Arterial Pulmonary: 
	InformationArterial Disorder Peripheral Arterial Pulmonary: 
	SelfArthritis: 
	MaternalArthritis: 
	PaternalArthritis: 
	SiblingArthritis: 
	ChildArthritis: 
	InformationArthritis: 
	SelfAsthmaBronchitis: 
	MaternalAsthmaBronchitis: 
	PaternalAsthmaBronchitis: 
	SiblingAsthmaBronchitis: 
	ChildAsthmaBronchitis: 
	InformationAsthmaBronchitis: 
	SelfBladderKidney Issues: 
	MaternalBladderKidney Issues: 
	PaternalBladderKidney Issues: 
	SiblingBladderKidney Issues: 
	ChildBladderKidney Issues: 
	InformationBladderKidney Issues: 
	SelfBroken BonesFractures: 
	MaternalBroken BonesFractures: 
	PaternalBroken BonesFractures: 
	SiblingBroken BonesFractures: 
	ChildBroken BonesFractures: 
	InformationBroken BonesFractures: 
	SelfCancers please note what type of cancer: 
	MaternalCancers please note what type of cancer: 
	PaternalCancers please note what type of cancer: 
	SiblingCancers please note what type of cancer: 
	ChildCancers please note what type of cancer: 
	InformationCancers please note what type of cancer: 
	SelfCeliac Disease: 
	MaternalCeliac Disease: 
	PaternalCeliac Disease: 
	SiblingCeliac Disease: 
	ChildCeliac Disease: 
	InformationCeliac Disease: 
	SelfCerebral Palsy: 
	MaternalCerebral Palsy: 
	PaternalCerebral Palsy: 
	SiblingCerebral Palsy: 
	ChildCerebral Palsy: 
	InformationCerebral Palsy: 
	SelfChronic Pain: 
	MaternalChronic Pain: 
	PaternalChronic Pain: 
	SiblingChronic Pain: 
	ChildChronic Pain: 
	InformationChronic Pain: 
	SelfConcussion or other Head Injury: 
	MaternalConcussion or other Head Injury: 
	PaternalConcussion or other Head Injury: 
	SiblingConcussion or other Head Injury: 
	ChildConcussion or other Head Injury: 
	InformationConcussion or other Head Injury: 
	SelfConnective Tissue Disorder: 
	MaternalConnective Tissue Disorder: 
	PaternalConnective Tissue Disorder: 
	SiblingConnective Tissue Disorder: 
	ChildConnective Tissue Disorder: 
	InformationConnective Tissue Disorder: 
	SelfCOPDEmphysema: 
	MaternalCOPDEmphysema: 
	PaternalCOPDEmphysema: 
	SiblingCOPDEmphysema: 
	ChildCOPDEmphysema: 
	InformationCOPDEmphysema: 
	SelfCOVID: 
	MaternalCOVID: 
	PaternalCOVID: 
	SiblingCOVID: 
	ChildCOVID: 
	InformationCOVID: 
	SelfDiabetes I or II: 
	MaternalDiabetes I or II: 
	PaternalDiabetes I or II: 
	SiblingDiabetes I or II: 
	ChildDiabetes I or II: 
	InformationDiabetes I or II: 
	SelfEczema: 
	MaternalEczema: 
	PaternalEczema: 
	SiblingEczema: 
	ChildEczema: 
	InformationEczema: 
	SelfEhlersDanlos Syndrome: 
	MaternalEhlersDanlos Syndrome: 
	PaternalEhlersDanlos Syndrome: 
	SiblingEhlersDanlos Syndrome: 
	ChildEhlersDanlos Syndrome: 
	InformationEhlersDanlos Syndrome: 
	SelfEpilepsy or Seizures: 
	MaternalEpilepsy or Seizures: 
	PaternalEpilepsy or Seizures: 
	SiblingEpilepsy or Seizures: 
	ChildEpilepsy or Seizures: 
	InformationEpilepsy or Seizures: 
	SelfEpsteinBarr Virus: 
	MaternalEpsteinBarr Virus: 
	PaternalEpsteinBarr Virus: 
	SiblingEpsteinBarr Virus: 
	ChildEpsteinBarr Virus: 
	InformationEpsteinBarr Virus: 
	SelfEyeVision Issues: 
	MaternalEyeVision Issues: 
	PaternalEyeVision Issues: 
	SiblingEyeVision Issues: 
	ChildEyeVision Issues: 
	InformationEyeVision Issues: 
	SelfFainting: 
	MaternalFainting: 
	PaternalFainting: 
	SiblingFainting: 
	ChildFainting: 
	InformationFainting: 
	SelfFibromyalgia: 
	MaternalFibromyalgia: 
	PaternalFibromyalgia: 
	SiblingFibromyalgia: 
	ChildFibromyalgia: 
	InformationFibromyalgia: 
	SelfHearing Loss: 
	MaternalHearing Loss: 
	PaternalHearing Loss: 
	SiblingHearing Loss: 
	ChildHearing Loss: 
	InformationHearing Loss: 
	SelfHeart Attack please note age: 
	MaternalHeart Attack please note age: 
	PaternalHeart Attack please note age: 
	SiblingHeart Attack please note age: 
	ChildHeart Attack please note age: 
	InformationHeart Attack please note age: 
	SelfHeartburnGERD: 
	MaternalHeartburnGERD: 
	PaternalHeartburnGERD: 
	SiblingHeartburnGERD: 
	ChildHeartburnGERD: 
	InformationHeartburnGERD: 
	SelfHemophilia: 
	MaternalHemophilia: 
	PaternalHemophilia: 
	SiblingHemophilia: 
	ChildHemophilia: 
	InformationHemophilia: 
	SelfHigh Blood Pressure: 
	MaternalHigh Blood Pressure: 
	PaternalHigh Blood Pressure: 
	SiblingHigh Blood Pressure: 
	ChildHigh Blood Pressure: 
	InformationHigh Blood Pressure: 
	SelfHigh Cholesterol: 
	MaternalHigh Cholesterol: 
	PaternalHigh Cholesterol: 
	SiblingHigh Cholesterol: 
	ChildHigh Cholesterol: 
	InformationHigh Cholesterol: 
	SelfHypermobility Syndrome: 
	MaternalHypermobility Syndrome: 
	PaternalHypermobility Syndrome: 
	SiblingHypermobility Syndrome: 
	ChildHypermobility Syndrome: 
	InformationHypermobility Syndrome: 
	SelfKawasaki Disease: 
	MaternalKawasaki Disease: 
	PaternalKawasaki Disease: 
	SiblingKawasaki Disease: 
	ChildKawasaki Disease: 
	InformationKawasaki Disease: 
	SelfKidney Disease: 
	MaternalKidney Disease: 
	PaternalKidney Disease: 
	SiblingKidney Disease: 
	ChildKidney Disease: 
	InformationKidney Disease: 
	SelfLiver DiseaseHepatitis: 
	MaternalLiver DiseaseHepatitis: 
	PaternalLiver DiseaseHepatitis: 
	SiblingLiver DiseaseHepatitis: 
	ChildLiver DiseaseHepatitis: 
	InformationLiver DiseaseHepatitis: 
	SelfLupus: 
	MaternalLupus: 
	PaternalLupus: 
	SiblingLupus: 
	ChildLupus: 
	InformationLupus: 
	SelfLyme DiseaseOther Tick Born Illness: 
	MaternalLyme DiseaseOther Tick Born Illness: 
	PaternalLyme DiseaseOther Tick Born Illness: 
	SiblingLyme DiseaseOther Tick Born Illness: 
	ChildLyme DiseaseOther Tick Born Illness: 
	InformationLyme DiseaseOther Tick Born Illness: 
	SelfMeningitis: 
	MaternalMeningitis: 
	PaternalMeningitis: 
	SiblingMeningitis: 
	ChildMeningitis: 
	InformationMeningitis: 
	SelfMigraines: 
	MaternalMigraines: 
	PaternalMigraines: 
	SiblingMigraines: 
	ChildMigraines: 
	InformationMigraines: 
	SelfMultiple Sclerosis: 
	MaternalMultiple Sclerosis: 
	PaternalMultiple Sclerosis: 
	SiblingMultiple Sclerosis: 
	ChildMultiple Sclerosis: 
	InformationMultiple Sclerosis: 
	SelfOsteoarthritis: 
	MaternalOsteoarthritis: 
	PaternalOsteoarthritis: 
	SiblingOsteoarthritis: 
	ChildOsteoarthritis: 
	InformationOsteoarthritis: 
	SelfPANDASPANS: 
	MaternalPANDASPANS: 
	PaternalPANDASPANS: 
	SiblingPANDASPANS: 
	ChildPANDASPANS: 
	InformationPANDASPANS: 
	SelfPCOS: 
	MaternalPCOS: 
	PaternalPCOS: 
	SiblingPCOS: 
	ChildPCOS: 
	InformationPCOS: 
	SelfPneumonia: 
	MaternalPneumonia: 
	PaternalPneumonia: 
	SiblingPneumonia: 
	ChildPneumonia: 
	InformationPneumonia: 
	SelfPsoriasis: 
	MaternalPsoriasis: 
	PaternalPsoriasis: 
	SiblingPsoriasis: 
	ChildPsoriasis: 
	InformationPsoriasis: 
	SelfRepeated Strep Throat: 
	MaternalRepeated Strep Throat: 
	PaternalRepeated Strep Throat: 
	SiblingRepeated Strep Throat: 
	ChildRepeated Strep Throat: 
	InformationRepeated Strep Throat: 
	SelfScarlett Fever: 
	MaternalScarlett Fever: 
	PaternalScarlett Fever: 
	SiblingScarlett Fever: 
	ChildScarlett Fever: 
	InformationScarlett Fever: 
	SelfShingles: 
	MaternalShingles: 
	PaternalShingles: 
	SiblingShingles: 
	ChildShingles: 
	InformationShingles: 
	SelfStomachBowel Issues ie IBS: 
	MaternalStomachBowel Issues ie IBS: 
	PaternalStomachBowel Issues ie IBS: 
	SiblingStomachBowel Issues ie IBS: 
	ChildStomachBowel Issues ie IBS: 
	InformationStomachBowel Issues ie IBS: 
	SelfStroke: 
	MaternalStroke: 
	PaternalStroke: 
	SiblingStroke: 
	ChildStroke: 
	InformationStroke: 
	SelfThalassemia: 
	MaternalThalassemia: 
	PaternalThalassemia: 
	SiblingThalassemia: 
	ChildThalassemia: 
	InformationThalassemia: 
	SelfThyroid Disorder please specify: 
	MaternalThyroid Disorder please specify: 
	PaternalThyroid Disorder please specify: 
	SiblingThyroid Disorder please specify: 
	ChildThyroid Disorder please specify: 
	InformationThyroid Disorder please specify: 
	SelfToxin Exposure Mold etc: 
	MaternalToxin Exposure Mold etc: 
	PaternalToxin Exposure Mold etc: 
	SiblingToxin Exposure Mold etc: 
	ChildToxin Exposure Mold etc: 
	InformationToxin Exposure Mold etc: 
	SelfVitamin Deficiencies please specify: 
	MaternalVitamin Deficiencies please specify: 
	PaternalVitamin Deficiencies please specify: 
	SiblingVitamin Deficiencies please specify: 
	ChildVitamin Deficiencies please specify: 
	InformationVitamin Deficiencies please specify: 
	SelfVitiligo: 
	MaternalVitiligo: 
	PaternalVitiligo: 
	SiblingVitiligo: 
	ChildVitiligo: 
	InformationVitiligo: 
	SelfVon Willebrand: 
	MaternalVon Willebrand: 
	PaternalVon Willebrand: 
	SiblingVon Willebrand: 
	ChildVon Willebrand: 
	InformationVon Willebrand: 
	SelfOther: 
	MaternalOther: 
	PaternalOther: 
	SiblingOther: 
	ChildOther: 
	InformationOther: 
	SelfOther_2: 
	MaternalOther_2: 
	PaternalOther_2: 
	SiblingOther_2: 
	ChildOther_2: 
	InformationOther_2: 
	SelfOther_3: 
	MaternalOther_3: 
	PaternalOther_3: 
	SiblingOther_3: 
	ChildOther_3: 
	InformationOther_3: 
	SelfOther_4: 
	MaternalOther_4: 
	PaternalOther_4: 
	SiblingOther_4: 
	ChildOther_4: 
	InformationOther_4: 
	LocationRow1: 
	ReasonRow1: 
	WhenRow1: 
	LocationRow2: 
	ReasonRow2: 
	WhenRow2: 
	LocationRow3: 
	ReasonRow3: 
	WhenRow3: 
	Is there any family history of completed or attempted suicides If yes please indicate family relation: 
	SelfADHD please note age of diagnosis: 
	MaternalADHD please note age of diagnosis: 
	PaternalADHD please note age of diagnosis: 
	SiblingADHD please note age of diagnosis: 
	ChildADHD please note age of diagnosis: 
	InformationADHD please note age of diagnosis: 
	SelfAgoraphobia: 
	MaternalAgoraphobia: 
	PaternalAgoraphobia: 
	SiblingAgoraphobia: 
	ChildAgoraphobia: 
	InformationAgoraphobia: 
	SelfAlzheimers Disease: 
	MaternalAlzheimers Disease: 
	PaternalAlzheimers Disease: 
	SiblingAlzheimers Disease: 
	ChildAlzheimers Disease: 
	InformationAlzheimers Disease: 
	SelfAnorexia BingePurge: 
	MaternalAnorexia BingePurge: 
	PaternalAnorexia BingePurge: 
	SiblingAnorexia BingePurge: 
	ChildAnorexia BingePurge: 
	InformationAnorexia BingePurge: 
	SelfAnorexia Restricting: 
	MaternalAnorexia Restricting: 
	PaternalAnorexia Restricting: 
	SiblingAnorexia Restricting: 
	ChildAnorexia Restricting: 
	InformationAnorexia Restricting: 
	SelfAnxiety: 
	MaternalAnxiety: 
	PaternalAnxiety: 
	SiblingAnxiety: 
	ChildAnxiety: 
	InformationAnxiety: 
	SelfAutism Spectrum Disorder: 
	MaternalAutism Spectrum Disorder: 
	PaternalAutism Spectrum Disorder: 
	SiblingAutism Spectrum Disorder: 
	ChildAutism Spectrum Disorder: 
	InformationAutism Spectrum Disorder: 
	SelfBinge Eating Disorder: 
	MaternalBinge Eating Disorder: 
	PaternalBinge Eating Disorder: 
	SiblingBinge Eating Disorder: 
	ChildBinge Eating Disorder: 
	InformationBinge Eating Disorder: 
	SelfBipolar Disorder I or II: 
	MaternalBipolar Disorder I or II: 
	PaternalBipolar Disorder I or II: 
	SiblingBipolar Disorder I or II: 
	ChildBipolar Disorder I or II: 
	InformationBipolar Disorder I or II: 
	SelfBorderline Personality: 
	MaternalBorderline Personality: 
	PaternalBorderline Personality: 
	SiblingBorderline Personality: 
	ChildBorderline Personality: 
	InformationBorderline Personality: 
	SelfDepression: 
	MaternalDepression: 
	PaternalDepression: 
	SiblingDepression: 
	ChildDepression: 
	InformationDepression: 
	SelfDisruptive Mood Dysregulation Disorder: 
	MaternalDisruptive Mood Dysregulation Disorder: 
	PaternalDisruptive Mood Dysregulation Disorder: 
	SiblingDisruptive Mood Dysregulation Disorder: 
	ChildDisruptive Mood Dysregulation Disorder: 
	InformationDisruptive Mood Dysregulation Disorder: 
	SelfGambling Disorder: 
	MaternalGambling Disorder: 
	PaternalGambling Disorder: 
	SiblingGambling Disorder: 
	ChildGambling Disorder: 
	InformationGambling Disorder: 
	SelfGender IdentityDysphoria: 
	MaternalGender IdentityDysphoria: 
	PaternalGender IdentityDysphoria: 
	SiblingGender IdentityDysphoria: 
	ChildGender IdentityDysphoria: 
	InformationGender IdentityDysphoria: 
	SelfHoarding Disorder: 
	MaternalHoarding Disorder: 
	PaternalHoarding Disorder: 
	SiblingHoarding Disorder: 
	ChildHoarding Disorder: 
	InformationHoarding Disorder: 
	SelfHypersomnia: 
	MaternalHypersomnia: 
	PaternalHypersomnia: 
	SiblingHypersomnia: 
	ChildHypersomnia: 
	InformationHypersomnia: 
	SelfInsomnia: 
	MaternalInsomnia: 
	PaternalInsomnia: 
	SiblingInsomnia: 
	ChildInsomnia: 
	InformationInsomnia: 
	SelfLearningProcessing Disorder: 
	MaternalLearningProcessing Disorder: 
	PaternalLearningProcessing Disorder: 
	SiblingLearningProcessing Disorder: 
	ChildLearningProcessing Disorder: 
	InformationLearningProcessing Disorder: 
	SelfNonVerbal Learning Disorder: 
	MaternalNonVerbal Learning Disorder: 
	PaternalNonVerbal Learning Disorder: 
	SiblingNonVerbal Learning Disorder: 
	ChildNonVerbal Learning Disorder: 
	InformationNonVerbal Learning Disorder: 
	SelfObsessive Compulsive Disorder: 
	MaternalObsessive Compulsive Disorder: 
	PaternalObsessive Compulsive Disorder: 
	SiblingObsessive Compulsive Disorder: 
	ChildObsessive Compulsive Disorder: 
	InformationObsessive Compulsive Disorder: 
	SelfOppositional Defiant Disorder: 
	MaternalOppositional Defiant Disorder: 
	PaternalOppositional Defiant Disorder: 
	SiblingOppositional Defiant Disorder: 
	ChildOppositional Defiant Disorder: 
	InformationOppositional Defiant Disorder: 
	SelfOther Personality Disorder: 
	MaternalOther Personality Disorder: 
	PaternalOther Personality Disorder: 
	SiblingOther Personality Disorder: 
	ChildOther Personality Disorder: 
	InformationOther Personality Disorder: 
	SelfPanic Attacks: 
	MaternalPanic Attacks: 
	PaternalPanic Attacks: 
	SiblingPanic Attacks: 
	ChildPanic Attacks: 
	InformationPanic Attacks: 
	SelfParkinsons Disease: 
	MaternalParkinsons Disease: 
	PaternalParkinsons Disease: 
	SiblingParkinsons Disease: 
	ChildParkinsons Disease: 
	InformationParkinsons Disease: 
	SelfPMDD: 
	MaternalPMDD: 
	PaternalPMDD: 
	SiblingPMDD: 
	ChildPMDD: 
	InformationPMDD: 
	SelfPostpartum Anxiety: 
	MaternalPostpartum Anxiety: 
	PaternalPostpartum Anxiety: 
	SiblingPostpartum Anxiety: 
	ChildPostpartum Anxiety: 
	InformationPostpartum Anxiety: 
	SelfPostpartum Depression: 
	MaternalPostpartum Depression: 
	PaternalPostpartum Depression: 
	SiblingPostpartum Depression: 
	ChildPostpartum Depression: 
	InformationPostpartum Depression: 
	SelfPTSD: 
	MaternalPTSD: 
	PaternalPTSD: 
	SiblingPTSD: 
	ChildPTSD: 
	InformationPTSD: 
	SelfReactive or Other Attachment Disorder: 
	MaternalReactive or Other Attachment Disorder: 
	PaternalReactive or Other Attachment Disorder: 
	SiblingReactive or Other Attachment Disorder: 
	ChildReactive or Other Attachment Disorder: 
	InformationReactive or Other Attachment Disorder: 
	SelfSchizophrenia: 
	MaternalSchizophrenia: 
	PaternalSchizophrenia: 
	SiblingSchizophrenia: 
	ChildSchizophrenia: 
	InformationSchizophrenia: 
	SelfSeparation Anxiety Disorder: 
	MaternalSeparation Anxiety Disorder: 
	PaternalSeparation Anxiety Disorder: 
	SiblingSeparation Anxiety Disorder: 
	ChildSeparation Anxiety Disorder: 
	InformationSeparation Anxiety Disorder: 
	SelfSubstance Use Disorder Please note Substance  Alcohol etc: 
	MaternalSubstance Use Disorder Please note Substance  Alcohol etc: 
	PaternalSubstance Use Disorder Please note Substance  Alcohol etc: 
	SiblingSubstance Use Disorder Please note Substance  Alcohol etc: 
	ChildSubstance Use Disorder Please note Substance  Alcohol etc: 
	InformationSubstance Use Disorder Please note Substance  Alcohol etc: 
	SelfTic Disorder: 
	MaternalTic Disorder: 
	PaternalTic Disorder: 
	SiblingTic Disorder: 
	ChildTic Disorder: 
	InformationTic Disorder: 
	SelfTourettes Disorder: 
	MaternalTourettes Disorder: 
	PaternalTourettes Disorder: 
	SiblingTourettes Disorder: 
	ChildTourettes Disorder: 
	InformationTourettes Disorder: 
	SelfOther_5: 
	MaternalOther_5: 
	PaternalOther_5: 
	SiblingOther_5: 
	ChildOther_5: 
	InformationOther_5: 
	SelfOther_6: 
	MaternalOther_6: 
	PaternalOther_6: 
	SiblingOther_6: 
	ChildOther_6: 
	InformationOther_6: 
	SelfOther_7: 
	MaternalOther_7: 
	PaternalOther_7: 
	SiblingOther_7: 
	ChildOther_7: 
	InformationOther_7: 
	NameRow1: 
	DosageRow1: 
	PrescriberRow1: 
	Current Y or NRow1: 
	Any reactionsRow1: 
	NameRow2: 
	DosageRow2: 
	PrescriberRow2: 
	Current Y or NRow2: 
	Any reactionsRow2: 
	NameRow3: 
	DosageRow3: 
	PrescriberRow3: 
	Current Y or NRow3: 
	Any reactionsRow3: 
	NameRow4: 
	DosageRow4: 
	PrescriberRow4: 
	Current Y or NRow4: 
	Any reactionsRow4: 
	NameRow5: 
	DosageRow5: 
	PrescriberRow5: 
	Current Y or NRow5: 
	Any reactionsRow5: 
	NameRow6: 
	DosageRow6: 
	PrescriberRow6: 
	Current Y or NRow6: 
	Any reactionsRow6: 
	NameRow7: 
	DosageRow7: 
	PrescriberRow7: 
	Current Y or NRow7: 
	Any reactionsRow7: 
	NameRow8: 
	DosageRow8: 
	PrescriberRow8: 
	Current Y or NRow8: 
	Any reactionsRow8: 
	NameRow9: 
	DosageRow9: 
	PrescriberRow9: 
	Current Y or NRow9: 
	Any reactionsRow9: 
	NameRow10: 
	DosageRow10: 
	PrescriberRow10: 
	Current Y or NRow10: 
	Any reactionsRow10: 
	NameRow11: 
	DosageRow11: 
	PrescriberRow11: 
	Current Y or NRow11: 
	Any reactionsRow11: 
	NameRow12: 
	DosageRow12: 
	PrescriberRow12: 
	Current Y or NRow12: 
	Any reactionsRow12: 
	NameRow13: 
	DosageRow13: 
	PrescriberRow13: 
	Current Y or NRow13: 
	Any reactionsRow13: 
	NameRow1_2: 
	DosageRow1_2: 
	PrescriberRow1_2: 
	Current Y or NRow1_2: 
	Any reactionsRow1_2: 
	NameRow2_2: 
	DosageRow2_2: 
	PrescriberRow2_2: 
	Current Y or NRow2_2: 
	Any reactionsRow2_2: 
	NameRow3_2: 
	DosageRow3_2: 
	PrescriberRow3_2: 
	Current Y or NRow3_2: 
	Any reactionsRow3_2: 
	NameRow4_2: 
	DosageRow4_2: 
	PrescriberRow4_2: 
	Current Y or NRow4_2: 
	Any reactionsRow4_2: 
	NameRow5_2: 
	DosageRow5_2: 
	PrescriberRow5_2: 
	Current Y or NRow5_2: 
	Any reactionsRow5_2: 
	NameRow6_2: 
	DosageRow6_2: 
	PrescriberRow6_2: 
	Current Y or NRow6_2: 
	Any reactionsRow6_2: 
	NameRow7_2: 
	DosageRow7_2: 
	PrescriberRow7_2: 
	Current Y or NRow7_2: 
	Any reactionsRow7_2: 
	NameRow8_2: 
	DosageRow8_2: 
	PrescriberRow8_2: 
	Current Y or NRow8_2: 
	Any reactionsRow8_2: 
	NameRow9_2: 
	DosageRow9_2: 
	PrescriberRow9_2: 
	Current Y or NRow9_2: 
	Any reactionsRow9_2: 
	NameRow10_2: 
	DosageRow10_2: 
	PrescriberRow10_2: 
	Current Y or NRow10_2: 
	Any reactionsRow10_2: 
	undefined: 
	Is there any additional information that is important to know in working with you 1: 
	Is there any additional information that is important to know in working with you 2: 
	Client name: 
	DOB: 
	Program Information including Philosophy Client Commitment and Reason for Discharge: 
	Patients Rights: 
	Medical Monitoring and Coordination of Care: 
	Attendance Policy and Missed Appointments: 
	Telepsychiatry Appointments: 
	Financial Responsibility Policy: 
	Prescription and Schedule II  IV Medications: 
	Prescription Information including Prior Authorizations Refills and Medication Changes: 
	Treatment Planning  Compliance: 
	Therapeutic Intervention Availability  Scheduling: 
	Date: 
	Patient Name: 
	DOB_2: 
	Address 1: 
	Address 2: 
	NameAddressPhoneFax 1: 
	NameAddressPhoneFax 2: 
	Other_2: 
	transmitted disease andor counselingpsychiatric records I understand that my drug treatment records are: 
	information about my HIV diagnosis tests or treatment of HIV and AIDS and which may contain reference: 
	Date_2: 
	Check Box1: Off
	Check Box2: Off
	Text3: 
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off


