INDER BHANVER, M.D., PLLC                                                                   E&M PATIENT INTAKE FORM                                                                                      

                                            
Patient Name:____________________________________________DOB:______________________Date:_________________
 
PLEASE READ EACH OF THE FOLLOWING QUESTIONS VERY CAREFULLY AND ANSWER EACH QUESTION BELOW TRUTHFULLY AND COMPLETELY TO THE BEST OF YOUR KNOWLEDGE AND SIGN THE STATEMENT AT THE END OF THIS FORM. PLEASE NOTE THAT INCOMPLETE ANSWERS WILL DELAY THE START OF YOUR APPOINTMENT OR YOUR APPOINTMENT MAY HAVE TO BE RE-SCHEDULED.  

Please summarize in 1-2 sentences what the reason for your visit or your Chief complaint is: 

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________


Past Psychiatric History:                            
Have you ever attempted Suicide in the past: If so, indicate the number of times you attempted suicide (not just thoughts of suicide), the method used (pills, cutting, other) and the approximate dates. If never, write "NEVER." DO NOT WRITE N/A:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever been admitted to an Inpatient Mental Hospital or a regular hospital / emergency room for any psychiatric / mental health diagnosis or condition? If so, please indicate the dates, diagnosis and duration of hospitalization. If no hospitalizations or emergency room treatments, write NONE. DO NOT WRITE N/A:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever been assaulted or have you ever assaulted anyone else? Please give a brief summary of dates, and incidents. If never, write "NEVER." DO NOT WRITE N/A:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever suffered any Abuse? Please give a summary with dates and incidents. If none, write NONE. DO NOT WRITE N/A:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list the names of all your Current and Past Psychiatric Medications, the dates you used each medication and if they worked or not or if they caused any side effects, what were those side effects. If no medications, write "NO MEDICATIONS." DO NOT WRITE N/A. If no side effects to a medication, write "NO SIDE EFFECTS" next to the medication name:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list all your previous Psychiatric / Mental Heath Diagnoses, the approximate dates you were informed of these diagnoses and the name or names of the mental health provider or Psychiatrist who made those diagnoses. If none, write NONE. DO NOT WRITE N/A: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Please list if you currently attend or have attended in the past any Therapy /Psychosocial/Psychotherapy/Groups:  Please give names of therapists and dates (or range of dates) of attendance. If none, write NONE. DO NOT WRITE N/A:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list if you currently attend or have attended in the past any (Alcoholic Anonymous) AA/ (Narcotics Anonymous) NA/ (Gamblers Anonymous)  GA groups:  Please give names of therapists and dates (or range of dates) of attendance. If none, write NONE. DO NOT WRITE N/A:
________________________________________________________________________________________________________________________________________________________________________________________________________________

Legal History: (Jail/Prison/DUI): 
Please list any and all arrests, convictions, or other legal / criminal history or interaction with the court system, the charges, time spent incarcerated and dates involved. IF NONE, WRITE NONE. DO NOT WRITE N/A: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever been charged with setting fires (arson) or assault. IF NONE, WRITE NONE. DO NOT WRITE N/A:
________________________________________________________________________________________________________
________________________________________________________________________________________________________

(Optional) Please list your support system (such as family, friends, church, religious beliefs):
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Medical History:        Please list if you have ever had any of the following medical issues in the past or present and dates of treatment if any and the names of the doctors or providers involved. If you had NO issues in that category, THEN WRITE NONE next to each question below. DO NOT WRITE N/A. ALL SECTIONS (1) to (7) BELOW MUST BE FILLED:                                                                                                                        

(1) Any and all Thyroid disorders:  ____________________________________________________________________________                                                                                
(2) Any and all Cardiac / Heart disorders: ______________________________________________________________________
________________________________________________________________________________________________________
(3) Any and all Head trauma/ other injuries:____________________________________________________________________
________________________________________________________________________________________________________
(4) Any and all Seizures: ____________________________________________________________________________________
(5) Any and all liver / Hepatic disorders: _______________________________________________________________________
________________________________________________________________________________________________________
(6) Any and all Surgeries: ___________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
(7) Any and all other medical / surgical problems not listed above: ________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you currently Pregnant (for females only):                         YES        NO                           How many months:                                                                                                                                                                                             
What form of Birth Control, if any, do you use:

Please list any and all non-psychiatric Medications you have received in the PAST for any medical / surgical problems. If no meds, write NONE. DO NOT WRITE N/A:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

CURRENT NON-PSYCHIATRIC Medications / Prescriptions / or Over The Counter (OTC) products: Please list the names of all your current non-psychiatric medications (or OTC products) and the names of the doctors providing the medications. If no meds, write NONE. DO NOT WRITE N/A:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Allergies and Adverse effects: Please list any and all allergies, or adverse drug / medication / OTC reactions you have had in the past to any and all psychiatric, non-psychiatric or other meds or substances and indicate the dates below. IF NO ALLERGIES OR MEDICATION SIDE EFFECTS, THEN WRITE "NO ALLERGIES OR MEDICATION SIDE EFFECTS" BELOW. DO NOT WRITE N/A:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Substance Use History: Are you now or have you ever in the past used any of the following:  Please provide dates (such as which year to which year you used each substance, frequency (how often you used or currently use each substance such as how many times per day, per week or per year), and when you last used the substance. DO NOT WRITE N/A. If you never used the substance, please write NEVER:
                               
Marijuana:     
Dates used:
Frequency:
Last used:
                  
Methamphetamines:   
Dates used:
Frequency:
Last used:

Alcohol:   
Dates and amounts used:
Frequency:
Last used:

Have you ever had a DWI (Driving While Intoxicated) or DUI (Driving Under the Influence)?:                                  YES                NO
Please provide each date or dates that you have had a DUI / DWI, which state the DUI / DWI occurred and what substance was involved: ________________________________________________________________________________________________
________________________________________________________________________________________________________

Have you ever had Seizures from using too much alcohol or another substance or a few days after that?:         YES                NO

Please provide each date or dates that you had a seizure and what substance was involved if not alcohol:__________________
________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever had blackouts from using too much alcohol or another substance or a few days after that?:         YES                NO

Please provide each date or dates that you had a blackout and what substance was involved if not alcohol:_________________
________________________________________________________________________________________________________ 
________________________________________________________________________________________________________

Injection / Intra-venous Drugs (AND TYPE OF DRUG):   
Dates used:
Frequency:
Last used:
 
Any Other prescription or Illegal drugs: 
Dates used:
Frequency:
Last used:

Opiates:
Dates used:
Frequency:
Last used:

Nicotine / Smoking:
Dates and amounts used:
Frequency:
Last used:

Caffeine (coffee, soda, energy drinks):
Dates and amounts used:
Frequency:
Last used:

Do you currently have or have you had in the past any history of Gambling or other addictions: Please provide dates and any treatment received. If none, write NONE. DO NOT WRITE N/A: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________                                                   

Developmental/Social History:
Please indicate where you were born (City / State /Country):

Please indicate how you would describe or summarize your Relationship with your parents: (supportive / abusive / single parent / abandonment):
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


How would you describe or summarize your experience in School/ College and Peer relationships:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What kind of Job or Jobs/Career have you worked in:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please indicate if you were ever in the armed forces (Military, Navy, Air Force, Marines or other branch), your dates of service, date of discharge, type of discharge (honorable / other):
________________________________________________________________________________________________________________________________________________________________________________________________________________

Please indicate how many times you have been married and from what year to what year you were married each time: ________________________________________________________________________________________________________________________________________________________________________________________________________________

Please indicate how many Children you have and their ages:
________________________________________________________________________________________________________________________________________________________________________________________________________________

                                                                
Family History: Please indicate if any close family / blood relatives have had any of the following conditions. Please specify the nature of the condition (e.g. heart disease, stroke, cancers, diabetes), any treatments received,  and the relationship to you (e.g. brother, father, maternal uncle, paternal grandfather and so on). DO NOT WRITE N/A anywhere. All sections below (1) to (5) must be filled. If no such conditions exist for any of these sections, then write NONE in that section: 

(1) Any and all Medical conditions: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(2) Any and all Surgical conditions / surgeries:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

(3) Any and all Psychiatric / Mental Health conditions:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(4) Has anyone in your close family / blood relatives ever committed Suicide:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(5) Any and all Substance Abuse: (marijuana, alcohol, meth, opiate, prescription drug or other substance abuse / dependence):
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

BY ATTESTING MY NAME AND SIGNATURE BELOW, I CERTIFY THAT ANY AND ALL OF THE ABOVE QUESTIONS HAVE BEEN ANSWERED COMPLETELY AND TRUTHFULLY TO THE BEST OF MY KNOWLEDGE:

________________________________________________________________________________________________________
     PATIENT OR GUARDIAN NAME                               PATIENT OR GUARDIAN SIGNATURE                                    DATE
5

