
Psychosocial History

Patient Information
First Name:	  	Last Name:________________________ MI: __
Mailing Address:	
City:	  State: ________      ZIP:	
Home Phone: _______________Cell Phone: _______________ Work Phone: _________________
Date of Birth :___________________ Insurance __________________________________________
Insurance ID#_______________________________ 
Co-Pay: _________________________   
Email:	
Emergency Contact: 	
Phone: 	


Members of Household
                                  Name                                                        Relationship                            Age
	      ________________________     _____________
	      ________________________     _____________
	      ________________________     _____________
	      ________________________     _____________	      __

Primary Care Physician ______________________________________ Phone: ______________________
Address: ___________________________________________________________________________
Allergies:	
Surgical Procedures:	
	
Dietary Restrictions:	
Physical Illnesses:	
	
Current Medications:	
	
Past Medications	
How well does the patient sleep:	
Recent changes in eating habits:	






Arrests and Incarcerations


Current Legal Issues


History of Previous Counseling:


Psychiatric Inpatient History


Job History


Recent Deaths or Losses


Family History Mental Illness


Relationship History


Family History of Substance Abuse


Financial Stressors


Employment Stressors:


Relationship Stressors:


Health Stressors:

