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Patient name: _______________________________ Date: _______________ Date of birth: _______________

Please check any symptoms you are currently experiencing or have recently experienced. This form
helps your provider review medical and psychiatric factors that may affect treatment.

Constitutional: Fever [ ] Chills [ ] Night sweats [ ] Fatigue [ ] Weight loss/gain [ ] Appetite
change [ ]
Eyes / ENT: Vision changes [ ] Hearing changes [ ] Dizziness [ ] Headache [ ] Dry mouth [ ]
Cardiovascular: Chest pain [ ] Palpitations [ ] Fainting [ ] Swelling in legs [ ]
Respiratory: Shortness of breath [ ] Cough [ ] Wheezing [ ] Sleep apnea/snoring [ ]
Gastrointestinal: Nausea [ ] Vomiting [ ] Diarrhea [ ] Constipation [ ] Abdominal pain [ ] Reflux [
]
Genitourinary: Urinary changes [ ] Painful urination [ ] Sexual side effects/concerns [ ]
Musculoskeletal: Muscle aches [ ] Joint pain [ ] Tremor [ ] Restlessness [ ] Weakness [ ]
Neurologic: Seizures [ ] Numbness/tingling [ ] Memory concerns [ ] Balance problems [ ]
Endocrine: Heat/cold intolerance [ ] Excessive thirst [ ] Thyroid problems [ ] Diabetes [ ]
Skin: Rash [ ] Itching [ ] Bruising [ ] Hair changes [ ]
Hematologic: Easy bleeding [ ] Easy bruising [ ] Anemia [ ]

Other medical symptoms or concerns:
____________________________________________________________________________________________
____________________________________________________________________________________________
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Psychiatric / behavioral health review:
Depressed mood [ ] Anxiety/worry [ ] Panic attacks [ ] Irritability [ ] Mood swings [ ]
Poor concentration [ ] Racing thoughts [ ] Decreased need for sleep [ ] Low motivation [ ]
Trauma symptoms/nightmares [ ] Hallucinations [ ] Paranoia [ ] Obsessions/compulsions [ ]
Eating concerns [ ] Memory concerns [ ] Grief/stressors [ ] Medication side effects [ ]

Sleep: Trouble falling asleep [ ] Trouble staying asleep [ ] Sleeping too much [ ] Nightmares [ ]

Substance use:
Alcohol [ ] Cannabis [ ] Nicotine/tobacco [ ] Stimulants [ ] Opioids [ ] Sedatives [ ] Other:
__________
If checked, please describe frequency/amount:
____________________________________________________________________________________________

Current medications, supplements, and allergies:
____________________________________________________________________________________________
____________________________________________________________________________________________

Safety:
Thoughts of self-harm [ ] Thoughts of harming others [ ] Recent ER visit/hospitalization [ ]
If you are having urgent safety concerns, call 988, call 911, or go to the nearest emergency room.

Anything else you want your provider to know:
____________________________________________________________________________________________
____________________________________________________________________________________________
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