SUSAN LURIE, MD – ADULT PATIENT INFORMATION FORM
Today’s Date:___________________

PATIENT INFORMATION
Full Name:_______________________________________________________________

Date of Birth:______/______/______
Street Address:____________________________________________________________

City:_________________________ State:____________________ Zip:______________

Home Phone:___________________________ Cell Phone:________________________

Email:___________________________________________________________________

Occupation or School/Grade:_________________________________________________

Primary Care Physician (PCP, Pediatrician):__________________________________

Phone:________________________________ Fax:_______________________________
                                                                                   (helpful for communication)

Emergency Contact:

Full Name:_______________________________________________________________

Phone:________________________________
REASON FOR REFERRAL AND HISTORY 
What is your main reason for seeking treatment? ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Past Therapists, Counselors, Psychiatrists (if any):

Name:____________________ Phone:______________ Dates of Service:______________

Name:____________________ Phone:______________ Dates of Service:______________

Name:____________________ Phone:______________ Dates of Service:______________

Have you ever been on medication?     YES    NO
If so, list all current medications (psychiatric, medical, over the counter and/or herbal, supplements) with dosages:

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

Please list all previous medications (doses and duration important; recommend getting your pharmacy records for details)

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________ 
__________________________________________________________________________

Personal Information:


Single

YES
NO 

Married
YES
NO
Separated
YES
NO
Divorced
YES
NO 
Remarried
YES 
NO 
Occupation: _________________________________________________________________
Current employment or educational status (college students): __________________________

___________________________________________________________________________

If you have children, what are their ages?
Name, Age:_________________________________________________________________

Name, Age: _________________________________________________________________

Other people living in the home:
Name, Age: _________________________________________________________________

Name, Age: _________________________________________________________________

MEDICAL HISTORY:

Do you have any medical issues?  Please list:

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________
FAMILY MEDICAL HISTORY: Please check illnesses that any of your BIOLOGICAL relatives have experienced:
	ILLNESS
	Mother
	Father
	Sister/Brother
	Aunt/Uncle
	Grandparent
	Cousin

	ADHD

	
	
	
	
	
	

	Allergies


	
	
	
	
	
	

	Alcohol/Drug Abuse
	
	
	
	
	
	

	Anxiety


	
	
	
	
	
	

	Asthma

	
	
	
	
	
	

	Bipolar Disorder
	
	
	
	
	
	

	Depression

	
	
	
	
	
	

	Sudden death before age 50
	
	
	
	
	
	

	Epilepsy (seizures)
	
	
	
	
	
	

	Learning problems
	
	
	
	
	
	

	Mania
	
	
	
	
	
	

	Obsessive-Compulsive Disorder OCD
	
	
	
	
	
	

	Panic Disorder
	
	
	
	
	
	

	Schizophrenia
	
	
	
	
	
	

	Thyroid problem
	
	
	
	
	
	

	Tics
	
	
	
	
	
	


Have you ever experienced any type of trauma? (physical, emotional, sexual, medical abuse, exposure to violence)
YES
NO
If YES, please explain:

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________
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