Central Oklahoma Community Mental Health

Wellness Center
Central Oklahoma Community Mental Health Center- Wellness Center



	PATIENT INFORMATION

	Patient Legal Name (Last, First, M.I.):
	
	Today’s Date:                      
	

	
	

	DOB:
	
	Home Phone:

Cell Phone:

	Address:
City:
State: 
Zip:

	Email:

	Who is your psychiatrist?  ______________________________________
If you have a case manager or therapist please list their name(s) here: ___________________________






	What has been the major obstacles preventing you from receiving treatment? (Circle as many that apply)

( Transportation    (   Insurance    (   Financial     (   Other
If other please explain _______________________________





	MEDICAL HISTORY


Have you ever had or do you have:

· Alcoholism

· Anemia

· Heart Attack

· Arthritis

· Asthma

· Hereditary Disease

             (List) _____________________

· Bleeding Disorder

· Cancer

(Type) ____________________

· Diabetes

· Epilepsy/ Seizures

· Glaucoma

· High Blood Pressure

· Migraine headaches

· Kidney Disease

· Stroke

· Thyroid Problem

· Tuberculosis

· HIV (AIDS)

· Hepatitis

· Prostate

· Pulmonary embolus
· Hyperlipidemia
· Other: ___________________________

	SURGERIES

	Year
	Reason
	Hospital

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	OTHER HOSPITALIZATIONS

	Year
	Reason
	Hospital

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Have you ever had a blood transfusion?
	( Yes
	( No

	If so, was it before 1992? 
	( Yes
	( No


	FAMILY MEDICAL HISTORY


Has anyone in your family (mother, father, siblings, and/or grandparents) had: 
· Anesthesia Problems
· Anemia
· Heart Disease
· Arthritis 
· Asthma
· Hereditary Disease
· Bleeding Disorder
· Cancer:___________
· Diabetes
· High Blood Pressure
· Kidney Disease 
· Stroke
· Thyroid problem
· Tuberculosis
· HIV
Other: ________________
	
DO YOU HAVE ANY ALLERGIES TO MEDICATIONS/ FOODS/ LATEX?

	List the Drug/ Food:
	Reaction you had:

	
	

	
	

	
	


	WOMEN ONLY

	Age at onset of menstruation:

	Date of last menstruation:

	Period every _____ days

	Heavy periods, irregularity, spotting, pain, or discharge?
	(
	Yes
	(
	No

	Number of pregnancies _____  Number of live births _____

	Are you pregnant or breastfeeding?
	(
	Yes
	(
	No

	Have you had a D&C, hysterectomy, or Cesarean?
	(
	Yes
	(
	No

	Any urinary tract, bladder, or kidney infections within the last year?
	(
	Yes
	(
	No

	Any blood in your urine?
	(
	Yes
	(
	No

	Any problems with control of urination?
	(
	Yes
	(
	No

	Any hot flashes or sweating at night?
	(
	Yes
	(
	No

	Do you have menstrual tension, pain, bloating, irritability, or other symptoms at or around time of period?
	(
	Yes
	(
	No

	Experienced any recent breast tenderness, lumps, or nipple discharge?
	(
	Yes
	(
	No

	Date of last pap and rectal exam?

	Have you had a mammogram?                                                               If so, when was the last one?


	MEN ONLY

	Do you usually get up to urinate during the night?
	(
	Yes
	(
	No

	If yes, # of times _____
	
	
	
	

	Do you feel pain or burning with urination?
	(
	Yes
	(
	No

	Any blood in your urine?
	(
	Yes
	(
	No

	Do you feel burning discharge from penis?
	(
	Yes
	(
	No

	Has the force of your urination decreased?
	(
	Yes
	(
	No

	Have you had any kidney, bladder, or prostate infections within the last 12 months?
	(
	Yes
	(
	No

	Do you have any problems emptying your bladder completely?
	(
	Yes
	(
	No

	Any difficulty with erection or ejaculation?
	(
	Yes
	(
	No

	Any testicle pain or swelling?
	(
	Yes
	(
	No

	Date of last prostate and rectal exam?
	(
	Yes
	(
	No


	ANY OTHER PROBLEMS?

	(
	Skin
	(
	Chest/Heart
	(
	Recent changes in:

	(
	Head/Neck
	(
	Back
	(
	Weight

	(
	Ears
	(
	Intestinal
	(
	Energy level

	(
	Nose
	(
	Bladder
	(
	Ability to sleep

	(
	Throat
	(
	Bowel
	(
	Other pain/discomfort:

	(
	Lungs
	(
	Circulation
	
	Describe:




	HEALTH HABITS

	

	All questions contained in this questionnaire are optional and will be kept strictly confidential.

	Alcohol
	Do you drink alcohol?
	(
	Yes
	(
	No

	
	If yes, what kind?

	
	How many drinks per week?

	
	Are you concerned about the amount you drink?
	(
	Yes
	(
	No

	
	Have you considered stopping?
	(
	Yes
	(
	No

	
	Have you ever experienced blackouts?
	(
	Yes
	(
	No

	
	Are you prone to “binge” drinking?
	(
	Yes
	(
	No

	
	Do you drive after drinking?
	(
	Yes
	(
	No

	Tobacco
	Do you use tobacco?
	(
	Yes
	(
	No

	
	(  Cigarettes – pks. per day?________
	(  Chew - #/day
	(  Pipe - #/day
	(  Cigars - #/day

	
	(  # of years
	(  Or year quit

	Drugs
	Do you currently use recreational or street drugs?
	(
	Yes
	(
	No

	
	Have you ever given yourself street drugs with a needle?
	(
	Yes
	(
	No

	Sex


	Are you sexually active?
	(
	Yes
	(
	No

	
	If yes, are you trying for a pregnancy?
	(
	Yes
	(
	No

	
	If not trying for a pregnancy list contraceptive or barrier method used:

	
	Any discomfort with intercourse?
	(
	Yes
	(
	No


	AUTHORIZATIONS


Leave a message on your answering machine at home?
             Yes_____
No_____

Leave messages with a friend or family member?


Yes_____
No_____

If yes, with whom?    __________________________________  
Phone #_______________________________

Have you signed a medical release form with COCMHC for this individual(s)?  Yes_____
No_____

If not, please do so now by asking the receptionist for a medical release form. 

Patient Signature: ________________________________________                  Date:   ________________________
