BIOPSYCHOSOCIAL HISTORY 
 	 
Please print. If you have any problems or questions regarding this form, our receptionists will be pleased to help you. Answer as completely as you can. Thank you. 
 
	Date of appointment: _____________________________________  	Case # ____________________ 
 
I. IDENTIFYING INFORMATION: 
A. Name ________________________________ Age ______ Sex _____ Date of Birth__________ 
Place of Birth ______________________________ Ethnicity ___________________________ 
Social Security No. __________________________ Driver’s Lic No. ______________________ 
Religion _________________________________ Education Level Achieved _______________ 
B. Address__________________________________ City _________________ Zip____________ 
C. Home Phone (______)_______________________ Business Phone (_____)_______________ 
D. Email___________________________ Occupation __________________________________ 
E. Present Marital Status: (Circle)  	Single 	Married    Widowed     Separated      Divorced 
F. Residence:  (Circle) 	 	Home    Condo 	   Apartment      Buying      Owned 
G. List the people with whom you presently live: 
	Name 	 	 	 	 	Age 	 	 	Relationship 
	1._______________________________             ______ 	  	________________________ 
2._______________________________             ______ 	 	________________________ 3._______________________________             ______ 	 	________________________ 
4._______________________________             ______  ________________________ H. How did you become aware of our services, or who referred you? 
__________________________________________________________________________________ 
I. Describe your problems or difficulties in your own words: ___________________________________ __________________________________________________________________________________ 
J. What caused you to come for help now, rather than earlier or later? __________________________ 
__________________________________________________________________________________ 
K. In case of emergency, whom may we contact? Name: ______________________________________ Emergency contact’s phone #: (Other than your own home phone number) _____________________ Relationship to patient: ______________________________________________________________ 
 
II. QUALITY OF HEALTH AND HEALTH MAINTENANCE 
 
A. Present state of General physical health: (circle) 	Excellent       Good        Fair         Poor 
B. Weight __________________ Height ___________ what would you like to weigh? _______________ 
C. If you have an exercise program, please describe: __________________________________________ 
__________________________________________________________________________________ 
D. Describe your present eating pattern (appetite; how often a day, any snacks, approximate calories a day, if known): __________________________________________________________________________ ___________________________________________________________________________________ 
E. Describe your present sleeping pattern (hours per night; restful or not; problems getting to sleep or walking): ___________________________________________________________________________ ___________________________________________________________________________________ 
 
PHARMACY INFORMATION: ____________________________________________________________________ 
 
III. PAST AND PRESENT MEDICAL AND SURGICAL HISTORY: 
A. State significant medical problems for which you have been or are being treated: ____________ ______________________________________________________________________________ 
List dates and nature of any surgical procedures or head injury that caused unconsciousness, convulsions or chronic headaches: __________________________________________________ 
______________________________________________________________________________ 
B. Indicate the amount and frequency of use of the following: 
	PRESENT USE 	 	 	PAST USE, IF DIFFERENT 
	 	 	        	   	Amounts        Frequency                     Amounts  	     Frequency 
 	 
	 	Alcohol      	                ________    _________                     _________       __________ 
	 	Nicotine     	   	  ________     ________                     _________       __________ 
	 	Caffeine                              ________     _________                    _________       __________ 
	 	Other Substances    	 ________     _________                    _________        __________ 
 
C. Past Psychiatric and Substance Abuse Treatment: 
Outpatient treatment types & Dates: ________________________________________________ 
______________________________________________________________________________ 
Inpatient location & Dates: ________________________________________________________ 
______________________________________________________________________________ 
Medications used in above treatments: ______________________________________________ 
______________________________________________________________________________ 
If substance abuse, indicate substance(s) of preference: _________________________________ 
______________________________________________________________________________ 
D. Approximate date of last complete physical exam ______________________________________ 

FAMILY HISTORY: 
	 	(If more than 4 siblings, divide the spaces up and down to accommodate the proper number) 
 
	 	 	 	Biological 	 	 	Brothers and Sisters in order of birth 
	 
	Mother 
	Father 
	| 
	| 
	| 
	| 

	First Name 
	 
	 
	 
	 
	 
	 

	Age 
	 
	 
	 
	 
	 
	 

	City, State 
	 
	 
	 
	 
	 
	 

	Marital Status 
	 
	 
	 
	 
	 
	 

	No. Of Children 
	 
	 
	 
	 
	 
	 

	Education Level 
	 
	 
	 
	 
	 
	 

	Occupation 
	 
	 
	 
	 
	 
	 

	Physical Health 
	 
	 
	 
	 
	 
	 

	Mental Health 
	 
	 
	 
	 
	 
	 

	Death: Cause, Age and Date of: 
	 
	 
	 
	 
	 
	 


 
  
A. List relatives with a history of emotional or mental disorder or suicide (including diagnosis and treatment, if known): ___________________________________________________________ 
_____________________________________________________________________________ 
B. Relatives with a history of alcoholism or excessive alcohol use: __________________________ _____________________________________________________________________________ 
C. Have you experienced abuse? Physical? ________     Emotional? ________   Sexual? _________ 
 	 

V. MARITAL OR LIVE IN RELATIONSHIP AND CHILDREN 
A. Date present marriage began or date began living with present partner: ____________________ 
B. What are your feelings about the above relationship in general? 
______________________________________________________________________________
______________________________________________________________________________ How is the sexual relationship? ____________________________________________________ C. Describe your partner ~ his or her characteristics as a person: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ D. Previous marriages: 
	Name of Spouse 	Date Married 	     Date Separated  	Children/present ages 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
VI. RELATIONSHIP TO SELF AND OTHERS (excluding spouse or live-in):  

A. Have you ever made or threatened to carry out a suicide attempt, or have you harmed or threatened to harm another person? Which and when? _________________________________ 


VII. ECONOMIC STRESSORS 
	 	Any past or present economic stressors or problems: Yes: _________   	No:___________ 
 	If yes, please explain: _____________________________________________________________ _____________________________________________________________________________________ 
 
VIII. WORK HISTORY: 
 
A. How long have you worked at your present job? _______________________________________ B. What are your specific work responsibilities?__________________________________________ 
__________________________________________________________________________________ 
C. How satisfied are you with your present job? _________________________________________ 
D. How are you with your fellow employees? ____________________________________________ With supervisors? ________________________ With subordinates? ______________________ 
E. List other significant jobs you have had and the dates: __________________________________ ______________________________________________________________________________ 
F. Any significant problems in past or present job situations? ______________________________ 
______________________________________________________________________________ 
 
IX. MILITARY HISTORY: 
A. Dates of service _______________ Branch ________________ Highest Rank ______________ 
B. Duties at that rank _______________________________ Type of discharge ______________ 
C. How was your relationship with peers? ____________________________________________ With supervisors? _____________________ 	With Subordinates?_____________________ 
 
X. LEGAL PROBLEMS: 
	 	Any past or present litigation or legal problems?  	Yes ____________ No _____________ 
	 	If yes, please explain: ____________________________________________________________ 
	 	______________________________________________________________________________ 








	X _______________________________________________________ 
	 
	___________________ 

	   SIGNATURE OF INDIVIDUAL COMPLETING THIS FORM  	 
  
 


	 
	DATE 

	   _______________________________________________________ 
	 
	___________________ 

	   Signature of Staff Reviewer 	 	 	 	 	 
	 
	Date 


 

1 
 
1 
 
3 
 
