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Welcome to the Holloway Group.  

You are completing this document in preparation to undergo a psychiatric clinical assessment.  This assessment is focused on making a mental health diagnosis and making treatment recommendations regarding medication and, if indicated, other therapies.  This is not a forensic (legal) evaluation and may not be used as such unless specifically stated.  

This document will become a part of your record in this clinic.

This document is provided to you so you may provide information about your history of treatment.  Failure to complete this document may delay your access to the provider.

If you do not want to complete this document please see the receptionist or call the office (405) 603-8450.

You may need assistance from family members to complete this document.  Please do not hesitate to contact family for information if you do not know answers to questions. 

We do clinical research in this office.  You are not expected to participate in any clinical research.  You may ask to participate in clinical research.  You may not participate in clinical research without full disclosure.   If you desire to participate in clinical research do not hesitate to ask your provider. 

We look forward to meeting with you.  Thank you in advance for your efforts in completing this document.  

We anticipate that you will obtain all of your medication at one pharmacy.  Please list that pharmacy: ______________________________________________________

Phone:  ________________________  Fax: ________________________

If you use more than one, please list all that you use:  

Pharmacy:   ______________________________________________________

Phone:  ________________________  Fax: ________________________

Pharmacy:   ______________________________________________________

Phone:  ________________________  Fax: ________________________

Pharmacy:   ______________________________________________________

Phone:  ________________________  Fax: ________________________


Personal history: 

Developmental:  

Were you delivered by natural (vaginal) birth _____ or by Cesarean-section ______.

Developmental milestones normal?  Yes _____ No _____.  If no please describe: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Education (highest grade completed, satisfaction with school, difficulties if present):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you currently on a Individualized Education Plan (IEP)?  Yes _____  No _____ 

Medication Allergies (list medication and type of reaction):  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Food Allergies (list food and type of reaction):  

________________________________________________________________________________________________________________________________________________

Have you ever been involved in any accidents (car, sport, etc.) that injured you badly enough to require medical attention?  No ____  Yes _____(describe in detail including year of injury and, if any, residual problems including loss of function or pain).   

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you had any surgery?  No ____  Yes ____ (describe in detail including type of surgery, year and, if any, residual problems including loss of function or pain).

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you had any head injuries?  No ____ Yes ____ (describe in detail including mechanism of injury, year, duration of loss of consciousness and, if any, residual problems including loss of function or pain). ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you exercise?  No ____ Yes ____ (describe including frequency)

________________________________________________________________________________________________________________________________________________

________________________________________________________________________

Are you on disability?  No ____ Yes ____ (describe in detail including reason for disability, year disability started and expected duration of disability).  

________________________________________________________________________________________________________________________________________________

________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Have you been the victim of domestic violence?  No _____ Yes _____ If yes, please describe in detail:  

________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Have you been verbally, physically or sexually abused? No _____ Yes _____ If yes, please describe in detail:  

________________________________________________________________________________________________________________________________________________

________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Current medications:  Are you taking any (including those for non-psychiatric illness) routine medications, over-the-counter medications or herbal supplements?  

No ____ Yes ____  If yes, complete the following table:  

	Name of medication or supplement
	Date started
	How you take this medication
	Why you take this medication

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Sleep assessment:  

On average what is your:

Time to bed?  _________________________

Time to get to sleep? _________________________

Number of awakenings? _________________________

Average duration of awakenings (minutes)? _________________________

Time to wake up? _________________________

Time to get out of bed? _________________________

Desired sleep time in hours?  _________________________

Is there noise in the environment that disrupts your sleep? _________________________

Do you work different shifts?  No ____ Yes ____.  If yes, describe the frequency of the rotation (i.e., every week, every four days, etc.).

________________________________________________________________________________________________________________________________________________

Please rate, by marking the scale below, how satisfied you are with your sleep:

|_________________________________________________________________|

Not Satisfied


Somewhat Satisfied


Very Satisfied

Do you snore? No ____ Yes ____

Do you wake up and gasp for breath?  No ____ Yes ____

Have you ever been told that you stop breathing when you asleep?  No ____ Yes ____.  If yes, describe:  

________________________________________________________________________________________________________________________________________________

Have you had a sleep study?  No ____ Yes ____  If yes, when and what was the result? 
________________________________________________________________________________________________________________________________________________

Are you following the recommendations?   N/A ____ No ____ Yes ____  Comment:  ________________________________________________________________________

Epworth Sleepiness Scale

	Situation
	Would never doze (0 points)
	Slight chance of dozing 

(1 point)
	Moderate chance of dozing

(2 points)
	High chance of dozing 

(3 points)

	Sitting inactive in a public place (e.g. a theater or meeting)
	
	
	
	

	Watching TV
	
	
	
	

	As a passenger in a car of an hour without a break
	
	
	
	

	Lying down to rest in the afternoon
	
	
	
	

	Sitting and talking to someone
	
	
	
	

	Sitting quietly after lunch (when you’ve had no alcohol)
	
	
	
	

	In a car, while stopped in traffic
	
	
	
	

	Total score:  




Comments: ________________________________________________________________________________________________________________________________________________

________________________________________________________________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________

Psychiatric History:

Have you seen an outpatient psychiatrist before?  No ____ Yes ____ (describe in detail, name, duration and type of care, reason to leave):

1)______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2)______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3)______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you seen an Advanced Practice Nurse, a psychologist, social worker, licensed therapist or similar counselor before?  No ____ Yes ____ (describe in detail, name, duration and type of care, reason to leave):

1)______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2)______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3)______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you been seen as a psychiatric inpatient before?  No ____ Yes ____; total number of inpatient admissions:

 __________

Please describe in detail, date, location, reason for and duration of stay:  

1)______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2)______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3)______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you participated in family therapy?  No ____ Yes ____ (describe in detail, name, duration and type of care, reason to leave or continuing):

1)______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2)______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3)______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you drink alcohol (wine, beer, distilled spirits such as vodka, whiskey, rum, tequila)? No ____ Yes ____ If yes, describe the frequency that you drink and the quantity that you drink.   ________________________________________________________________________________________________________________________________________________

________________________________________________________________________


Have you tried to quit the use of alcohol?  No ____ Yes ____

Have you been unsuccessful in quitting the use of alcohol?  No ____ Yes ____

Have you had legal problems related to the use of alcohol?  No ____ Yes ____

If you have had legal problems related to the use of alcohol please explain: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you been diagnosed with drug abuse or drug dependence in the past: 

No ____ Yes ____  If yes, please describe:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you participated in drug or alcohol rehabilitation?  No ____ Yes ____ (describe in detail, name, duration and type of care, reason to leave or continuing):

1)______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2)______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3)______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you currently participating in a 12-Step Program?  No ____ Yes ____  If yes, please describe:

________________________________________________________________________________________________________________________________________________

Have you participated in a 12-Step Program in the past?  No ____ Yes ____ If yes, please describe:  

________________________________________________________________________________________________________________________________________________

Do you order prescription medications over the internet? No ____ Yes ____  If yes, please describe:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you taken psychiatric medications before?  No ____ Yes ____ If yes, complete the following table.  Completing this may facilitate prescription access if you have a managed formulary benefit.  You may find it necessary to contact your pharmacist for some of this information.

	Name of medication and dose when stopped
	Date started
	Date stopped
	Reason for discontinuation

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	DASS-21  Please read each statement and circle a number 0, 1, 2 or 3 that indicates how much the statement applied to you over the past week.  There are no right or wrong answers.  Do not spend too much time on any statement.

	The rating scale is as follows:
0  Did not apply to me at all

1  Applied to me to some degree, or some of the time

2  Applied to me to a considerable degree, or a good part of time

3  Applied to me very much, or most of the time

	1
	I found it hard to wind down
	0      1      2      3

	2
	I was aware of dryness of my mouth
	0      1      2      3

	3
	I couldn't seem to experience any positive feeling at all
	0      1      2      3

	4
	I experienced breathing difficulty (eg, excessively rapid breathing,
breathlessness in the absence of physical exertion)
	0      1      2      3

	5
	I found it difficult to work up the initiative to do things
	0      1      2      3

	6
	I tended to over-react to situations
	0      1      2      3

	7
	I experienced trembling (eg, in the hands)
	0      1      2      3

	8
	I felt that I was using a lot of nervous energy
	0      1      2      3

	9
	I was worried about situations in which I might panic and make
a fool of myself
	0      1      2      3

	10
	I felt that I had nothing to look forward to
	0      1      2      3

	11
	I found myself getting agitated
	0      1      2      3

	12
	I found it difficult to relax
	0      1      2      3

	13
	I felt down-hearted and blue
	0      1      2      3

	14
	I was intolerant of anything that kept me from getting on with
what I was doing
	0      1      2      3

	15
	I felt I was close to panic
	0      1      2      3

	16
	I was unable to become enthusiastic about anything
	0      1      2      3

	17
	I felt I wasn't worth much as a person
	0      1      2      3

	18
	I felt that I was rather touchy
	0      1      2      3

	19
	I was aware of the action of my heart in the absence of physical
exertion (eg, sense of heart rate increase, heart missing a beat)
	0      1      2      3

	20
	I felt scared without any good reason
	0      1      2      3

	21
	I felt that life was meaningless
	0      1      2      3


Mood Disorders Questionnaire MDQ

Please answer each question as best you can.

	1. Has there ever been a time when you were not your usual self and…


	Yes
	No

	
- you felt so good or so hyper that other people thought you were not 

your normal self or you were so hyper that you tot into 


trouble?  
	(
	(

	
-you were so irritable that you shouted at people or started fights or 

arguments?  
	(
	(

	
- you felt much more self-confident than usual? 
	(
	(

	
- you got much less sleep than usual and found that you didn’t really 

miss it?
	(
	(

	
-thoughts raced through your head or you couldn’t slow your mind 


down?
	(
	(

	
- you were so easily distracted by things around you that you had 


trouble concentrating or staying on track?
	(
	(

	
- you had much more energy than usual?
	(
	(

	
- you were much more active or did many more things than usual?
	(
	(

	
- you were much more social or outgoing than usual, for example, 


you telephoned friends in the middle of the night?
	(
	(

	
- you were much more interested in sex than usual?
	(
	(

	
- you did things that were unusual for you or that other people might 

have thought were excessive, foolish, or risky?
	(
	(

	
- spending money got you or your family in trouble?
	(
	(

	2.  If you checked YES to more than one of the above, have several of these ever happened during the same period of time?
	(
	(

	2. How much of a problem did any of these cause you-like being unable to work; having family, money or legal trouble; getting into arguments or fights?

     ( No problem     ( Minor problem     ( Moderate problem     ( Serious problem


Family History:  Place a mark in the appropriate box.  This is for blood relatives.  

	Disease
	Maternal Grandmother
	Maternal Grandfather
	Paternal Grandmother
	Paternal Grandfather
	Mother
	Father
	Sibling
	Child

	Asthma
	
	
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	
	
	

	Cholesterol
	
	
	
	
	
	
	
	

	COPD
	
	
	
	
	
	
	
	

	Dementia
	
	
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	
	
	

	Heart Attack
	
	
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	
	
	

	Irregular Heartbeat
	
	
	
	
	
	
	
	

	Parkinson’s Disease
	
	
	
	
	
	
	
	

	Seizures
	
	
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	
	
	

	Thyroid disease
	
	
	
	
	
	
	
	

	Depression
	
	
	
	
	
	
	
	

	Bipolar disorder
	
	
	
	
	
	
	
	

	Schizophrenia
	
	
	
	
	
	
	
	

	Suicide attempt or completion
	
	
	
	
	
	
	
	

	Panic Disorder
	
	
	
	
	
	
	
	

	Alcohol problem
	
	
	
	
	
	
	
	

	Drug problem
	
	
	
	
	
	
	
	


Additional Comments regarding family history (If you are adopted and know little or no family history please state describe):  

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Additional information that you want to record that has not been requested to this point:  

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have a Guardian: No ____ Yes ____  If yes, please describe:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have a Payee? No ____ Yes ____  If yes, please describe:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Would you like to have someone present with you during your interview? 

No ____ Yes ____  If yes, please identify that person below.  Doing so grants consent for that person to be present during the interview:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please indicate what brings you to the office and what you would you like to accomplish (you may want to complete this section last as several areas will be explored below):





________________________________________________________________________________________________________________________________________________


________________________________________________________________________


________________________________________________________________________________________________________________________________________________


________________________________________________________________________


________________________________________________________________________________________________________________________________________________


________________________________________________________________________








CAGE


Have you thought you drink too much or that you should cut-down?  No ____ Yes ____


Are you annoyed by other people commenting about your drinking?  No ____ Yes ____


Do you feel guilty about your drinking?  No ____ Yes ____


Do you need an “Eye Opener?”  No ____ Yes ____











Name:  ____________________________________________  Date:  _______________


