
BIOPSYCHOSOCIAL FORM

Date of first appointment:

Please take your time in providing the following information. The questions are designed to help me begin to
understand you so that our time together can be as productive as possible. All information provided is confidential.

Referred by:
 Medical Provider: _____________________________________
 My Website: https://laurenrothstein.com/
 PsychologyToday
 Friend/Family: _____________________________________
 Other: _____________________________________

Briefly, what brings you in today

When did your problem first start? Within the last:
 30 days
 6--12 months
 2 years
 During adolescence
 During childhood

What areas of your life have been a�ected because of this problem?

Current symptoms checklist (Rate intensity  of symptoms currently present)
None = This symptom not present at this time · Mild = Impacts quality of life, not significant impairment of day-to-day 
functioning · Moderate = Significant impact on quality of life and/or day-to-day functioning · Sever = Profound impact 
on quality of life and/or day-to-day functioning 

depressed mood
appetite disturbance
sleep disturbance
elimination disturbance
fatigue/low energy
psychomotor retardation 
poor concentration
poor grooming
mood swings
agitation
emotionality 
irritability 
generalized anxiety 
panic attacks 
phobias
obsessions/compulsions
bingeing/purging
laxative/diuretic abuse
anorexia
paranoid ideation
circumstantial symptoms 
lose associations
delusions
hallucinations 

aggressive behaviours 
conduct problems 
oppositional behaviour 
sexual dysfunction 
grief 
hopelessness 
social isolation 
worthlessness
guilt
elevated mood 
hyperactivity 
dissociative states
somatic complaints 
self-mutilation
significant weight gain/loss
concomital mediacal condition
emotional trauma victim 
physical trauma victim
sexual trauma victim 
emotional trauma perpetrator
physical trauma perpetrator 
sexual trauma perpetrator 
substance abuse 
other (specify) ____________

None Mild Moderate Severe None Mild Moderate Severe
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Emotional/Psychiatric History

Prior outpatient psychotherapy?
If yes, on _______ occasions. Longest treatment by________for______sessions from ______/______ to ______/______

Has any family member had outpatient psychotherapy? If yes, who/why (list all): 
______________________________________________________________________________________________________
______________________________________________________________________________________________________

Month/Year Month/Year

Month/Year Month/Year

Prior provider name City State Phone Diagnosis Intervention/modality Beneficial?

Impatient facility name City State Phone Diagnosis Intervention/modality Beneficial?

 No Yes

 No Yes

Prior inpatient treatment for psychiatric, emotional, or substance use disorder? 
If yes, on _______occasions. Longest treatment at _______________ from ______/______ to ______/______

 No Yes

Has any family member had inpatient treatment for psychiatric, emotional, or substance use disorder? 
If yes, who/why (list all): 
______________________________________________________________________________________________________
______________________________________________________________________________________________________

 No Yes

Prior or current psychotropic medication usage? If yes:

Please describe any major losses or traumas you have experienced:

What significant life changes or stressful events have you experienced recently?

What would you like to accomplish out of your time in the therapy? 

 No Yes
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Family History

Where were you born? ________________________________________

Where did you grow up? ______________________________________

 City
 Suburbs
 Country

Please list your parents and siblings. Please use additional space on the back if needed

Name Age Relationship Where do they live now? If deceased, age and cause of death

     

     

     

     

     

     

     

     

Who did you live with while growing up? ________________________________________

Mother's occupation: ________________________________________

Father's occupation? ________________________________________

In the section below identify if there is a family history of any of the following. If yes, please indicate the family
member’s relationship to you in the space provided (father, grandmother, uncle, etc.).

Condition Please circle List Family Member

 Alcohol/Substance Abuse  yes/no  

 Anxiety  yes/no  

 Depression  yes/no  

 Domestic Violence  yes/no  

 Sexual Abuse  yes/no  

 Eating Disorders  yes/no  

 Obesity  yes/no  

 Obsessive Compulsive Disorder  yes/no  

 Schizophrenia yes/no  

 Suicide Attempts  yes/no  

 Other diagnosed mental health condition? yes/no : which was---
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Marital Status:
 Never Married
 Domestic Partner
 Married
 Separated
 Divorced -- For how long?
 Widowed: Please provide your partners name and year deceased:

If married, how long have you been married for and what is your partners name:

______________________________________________

On a scale of 1-10 (best), how would you rate your relationship? ________________________

Are you currently in a romantic relationship?
 Yes -- How long? _______
 No

On a scale of 1-10 (best), how would you rate your relationship? ________________________

Please list any children, their names, and ages:

Name Age Relationship Name of other parent If deceased, age and cause of death
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Physical Health

Please list any medications, herbs, or supplements. Be sure to include the condition, as some medications are
prescribed for o�-label use. Continue on the back if needed, or provide a separate list. If you have a complicated
medical profile, please supply supporting documentation to be able to facilitate a comprehensive understanding of
your health.

Medication/Supplement Dosage Condition Date Began/Stopped

    

    

    

    

    

    

    

    

Prescribing provider and contact information:

Name: ______________________________________________________________

Specialty: ______________________________________________________________

Facility: ______________________________________________________________

Phone, email, or Fax: ______________________________________________________________

How would you rate your current physical health?
 Poor
 Unsatisfactory
 Satisfactory
 Good
 Very Good

Please list any specific health problems you are currently experiencing:

How would you rate your current sleeping habits?
 Poor
 Unsatisfactory
 Satisfactory
 Good
 Very Good

If you are having problems, in which phase of sleep are you experiencing issues?
 Falling asleep
 Staying asleep
 Awakening early
 Sleep apnea

Please list any other specific sleep problems you are currently experiencing:
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How many times per week do you generally exercise? ____________ What types of exercise do you participate in:

Are you currently experiencing any chronic pain?
 No
 Yes

If yes, please describe:

Substance History (check all that apply for patient)

Family alcohol/drug abuse history: Substance used:
(Complete all that apply)

father
mother
grandparent(s)
sibling(s)
other__________

no history of abuse
active abuse
early full remission
early partial remission 
sustained full remission 
sustained partial remission 

employed and satisfied
employed but dissatisfied
unemployed
coworker conflicts
supervisor conflicts 
unstable work history
disable: ________________ 

outpatient (age(s)_________)
inpatient (age(s)_________)
12-step program (age(s)_________)
stopped on own (age(s)_________)
other (age(s)_________)
describe: ____________________

steparent/live-in
uncle(s)/aunt(s)
spouse/significat other
children

alcohol
amphetamines/speed
barbiturates/owners
caffeine
cacaine 
crack cocaine 
hallucinogens (e.g, LSD)
inhalants (e.g, glue, gas)
marijuana or hashish 
nicotine/cigarettes 
PCP
prescription _________
other______________

Substance use status:

Treatment history:

Employment: Financial situation:  Military history: Legal history:

no current financial problems 
large indebtedness
poverty or below-poverty income 
impulsive spending
relationship conflicts over finances 

no legal problems 
now on parole/probation
arrest(s) not substance-related
arrest(s) substances-related
court ordered this treatment
jail/prison_______time(s)
total time served: _________
describe las legal difficulty: 
__________________________

never in military 
served in military - no incident
served in military - with incident
_____________________________

Current Use
First use age Last use age (Yes/No) Frequency Amount

Consequences of substance abuse (check all that apply):

hangovers
seizures
blackouts
overdose
other

withdrawal symptoms
medical conditions
tolerance changes 
loss of control amount used

sleep disturbance
assaults
suicidal impulse
relationship conflicts

binges 
job loss
arrests 
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Additional Information

What do you enjoy about your work (full-time homemaker included)? If retired, what did you enjoy about your work?

What do you find particularly stressful about your current or previous work?

What do you enjoy doing in your free time? What do you do to relax?

Do you consider yourself to be spiritual or religious? If yes, please describe your faith or belief:

What do you consider to be some of your strengths?

What do you consider to be some of your weakness?

Is there any other information that you would like me to know?
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