Hannah Starobin, LCSW

138 West 25th St., 6th Fl. #20              		                            125-131 East Main St., #207
New York, NY 10001						Mount Kisco, NY 10549

Background Information

								Date: ________________________


Client Name: ________________________________________________________________________________

Your Goal for Treatment:








Do you experience any of the following problems/symptoms (check all that apply)?

____ Sad or Depressed Mood			____ Anxious/Tense
____ Withdrawn					____ Fatigue
____ Panic Attacks					____ Angry Outbursts
____ Decreased Appetite				____ Increased Appetite
____ Excessive Weight Loss				____ Purging
____ Increased Sleep					____ Difficulty Falling Asleep
____ Early Morning Waking			____ Nightmares
____ Poor Attention/Concentration		____ Hyperactivity
____ Poor Work Performance			____ Stealing
____ Drug Use						____ Alcohol Use
____ Physical Aggression/Fighting		____ Problems With the Law
____ Suicidal Thoughts				____ Suicide Attempt
____ Self-Injurious Behavior (e.g., cutting, burning) without intent to die
____ Hearing Voices/Sounds			____ Seeing Things Others Don’t 
____ Inappropriate Sex Behavior			____ Sexual Problems
____ Poor Peer Relationships			____ Poor Family Relationships



Explains:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Education Level: ____________________________________________________________________________

Occupation: _________________________________________________________________________________

Relationship Status: _______________________________________________________________________

Children: ____________________________________________________________________________________

Medical History

Medical Problems: _________________________________________________________________________




Hospital/Surgeries: ________________________________________________________________________


Current Medications: ______________________________________________________________________


Previous Psychiatric Treatment

	Mode			  Date			Reason for Treatment

Outpt psychotherapy	___________________        _________________________________________

Psychiatric Hosp.		___________________	________________________________________
Name and Phone Number of Doctor who prescribes medication:



History of Psychiatric Illness: ____________________________________________________________




Family History: _____________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Traumatic Events: _________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
Substance Use
Drinking 		Yes ______ No _______	How Often __________________________________
Drugs 			Yes ______ No _______ 	How Often __________________________________
OTC Drugs		Yes ______ No _______	How Often __________________________________

Have you ever had treatment for substance abuse?  Yes _____ No ______
If yes, explain ______________________________________________________________________________
History of self-injurious behavior?   Yes _____ No _______
Explain ______________________________________________________________________________________
History of suicide attempt(s)?  Yes _______ No ________
_______________________________________________________________________________________________
History of eating disorder?  Yes ______ No _______
________________________________________________________________________________________________
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