Adult Questionnaire 

David C. Hall, M.D. 


David C. Hall, MD, Child & Adolescent Psychiatry

564 NE Ravenna Blvd,  Seattle, WA 98115 - Phone 206-527-2266 - Fax 206-527-1009

Intake Questionnaire - Adult

(Complete and bring with you to first appointment)

          Date: _________

Patient’s name: ____________________ Birthdate:_______ Sex:_____

Marital status:  Married  Divorced  Remarried  Never married  Partnered

Home address:_____________________________________________ 

Home phone:__________________ Best call times ________________

Work phone:__________________ Hours _______________________

Cell phone:___________________ Best call times ________________

Email:____________________________ 

Spouse or person closest to you: _______________________________

Children’s names (if any): ____________________________________

Primary care physician: ___________________ Phone: ____________

Education (in years):  high school___  college___  graduate school___

Who lives in the same household with you?______________________ _________________________________________________________

Please state briefly the problem(s) you wish Dr. Hall to address and why you seek help at this particular time.

Problem #1:

__________________________________________________________________________________________________________________

Problem #2:

__________________________________________________________________________________________________________________

Problem #3:

__________________________________________________________________________________________________________________

Other problems:

__________________________________________________________________________________________________________________

Is anyone currently at risk of serious harm?  Yes   No    Please describe:

__________________________________________________________________________________________________________________

Past diagnoses or mental health care:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please write a brief history of each problem above, including when it started, how it developed, what was helpful and what was not, any medications tried, and why you seek help now.

__________________________________________________________________________________________________________________

_________________________________________________________

__________________________________________________________________________________________________________________
(Please use the back of this sheet for additional writing space)

Difficulties growing up

Elementary school years:___________________________________________

Middle school years:_______________________________________________

High school years:_________________________________________________

Academic strengths: _______________________________________________

Academic difficulties: ______________________________________________

Medical history

Medicines you take (include when started, doses, time of day taken): 

  name____________start date__________dose_________times of day ______

name____________start date__________dose_________times of day ______

name____________start date__________dose_________times of day ______

name____________start date__________dose_________times of day ______

name____________start date__________dose_________times of day ______

Other medicines you used to take (list them): ___________________________

________________________________________________________________

Allergies to medicine

name of medicine:____________________ reaction: ____________________   

name of medicine:____________________ reaction: ____________________

Hospitalizations: __________________________________________________

Surgeries/broken bones: ____________________________________________

Head injuries: ____________________________________________________

Drug or alcohol use (what, when, how long): ____________________________

________________________________________________________________

Family medical history (siblings, parents, aunts, uncles, cousins, grandparents): ___________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________

Family psychiatric history (siblings, parents, aunts, uncles, cousins, grandparents): ___________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________________________________________

Related concerns. Do you:

___ snore or make odd breathing sounds while asleep

___ seem to stop breathing while asleep

___ feel unduly tired or sleepy during the day

___ have (or have you had) a problem with alcohol or drugs

___ have unusual difficulties with focus or concentration

___ have behavioral or temper difficulties at home, school or work

___ have unusual difficulty with a particular task/subject in school or work

___ give up easily when faced with difficult tasks

___ see things or hear things or sense things that you know are not really there (ie, hallucinate)

___ ever feel like killing yourself or someone else

___ have a history of emotional, physical, or sexual assault or serious harrassment
___ have a history of severe emotional loss

___ have a relative who has killed himself or herself

___ have lethal weapons in your home            ___ are they securely locked away

___ any major medical problems not already listed ____________________________________

Please list prior mental health providers below:

Provider’s name: ________________________________________________________

Approximate dates of service: ________________________________________


Phone (if you would like Dr. Hall to make contact): ________________________ 

Provider’s name: ________________________________________________________

Approximate dates of service: ________________________________________


Phone (if you would like Dr. Hall to make contact): ________________________ 

Your Treatment Goals (what will be accomplished if treatment is successful):

1) _______________________________________________________

2) _______________________________________________________

3) _______________________________________________________

4) _______________________________________________________

Comments/other information: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Your signature __________________________________________________

Your name (printed) _____________________________________________ 


Date ____________________

Thank you.






