PSYCHIATRIC ASSOCIATES OF ARKANSAS, PLLC
9601 BAPTIST HEALTH DRIVE, SUITE 1050
LITTLE ROCK; AR 72205

Patient N.ame.: _ _ Sacial'Security Number: - -
Date.of Birth: / / Sex: M/F  (Circle one) Married / Single / Divorced / Widow
Language: Race: Ethnicity: Hispanic / Nori-Hispanic / Other
Address: :

{Street) {City/State/Zip)
Primaty Phone: | ) - Secondary Phonex{ )} -

Would you be interested in having communications sent to you via'your email? {examples: appeintment.
reminders, administrative updates and.health bulletins)

Yes Ne
Email:
Employer Name: Phone: { } -
Employer Address:.
{Street) (City/State/Zip)
Primary Care Physician:
{Name}: {Phone}
How did'you hear about our practice?
Pharmacy Name; _
(Phong)

Person responsible for bill or parent/guardian (Complete only if different from patient}

Guarantor Name: _ Soctal Security Number: ~ -
Relationship to Patient: (please check) { }self ( )spouse ( )parent Date Uf"Birth-:_ / /
Address: _

{Street] [City/State/Zip)
Phone: ( ) - Email;
Emplayer Name: _ : Pharne: ( ) -
Employer Address:

(Street} (City/State/ZipY

Who to call for an emergency? (Not at same address as patient}

Name: _Relationship to: Patient:

Primary Phone: {___} - . Secondary Phone: (___)

I-authorize the release of any medical information necessary to process this hill to my insurance company, and
reguest paymeant of benefits to Psychiatric Associates of Arkansas, PLLC. 1. further acknowledge that | am
financially responsible for paymaerit whether or not service is covered by my insurance policy.

Signature of Patient or Persanal Representative Date



PSYCHIATRIC ASSOCIATES OF ARICANSAS
‘ 9601 Baptist Health Dr., Suife 1050
Little Rock, AR 72205
(507).228-7400

NEW PATIENT HISTORY FORM

NAME: T I DATEL:

Referting physician: ' | Consent to'send evaluation? | 0 YES | o NO

Consent for PAA 1o use ¢-prescribing for transmitting prescriptions to your phatmacy: | 0 YES o NO

Signature for the consents listed above:

GENERAL INFORMATION

Instructions: Please fill this out as Jilly as you comfortably can. The more information we have abaut
you, the better we can serve you.

Date of Birth Age
Male o | Femle o ' | Single o | Marvied o | Partner 0 | Divorcedo | Widow/er o
Height | | Weight _ { Blood Pressure (last know)

LIST MEDICATION ALLERGIES & TYPES OF REACTIONS TO THEM:

Are you pr egnant" oyes ono_| If yes, are you taking folic acid (800 meg daily)? oyes one

1 IF applicable, list birth control method:

Cantacts and Confact Information:

| Please list the phone munber(s) or eniail address we may use to leave a message fo; Yot or coruacr you

| Phorie pumber(s), including area: codes:

. Emall addzess(es)

Due to HIPAA regulations about protécting your health information, please list the people (spouse, adult |
| child, car e-clvm e ) You give us permission fo talk with regarding your health issnes:

~ Current Problem(s), -

' .Plcnse write. bneﬂy w]nt pr ublemq yoware havingnd’ what you e ean do-for ynu

Have you had thoughts of suicide? ayes ‘ono_ If yes, pleasé explain:




_Please place a check mark by any of the: following yor h'we been havipg problems with:

o Difficulty sleeping

.3 Deereased appetite

0 Incl reased appetite

-2 Lossof sense of humor

0 Less-ability to enjoy regular

activities

0 Tearfiilness

o Lack of concentration

g [rritability

o Loss of energy

o Lowered self esteem

{bathing

e Less interest in daily grooming
,shaving, Wash han efc)

o Generalized anxiery

0 Anxiety/ panic attacks

g Mama

o Hearing voices

| 0 Eating disorder

0 Obsessive thoiights

o Compulsive behavior

e any of the following areas of yoar life par tevlarly st gssful to you? (Check all that apply)

o Marriage/relationship

a Healtli

| &:Legal problems

g Employment

G Financial problenis

O Family problems

7 Sexual issues

11 Violenée

Please explain:

‘Psychiatric, Hlstory
| Have you ever been treated Im a psychiamc iliness. (clem ession, anxiety, bmelar ete.?) | o YES| oNO
‘| Have you ever been treated in a psychiatric hospital or fnpatient nnit? o YES{ oNO

1 Hyes to either of the above questions, please st docior’s names; hmpn'm's, and dares of freatmeiit:

Psychiatrie History, contiued. -

]':Lwe you had-any oi the folinwmtr"

1 Neurological Exam DYES | o NQ
Psy.c_hiatﬂc Exam BYES | aNO
| Psychoiogicél Testing: "OYES| aNO
Protessional oounsehng/psychothelap _,1 o¥YES | aNO

[;/' you answered YES to any of the abave, please list the newes of the doctor or therapist and dafes sean:




Psychintric Evaluation: Psychiatric Medications

Have you evertaken medicines for depression, anxiety, or any other mental iliness?

{ oYES {aNO

Ifyes, please clieck off psychiatric medicines you have taken i the pastorare taking now:

- Medication

Das¢

_t Carrint?

Took wlien-&: lioy Tani?

Side Elfcefs? YWhat?:

- Proznc

| Heloful?

Paxil

Zoioft

Celexa

Lesapro

‘Effexor

Wellhutrin

‘Symbyax

Cymbinita

Remeron

Serzone

Panmeloy -

Norpramin

Prestig

Tiazudnie

Viiheyil:

- Mledication

Dose,

1 Cnrreat?

| Side Effects? What?

Helpiul?

_Nanax

| Tsol when & how loug?

Ativan.

Klanopin

Yalun

Vistaril

Tranxenc

Buspar

Wledicatidi,

Dinge

Cuorrent?

Taoit wheu & hooy Tm.!si-?- .

Side Effécts? What?

| Rozerem

| Helpiul?

Ambien

Eunesta

Souaty

Restoril

Andirintyline

| Medieation”

Duose

Current?

- Toolc wheu.&.ho_w lbng_?

_Side Effeets? What?

| Belpiuiz-

Adderiil.

Yyvanse

Ritalin

Cancertil

Sirattérn

Muvini

Pravigil

| Kapvay-

| Mediention

T Pose

Curveni?

| Toble whes & hawlong?

|: Side Effecis? ¥What? -

- | Helpful? ' }

1 Eyrica

1 Sanhis

Fanapt

._ Lithium

Diepakoie

Teeretod

1 Lamiceat

Topmmanx:

| Sernquei

| Risperdat

Ziprexa

Geodon

Abilify

. Clozaril

Latuda-

“Wediention -

- Duse

Cuttent?

Took when & how lang?

1 Side Elfects? What?

T Helpfui?

Namenda

Aricapt

1 Txelon




Medical Histo 1:3?

List the names_ of physicians vou have seein

recently, what you sinw them for and when:

Have you had any recent laboratory work donc? | nYES {aNO
If ves, who ordered it and when was it done? o
List previous medical or surgical hespitalizations:
Year Hospital City & State Reason.
| Regular Medicings (List)- Dose Prescribing Doctor
What over-the-counter medicines/vitamins/herbs do vou take?
Have you had any serious illnesses? {Check all-that apply).
o Cancer | @ Thyroid Problems O Migraine Headaches | o Asthma |

| o Diabetes

0 Bowel Froblems

o Stomach Ulcers

' Hepatitis

o HIY

i @ Heart Disease’

o High Bleod Pressure

r1 High Cholesters!.

0 Seizures

| o Long Term Pain

| o Stroke.

| @ Head Injury

f QOther:




Family History

Number of pregnancics:

Natnes and ages of children:

“Names and ages of your brothers/sisters:

Do any of your chjldr_e_fl or siblings have.a problem with a depression, anxiety, or aYES |aNO
any olher psychiafric illness?

If yes; who and what illness?

Do ariy of your children, or brothers o sisters have a problem with alcohol oy other | oYES | nNO
diug abisé?

If ves, who and what substances were abnsed?

Is your Mother living? | oYES [ o NO- Is:your Father living? | oYES | o NO
Are they marvied to sach other? | oVES [ aNO | Your age, if they divorced? '
Mather: psychiatric problems? | o YES [ aNQ | Alcohol or sibstance abuse?.| oYES | o NO
Father: psychiatric problems? | oYES | a NQ Alcohol or substance abuse? | oYES | o NO
| Please describe:, '
Extended family members with psychiatric problems or alcohol/subsiance abuse? | oYES {oNO

Please describe:

Social History

wa. would you describe vour Ch'i}lc-liloo'd'?' | oHappy? 1 oot 'Happﬁ? | 'Whai Happened?
“Were you physically abused growing up? [ oYES [oNO |
I yes, byivhont? :

Were you sexually abused gmwma up? | o¥ES | aNO

| Bves, by whom?

Highest grade anpieted in.school?

Dld you:serve in the military? mYES . o NO .
What branch? ' How long? Type of discharge?
‘How many times have you been married? | | T eumently married; how long? |

Where are you currently employed?

How long have you woiked there?

1f less than one vear, where else-have you warked and f01 how long?

| Arevou curtently on work disability or FMILA? L | oYES. 1dNO

I ves, witat doctor huas had you out on disability?

How long have you been off work? {Give specific dates)

Are you requesting the physician. you are secing today continue this disability? | GYES o NG




Hahits

Do you smoke cigareties? oYES | oNO | Ifyes, how mutch per day?

Do you drink alcobolic beverages? | oYES | a NO | Ifyes, how often do you drink? Check box below:
oDaily 13-5 thmes pér week .0l-2 times per week
1 til -3 times per-mornth ' r11-3 Hines per six months 5 i-3 times per year

If your drink alcoholic-beveruges, how wueh witl you drinkat each event? |

Have you used other drugs? (Crystal methamphetamine, cocaing, marijuana, ete.) | aYES [ oNO

If'yes, what drugs, how often, fiow much?

| Have you éverbeen in treatment for.aleohol or other drog abuse? C laoYES |[aNO

4 If yes, vehere and whenidid you receive treatinent?

| Have you ever suffered any consequences of alcohol or other drug abuse such as o¥YES |[oNO
| legal problems (DW1, DUT), public intoxicaiion, possession of drugs, dealing. '
drugs, etc.), medical (DT’s, seizures, stomach problems, hepatitis, pancreatitis,
| AIDS, ete.), social (marital problenis, job problems, bankruptey, foss of fiends
and family, etc.)?

Pleaseexplatn:

Do you drink caffeins? | oYES | If ves, i niuch per duy? | | aNO:




Adult Symptom Screener

Please check the box for the answer that best fits your experience;

PART 1:In the last 2 weeks; how often have you been bothered by the following problems?

Mot at all

Several days

More than halfthe days

‘Mearly every day

Feeling down, depressed, or hopeless

[

[

[]

]

Little interest or pleasure in doing things

L]

[

[]

]

PART 2: In the last 2 weeks, how often have you been hothered'by the following problems?

Notatail

‘Several days

Moarethan half the days

Nearly every day

Feeling nervous, anxious or on edge

[ ]

[]

[]

Not being able to stop or control worrying

]

L]

L]

PART 3: The following questions relate to your experiences over the last 6 months.

Inthe past & months; did you ever have a spell or an attack-when all of sudden you felt frightened, anxious | I:I D

of very uneasy’?

Inthe past & months, did you ever have a spell or attack when for no reason your heart suddenly began to | D D

race, you felt faint, or you couldn't catch your breath?.

Did a'nv of these spells or attacks ever happen in a situation when you were notin danger or not the center |:[ I:I

| of attention?

PART 4: Please respond to the degree thatthe following problems have bothered you during the past

week,

Mot at all

A little bit | Somewhat

Very much

Extremely

Fear of embarrassment causes meto avoid doing -

things or speaking to people.

L]

[

L] [

1 avoid activities in which | am the c¢enter of attention.

U

[

| O

Being embarrassed or looking stupid are among my

worst fears.

[
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PART 5; Please answer each question to the best of your ability.

Yes

No

Have you experignced any of the following traumatic events: natural disaster (e.g. flood, hurricane,
tornado, earthquake), fire, explosion, or industrial accident; transportation accident (e.g. car accident,
plane crash) ‘physical assault (e. g. being attached, beatéen up] sexual assault {e.g. rape, attempted rape,
made to performany type of sexual act through force or threat'of harm}; captmty or exposure to 2
warzong; lifé threatening illness-or injury; sudden, unexpected death of or injury to someone ¢lose to you;
or serious injury, harm, or death to sameone else that you witnessed or caused?

Has this event caused any significant problems.or symptoms that lasted formare than a month?

m
D.

PART 6: Please answer each question to the best of your ability;

Has there ever been a period of time when you w_érenot-your usual self and...

Yes

~you felt sa good or so hyper that other people thought you were net your normal self, or you were so
hyper that you got into trouble?

...You were so‘irritable that you shouted at people or started fights or arguments?

..-you felt much more sélf-confident than usual?

..you got much less sleep than usual and found you didn't really miss it?

..yout were much more talkative or spoke much faster than usuat?

..thoughts raced through your head or you couldn’t slowyour mind down?

.you were-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-ar-did mary more. things than usual?

..you were much riore social or oustgoing than usual, for example, you telephoned friends in the middle of

the night?

..you were-much rore interested in‘sex than usual?

..you did things that were unusual for you or that other peopie might have thought weérg excessive,
foalish, or risky?

~-Spending money got you er yvour family into trouble?

m =)=l =N slslsislEi==]=-

0 o002 jooooolgoolof
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PART 7: The following questions relate to your eating habits,

-t
=

es a

Whenyou eat, do you make yourself sick because you feel uncomfortably fuli?

Do'you ever worry that you have lost control over how much you eat?

Have you recently lost more than 14 pounds in a 3-month period?

De you believe yourself to be fat when others.say-you are too thin?

Would you say that food dominates your life?

O O ]
oo|ooo

PART 8: Please answer the following question to the best of your ability.

Yes | No

Have yout ever been bothered by having to perform some ritual or act over and over that does nat make I:I

sense?

|

PART 9: The following questions relate to your aleohol and substance use,

Never Monthly orfless } 2to4timesa | 2to3timesa | 4 or more times a
* | month week week
How often do your have a drink of
Alcohol? N L] ] L]
1to2 3t04 5166 7to9 10 or more
How many drinks containing _ _
algohol do.you have on a typical D [:] D I—_—l D
day when you are drinking? ' _
. Never | Lessthan Monthly Weekly Daily or almost
monthiy daily '

How often do you have 6 or more
drinks’an one occasion?

]

L]

L]

]

[]

PART 10: Please answer the following question to the best of your ability.

Yes. | No

In the pastyear have you used an illegal drug or used a prescriptien medication for non-medical reasons? D D

PART 11: Pleaseanswer the questions below, ratingyourself on each of the criteria shown.usj'_ng the scale
provided. As you answer each guestion, select the option that best describes how you have felt aind
coniducted yourself over the past 6 months.

| Never

Rarely | Sometimes.

Often | Very Often
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How often do you have trouble- wrapping up the ﬁnai details of a
- project, orice the challenging parts have been done?

How often do you have difficuity getting things in order when you
have to do a task that requires organization?

How often-do you have problems remembering appointments or
obligatioris?

‘When you have a task that requires a lot of thought, how often
“do you avoid ar delay getting started?

How oftendoyou ﬁdgef orsguirm with your hands or feet when
you have to sit down for a long time?

How-often do'yiu feel overly active and compeiled to do things,
ltke you were driven by'a motar?

OO o) O
oooioio o

slislislinlin]in
(00000 d

Loy ey O

PART 12: The questions listed below relate to your thoughts and feelings. If the way you have'been in
recent weeks or months differs from the way you usually are, please answer based on when you were

yourusual self,

;__‘.

es

=
s

' Do you find that most people will take advantage of you if you let them know too much shout you?

Do you generally feel nervous or anxious around people?

Do you avoid situations where you have to meet new people?

Do -you avoid getting to'know people because you're worried that they may not like you?

Has avoidance of getting to know peopledue to fear of being dlshked affected thé number of fifends that
you have?

Do you keep changing the way you prasent yourself to people because you don't know whe you really are?

Do you often feel like your beliefs change so much that you don’t know what you believe any more?

Do you'often get angry or irritated because people don’t .reccgnize-YOu_f special talents or achievements as
much as.they should?

DDDDDDDD

ooo|oooo|o

PART 13: Please answer the following gquestions to the best of your ability.

Yes:

=
=

Have you had any unusual experiences such as hearing voices, seeing visions, or having ideas you later
found out were not true?

In
]

Haveyou had any other experiences, such asmind reading, ESP, thOUg_ht's'-bein.g-COntroiled .b'y'-otheris_,
seeing things on TV that referto you specifically?

[]
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Patient Heaith Questionnaire (PHQ)

Over the'last 2 weeks, how often have you been bothered by any of the folldwing problems?

. ore th
Not Several Mgr_e shan Nearly
atall days half the every day’
tall - days T e ry day
1. Little interest or pleasure in doing things - ~ - c
2. Feeling down, depressed, or hopeless « e r o
3. Trouble falling.or staying asleep, or sleeping too much . e o c
4. Feeling tired of having little energy e C © £
5. Poor appetite or overeatirig o . o £
8. Feeling bad-about yourseli—or that you are'a fallure orhave -~ ~ ~ o~
let yourself or your family down
7. Trouble concentrating on things, siich as readirig the o~ r ~ -

newspaper or watching television

8. Moving or speaking so'slowly that other people could have _ _
noticed, Or the opposite- being so fidgety or restless that you ¥ o~ : €
have been moving around a lot more than usual

9. Thoughts that you would be better off dead, or of hurting - ~
yourself in sorme way

"
"



