SHERI SPIRT, M.D.

PSYCHIATRY

16 East 96th Street Unit 1A

NEW YORK, N.Y. 10128

(212) 595-6901
ssdr18@aol.com
The following pages represent a series of questionnaires, release forms, and scales.  Please complete the pages and remove the release forms for you to send to anyone whom you believe can provide helpful information.  It is necessary to carefully answer all questions.  In the event that you do not remember the information, try to obtain it for future visits.  

The information obtained in these pages as well as any information told to the physician will be kept in the strictest confidence.

If you do not care to answer any particular question, merely write "Do not care to answer".

NAME:


ADDRESS:


TELEPHONE NUMBER: (Home):


(work):


OCCUPATION
 AGE
HEIGHT
WEIGHT


DATE OF BIRTH:
PLACE OF BIRTH


MARITAL STATUS
OCCUPATION


Type of dwelling
Whom do you live with


Current Medications (Name and Dosage)


It would be helpful if you could write a brief narrative history of the reasons you are coming to see me today.  This should include when your illness first started, what symptoms you experienced, the various forms of treatment you received, and your response to them.  Please be as specific as possible outlining specific dates as you remember them.

Please list all prior contacts you have had with professionals in the mental health field:

	Name and

Profession
	Type of Treatment

i.e. psychotherapy, 

medication, group...
	Dates in treatment
	Duration of 

Treatment

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please list all prior psychiatric hospitalizations you have had including reason for hospitalization and as accurately as you remember the dates of hospitalization:

	Hospital and Doctor's Name
	Dates of Hospitalization
	Reason for Hospitalization

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Below please list to the best of your knowledge, the drugs you have taken in the past, either by prescription or on your own.  Please also include in the chart any "bad reactions" you may have experienced from this medication.  Lastly, please include to the best of your knowledge the reason why you were taking this medication.

	Dates: From>To
	Medication
	Highest Dosage Taken
	Results: Positive and Negative
	Reason for Taking

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


PERSONAL DATA:

Childhood Problems:

Please underline any of the following you may have experienced during your childhood: Hyperactivity, learning difficulties, problems in school, conduct problems, night terrors, nightmares, sleepwalking, specific fears, difficulties making friends. (Please give details on back of page)

Games and interests during childhood


Interests and Hobbies during adolescence


Athletic accomplishments


Age of beginning school
 Age finishing school


Last grade in school
 Grade point average


Scholastic abilities and weaknesses


Were you ever bullied or given a nickname?


Did you make friends easily?


Did you ever experience fear of leaving your mother to go to school or camp? Give details


Did you ever experience nausea and/or vomiting before going to school?


Occupational Data:

Age of starting work:


Jobs held (in chronological order) and reasons for change:


Present job:


Years at job:


Does your present work satisfy you?  If so, how; and if not, in what ways are you dissatisfied?


What do you earn?
How much does it cost you to live?


Sexual History:

Parental attitude toward sex (was sex discussed in the home)


(For Woman): Age at first period
Are periods regular?


Duration:
Date of last period


Do periods affect your mood?
If so, how?


Age when you became sexual active
Current birth control method, if any


Previous method


If you are taking birth control pills, what type and what dose


For how long?


Relationship History:

If you are married, how long did you know your partner before engagement?


For how long were you engaged?
Partner's Age


Partner's occupation
Please describe your partner (i.e. strengths and weaknesses)


Give details of any previous marriage(s) or long term relationships and how and when they ended:

	Year previous relationship began
	Year ended
	Divorce, separation, or death of partner

	
	
	

	
	
	

	
	
	


Please list all pregnancies you have had in chronological order and give complete information requested below.

	Date of Delivery
	No. of months pregnancy lasted
	Describe any illnesses, or complications during pregnancy or delivery
	Outcome (i.e. miscarriage, healthy child, elective abortion)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Family History:

Father:

Name
 Age
Occupation


Health Problems


If deceased, age at time of death and cause of death


Please describe your father's personality


Please describe your relationship with your father both past and present




Mother:

Name
Age
Occupation


Health Problems


If deceased, age at time of death and cause of death


Please describe your mother's personality


Please describe your relationship with your mother both past and present


Were you ever separated from one or both parents during your childhood or adolescence for more than a month? Please describe in detail including age(s) at the time.


If you have a step-parent(s), at what age did your parent (s) remarry?
 

Who raised you?  At what ages was this person involved in your life? Give details


In what ways were you punished by the parental figure in your life?  For what things would you be punished for?


What was the atmosphere like in the home you grew up in?  Were there conflicts between anyone?  Give details.


Were you able to confide in your parents?


What was your religious training like?


Who are the most important people in your life?


Siblings:(If any are deceased please give age at time of death)

	Name
	Age
	Marital Status
	Occupation

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please describe your relationships, both past and present, with your siblings


Children: Please list in chronological order:

	Name
	Age
	Sex
	Please describe any health or emotional problems

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Has any member of your family (parents, siblings, significant other, children, etc.) ever had a problem with alcohol or drugs?

	List Family Member
	Problem Substance
	Describe treatment or hospitalization for problem

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Has any member of your family ever had any other neurological, mental or emotional problem? (Examples: stroke, seizures, "nervous breakdown", depression)

	List Family Member
	Describe Problem
	Describe treatment or hospitalization for problem

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Have you ever used alcohol or drugs? 


If so, when, for how long, and how much?


Are you using any substances presently? 


If so, how much?  


If not, when was the last time you used any substance, and how much did you use?


Are you sensitive to caffeine, or cigarettes?


Please complete the enclosed scales, the SCL-90 and the Health Questionnaire.  For the SCL-90 please put the number next to the symptom, that most closely describes how much that problem has bothered or distressed you during the last week including today.  0-Not at all, 1-A little bit, 2-moderately, 3-quite a bit, and 4-extremely.  For the health questionnaire, follow the printed instructions written on the top of the sheet.
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