Yumi Hiraga, Ph.D.

400 E. Pine St., Suite 220
Seattle, Washington 98122

(206) 729-2829 ext.3

HISTORY FORM

NAME: ________________________________ Date of birth: __________

Completed by: _______________________________________   Date completed: ________

Phone: (h) ___________________

Address: _____________________________________               (w) ___________________

E-mail:  ______________________________________             (cell) __________________

Emergency Contact: _____________  
Phone: _____________
 Relationship: ________




Primary Physician: _________________________
Phone: ____________________

Address: ________________________________________________________________

Previous Therapist_____________________________
Phone: _____________________

Address: _________________________________________________________________

Medical History

1. Do you have any chronic health problems (e.g. asthma, diabetes, heart disease)? ___________________________________________________________________________ ___________________________________________________________________________

2. Are you taking any type of medication currently?

Name of medication

Dosage

Reason



Date begun

________________

________
____________________
___________


________________

________
____________________
___________


________________

________
____________________
___________


________________

________
____________________
___________


________________

________
____________________
___________

3. Have you ever taken any psychiatric medications in the past?

Name of medication

Dosage

Reason



Dates

________________

________
____________________
___________


________________

________
____________________
___________


________________

________
____________________
___________


________________

________
____________________
___________


________________

________
____________________
___________

4.  Do you have any of the following (please give details):

( Recurrent headaches __________________________________________________________

( recurrent stomach aches ________________________________________________________

(recurrent vomiting_____________________________________________________________

(constipation________________________________________________________________

(vision problems_____________________________________________________________

( hearing problems___________________________________________________________

(weight loss or gain___________________________________________________________

(tremor, shakes or jitters________________________________________________________

(tics or other movement problems_________________________________________________

(other______________

5.  Have you noticed any change in the last six months in:
( eating (either increase or decrease) _____________________________________________

(sleeping (either increase or decrease) ____________________________________________

( mood (increase or decrease in happy or sad feelings) _______________________________

( activities ____________________________________________
Have any of your biological relatives had the following conditions?  Please check all that apply, past or present.

	
	MOTHER
	FATHER
	MOTHER’S

FAMILY
	FATHER’S

FAMILY
	SIBLINGS

	Mental Retardation
	
	
	
	
	

	Autism
	
	
	
	
	

	Learning problems
	
	
	
	
	

	Attention problems
	
	
	
	
	

	Hyperactivity
	
	
	
	
	

	Epilepsy
	
	
	
	
	

	Alcoholism
	
	
	
	
	

	Drug Abuse
	
	
	
	
	

	Depression
	
	
	
	
	

	Suicide Attempt(s)
	
	
	
	
	

	Anxiety Disorder
	
	
	
	
	

	Bipolar Disorder
	
	
	
	
	

	Schizophrenia
	
	
	
	
	

	Psychosis
	
	
	
	
	

	Criminal history
	
	
	
	
	


Social History:

1.   Please list other members of household:

Household Member

Age

Relationship

_______________       ___________ 

____________________

_______________       ___________ 

____________________
_______________       ___________ 

____________________
_______________       ___________ 

____________________
2.  Are you experiencing any unusual stressors? ________________________________________________________________________________________________________________________________________________

Reasons for your evaluation and/or treatment:

Please state your concerns; specify nature of problem, duration, frequency, severity:

______________________________________________________________________________________________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________
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