ADVANCED BEHAVIORAL HEALTH CENTER

1799 Salk Avenue    (  Tavares, FL  32778

(352) 742-8300  (  (352) 742-8305

MEDICAL HISTORY

Patient Name:








Date of Birth:




Please check if you had or have any of the following problems:

 FORMCHECKBOX 
 Arthritis
 FORMCHECKBOX 
 Cirrhosis 
 FORMCHECKBOX 
 Gout
 FORMCHECKBOX 
 Seizures

 FORMCHECKBOX 
 Asthma
 FORMCHECKBOX 
 Colitis 
 FORMCHECKBOX 
 Head Injury
 FORMCHECKBOX 
 Speech Problems

 FORMCHECKBOX 
 Birth Defects
 FORMCHECKBOX 
 Diabetes 
 FORMCHECKBOX 
 Headaches
 FORMCHECKBOX 
 Thyroid Problems

 FORMCHECKBOX 
 Bleeding
 FORMCHECKBOX 
 Eating Disorder 
 FORMCHECKBOX 
 Heart Problems
 FORMCHECKBOX 
 Tuberculosis

 FORMCHECKBOX 
 Blood Pressure (High)
 FORMCHECKBOX 
 Emphysema 
 FORMCHECKBOX 
 Hepatitis
 FORMCHECKBOX 
 Ulcers

 FORMCHECKBOX 
 Blood Pressure (Low)
 FORMCHECKBOX 
 Gastritis 
 FORMCHECKBOX 
 HIV/AIDS
 FORMCHECKBOX 
 Visual Problems

 FORMCHECKBOX 
 Cancer
 FORMCHECKBOX 
 Glaucoma
 FORMCHECKBOX 
 Meningitis

Previous Mental Health Professional (MHP) Services:


Age First MHP Contact
   
Age First Psychiatric Hospitalization




Total Number of Psychiatric Hospitalizations:
  Treatment for Drugs/Alcohol:    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Present Episode:  Number of Weeks of Symptoms Prior to this Evaluation:







Prior Treatment for Present Episode:  (check all that apply)


 FORMCHECKBOX 
 Hospital        FORMCHECKBOX 
 Partial        FORMCHECKBOX 
 OP Psychiatric        FORMCHECKBOX 
 OP Other MHP        FORMCHECKBOX 
 OP Other MD

Allergies:       

Name



Reaction

Smoking (describe what and how much):








Are You Pregnant or Nursing?     FORMCHECKBOX 
 Yes        FORMCHECKBOX 
  No


Date of Last Menstrual Period:



Please List Medications You are Presently Taking:

Name

Dose/Frequency


Start Date
Physician
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