
Biopsychosocial Assessment

Personal Information

What are your goals for therapy

Are you pregnant or trying to be?    o  Yes   o  No   o  Not Applicable

o  Yes   o  No   o  Not Applicable

o  Yes   o  No   o  Not Applicable

o  Yes   o  No   o  Not Applicable

Have you ever contemplated suicide? 

Do you currently engage in unsafe sex or use needles?  

Are you a survivor of trauma?
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Risk Screening

Presenting Problem
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First Name

Current Physician Name Current Physician Email

Last Name Date of Birth

Current Physician Number

Ethnicity

Please describe the problem(s) that has led you to seek treatment

How long have you been experiencing this problem?

Please list the symptoms you currently experience or have experienced in the past as a result of this problem

What impact does this problem have on your day-to-day life?





Personal Information

Substance Use/Addiction History

First Name Last Name Date of Birth Ethnicity

http://Carepatron.com

Substance Age of First Use Frequency Date of Last Use Note

Please include alcohol, caffeine, tobacco, illegal drugs or pills, and any other substances you currently use or have 
used in the past in the below table

Do you have any problems with other addictions? (e.g. gambling, pornography, food, shopping)

Have you ever sought treatment for substance use or addiction? (e.g. self-help group, 12-step program)

Is there any history of addiction/substance abuse in your family?

Social

Please describe the relationships you have with your family members

Please list your family members (e.g. parents, children, spouse, siblings)

Please describe the relationships you have with friends or extended family members

Do you have any close friends?

Have you ever had any problems with friendships?

What is your current relationship status?

Have you ever had problems with your marriage/relationships?

o  Single   o  Married   o  Divorce   o  Other:

Please describe your current living situation

What do you like to do for fun?
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Personal Information

Developmental

First Name Last Name Date of Birth Ethnicity
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Were there any problems when your Mother was pregnant with you?

Did you have any health issues or behavioral problems in childhood?

What was your home and family environment like as a child?

Education and Employment
What is the highest educational level you have achieved?

What is your current employment status? 

Please describe your work history (e.g. what kind of work, how long for)

o  Employed   o  Unemployed   o  Part-time   o  Other:

Have you ever had conflicts at work?

Legal
Have you ever been arrested?

If No, please skip the rest of this section.   

o  Yes   o  No   

How many times?

What were you arrested for?

Have you ever served a prison sentence? If yes, please describe below (e.g. when, how long for)

Additional Note
Is there anything else you would like me to know about you that you haven’t already included
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	Group14: 
	0: Choice2
	1: Choice2
	2: Choice2
	3: Choice2

	First Name: Jane
	Last Name: Doe
	Date of Birth: 01/01/1981
	Ethnicity: European / Filipino 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow1: Prozac
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow1_2: 50mg
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow1_3: Once daily
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow1_4: Postpartum depression
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow1_5: 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow2: 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow2_2: 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow2_3: 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow2_4: 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow2_5: 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow3: 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow3_2: 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow3_3: 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow3_4: 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow3_5: 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow4: 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow4_2: 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow4_3: 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow4_4: 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow4_5: 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow5: 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow5_2: 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow5_3: 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow5_4: 
	Please list any current or past medications Medication Name Dose Frequency Indication NoteRow5_5: 
	Please list any past or current medical conditions: Depression diagnosed after giving birth 12 months ago.

	Please list any medical or food allergies: Penicillin allergy
	Have you ever been hospitalized If so what for: Hypertension during pregnancy 
	Have you ever seen a mental health professional before If so what for: Yes, I saw my family doctor regarding depression after my daughter was born.
	Has anyone in your family ever been treated for a psychiatricmental health disorder If yes please specify: No.
	Have you ever received treatment for mental health issues substance use or emotional issues If yes please describe: Received Prozac for postpartum depression, emotional issues after giving birth.
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow1: Caffeine
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow1_2: 15
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow1_3: 4 times daily
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow1_4: Ongoing
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow1_5: Severe headaches if I try to stop
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow2: 
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow2_2: 
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow2_3: 
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow2_4: 
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow2_5: 
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow3: 
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow3_2: 
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow3_3: 
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow3_4: 
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow3_5: 
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow4: 
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow4_2: 
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow4_3: 
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow4_4: 
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow4_5: 
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow5: 
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow5_2: 
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow5_3: 
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow5_4: 
	Please include alcohol caffeine tobacco illegal drugs or pills and any other substances you currently use or have used in the past in the below table Substance Age of First Use Frequency Date of Last Use NoteRow5_5: 
	Do you have any problems with other addictions eg gambling pornography food shopping: My husband thinks I'm addicted to cleaning
	Have you ever sought treatment for substance use or addiction eg selfhelp group 12step program: No
	Is there any history of addictionsubstance abuse in your family: No 
	Please list your family members eg parents children spouse siblings: My parents- Jasmine and Jim, no siblings, husband- Paul, children- one 12 month old, Sarah 
	Please describe the relationships you have with your family members: I have a strained relationship with my Mother 
	Please describe the relationships you have with friends or extended family members: I don't have many friends since moving to a new city once I got married
	Do you have any close friends: I do but they live in my hometown and I haven't seen them in years
	Have you ever had any problems with friendships: Yes, I did not have many friends growing up
	Have you ever had problems with your marriagerelationships: Not until recently when my OCD has gotten worse
	Please describe your current living situation: I live in a house I own with my husband and baby
	What do you like to do for fun: I like to read
	Group10: Choice2
	Text11: 
	Were there any problems when your Mother was pregnant with you: I was born premature, no other issues that I know of
	Did you have any health issues or behavioral problems in childhood: No
	What was your home and family environment like as a child: My parents divorced when I was young and I had to move between their homes very frequently. It was tumultuous.
	What is the highest educational level you have achieved: PhD
	Please describe your work history eg what kind of work how long for: I work in geology as a professor which I started after I got my PhD. Before that, I worked tutoring for several years.
	Have you ever had conflicts at work: No
	How many times: 
	What were you arrested for: 
	Have you ever served a prison sentence If yes please describe below eg when how long for: 
	Is there anything else you would like me to know about you that you havent already included: 
	Text12: Parental leave
	Group13: 
	0: 
	1: Choice4


	Check Box15: Yes
	Check Box16: Off
	Check Box17: Off
	Check Box18: Yes
	Current Physician Name: Dr Max Smith
	Current Physician Email: maxsmith@example.co
	Current Physician Number: 555-5555
	What are your goals for therapy: My goal for therapy is to help with my obsessive thoughts and cleaning compulsions.

I want to be able to spend quality time with my daughter without thinking about germs and her getting sick. 
	Please describe the problems that has led you to seek treatment: Compulsions to clean and remove germs from my home from the fear of my baby becoming sick.
	How long have you been experiencing this problem: Since my daughter was born, 12 months ago
	Please list the symptoms you currently experience or have experienced in the past as a result of this problem: - fear leaving the house with my daughter, fear of my daughter getting sick, stomach cramps, sleepless nights, anxiety
	What impact does this problem have on your daytoday life: I'm not able to engage in normal mother-daughter activities, and my husband is getting exhausted having to always be the one to take her out, feed her, etc, while I clean. It is putting strain on our relationship.


