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New Patient Information Form 
 

Name:__________________________________________________________________ Today’s date:____________________ 

Sex: [   ]  M [   ]  F  

Date of birth:______/______/______  Birthplace:______________________ Social security #_________-______-___________ 

Home address:______________________________________________________________Phone: _______________________ 

_______________________________________________________________________________________________________ 

Email address:___________________________________________________________________________________________ 

Primary care physician:______________________________________________________ Phone:________________________ 

Therapist:_________________________________________________________________Phone:________________________ 

Pharmacy:_________________________________________________________________Phone:________________________ 

Emergency 
Contact:___________________________________________________________________Phone:________________________ 

Spouse/Partner Name:________________________________________________________Phone:________________________ 

Marital status: S  M D  W  Sep 

Children (names and ages if any): ___________________________________________________________________________ 

_______________________________________________________________________________________________________ 

Home address:___________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

Educational Level Obtained:________________________________________________________________________________ 

Occupation:_____________________________________________________________________________________________ 

Employer name:___________________________________ Job title:_______________________________________________ 

Employment address:_____________________________________ Phone: __________________________________________ 

________________________________________________________________________________________________________ 

Who referred you to this office? _____________________________________________________________________________ 
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For what problem(s) do you seek help?  

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

 

Medication History 
Allergies to medications: 

 

 

Please list any medications/doses you are now taking.  Take care to include all prescribed medication and any 
over-the counter medication/supplement (this includes vitamins, diet pills/drinks and herbal preparations). 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

Please list all psychiatric medications that you have taken in the past.  Please include the dosage, length of 
medication trial, and effects (both positive and negative). 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 
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Please circle each of the following that you have taken, (even once): 
 
 
Stimulants/ ADHD Medicationso 
 
Adderall/Adderall XR   Strattera/atomoxetine  Ritalin/Concerta/Metadate/Methylin/methylphenidate 
Focalin/dexmethylphenidate   Cylert/pemoline   Provigil/modafinil 
Intuniv/guanfacine   Vyvanse/lisdexamfetamine Nuvigil/armodafinil 
Dexedrine/dextroamphetamine sulfate 
 
Antidepressants/Anti-Anxiety Agents 
 
Prozac/Sarafem/fluoxetine   Zoloft/sertraline   Paxil/Pexeva/paroxetine  
Luvox/fluvoxamine   Celexa/citalopram   Lexapro/escitalopram  
Effexor/venlafaxine   Cymbalta/duloxetine Wellbutrin/Zyban/bupropion HCl 
Remeron/mirtazapine  Elavil/Endep/amitriptyline  Pamelor/Aventyl/nortriptyline  
Sinequan/Adapin/doxepin   Tofranil/imipramine  Norpramin/desipramine  
Vivactil/protriptyline   Triavil/Etrafon Limbitrol  Surmontil/trimipramine  
Anafranil/clomipramine   Asendin/amoxapine  Ludiomil/maprotiline  
Desyrel/trazodone    Serzone/nefazodone Nardil/phenelzine  
Parnate/tranylcypromine   Marplan/isocarboxazid  Eldepryl/deprenyl/selegiline  
Moclobemide    Aplenzin/ bupropion BrCl Emsam/selegiline 
 
Mood Stabilizers & Anticonvulsants 
 
Lithium/Eskalith/Lithobid   Depakote/Depakene/valproic acid 
Lamictal/lamotrigine   Tegretol/Epitol/Equetro/carbamazepine  
Trileptal/oxcarbazepine   Neurontin/gabapentin  
Lyrica/pregabalin    Topamax/topiramate 
 
Anti-anxiety medications/ Tranquilizers/ Sleeping Medications 
 
Valium/diazepam    Librium/chlordiazepoxide  Tranxene/clorazepate  
Paxipam/halazepam  Centrax/prazepam   Serax/oxazepam  
Ativan/lorazepam    Xanax/alprazolam   Klonopin/clonazepam  
Dalmane/flurazepam   Restoril/temazepam  Doral/quazepam  
Halcion/triazolam    ProSom/estazolam  Ambien/zolpidem  
Sonata/zaleplon    Lunesta/eszopiclone  Rozerem/ramelteon  
BuSpar/buspirone   Tenex/guanfacine  Catapres/Clonidine 
 
Antipsychotics/Neuroleptics/ Mood Stabilizers 
 
Risperdal/risperidone   Clozaril/clozapine    Zyprexa/olanzapine  
Seroquel/quetiapine   Geodon/ziprasidone   Abilify/aripiprazole  
Artane/trihexyphenidyl   Cogentin/benztropine   Symmetrel/amantadine 
Thorazine/chlorpromazine   Mellaril/thioridazine   Serentil/mesoridazine  
Trilafon/perphenazine   Stelazine/trifluoperazine   Prolixin/fluphenazine 
Compazine/prochlorperazine  Torecan/Norzine/thiethylperazine Haldol/haloperidol  
Orap/pimozide    Navane/thiothixene   Taractan/chlorprothixene  
Moban/molindone    Loxitane/loxapine   Symbyax/ olanzapine+fluoxetine 
Invega/ paliperidone  Saphris/asenapine 
 
Others 
 
Aricept/donepezil    Exelon/rivastigmine   Reminyl/galantamine 
Namenda/memantine 
 

  


