
 

Welcome  

I am pleased to welcome you to my practice.  Please take a few minutes to fill out this form as 
completely as you can.  If you have any questions I will be glad to help you.   
 
                                                                                                                                     Dr. Robin S. Haight 

 

 
Patient Information 

 
Previous Psychotherapy 

 
Today’s Date________________________________________ 
 
Patient Name________________________________________ 
 
Preferred Name ______________________________________ 
 
Date of Birth_________________________________________ 
 
Social Security Number________________________________ 
 
Address_____________________________________________ 
 
City________________________________________________ 
 
State________________________  Zip___________________ 
 
Is it OK to send correspondence to this address?     � yes� no  
 
Marital Status_______________________________________ 
 
Employer or School___________________________________ 
 
Occupation or Grade in School __________________________ 
 
Location of Employment _______________________________ 

  

 

                                 
                                                      DATES 

 
 

Provider’s Name and Location___________________________ 
 
___________________________________________________ 
 
Reason(s) for previous therapy__________________________ 
 
___________________________________________________ 
 
Have you ever been hospitalized for psychiatric reasons?  If so, 
when and the reason.  
 

___________________________________________________ 
 

___________________________________________________ 
 
___________________________________________________ 

Individual � _____________________________ 

Couples � _____________________________ 

Group � _____________________________ 

Family � _____________________________ 

Other � _____________________________ 

Contact Information Insurance 
 
                                                                   OK to leave 
                                                                   a message? 
 
Home Phone ________________________    � yes� no 
 
Work Phone_________________________    � yes� no 
 
Cell Phone__________________________    � yes� no 
 
Email______________________________    � yes� no 
 
How do you prefer I contact you? 
Home� Work� Cell� Email� 
 
Emergency Contact____________________________________ 
 
Phone______________________________________________ 
 
Relationship to you____________________________________ 
 
 

 
Insurance Co.________________________________________ 
 
Policy No. and Group No. _______________________________ 
 
Subscriber’s Name ____________________________________ 
 
Address_____________________________________________ 
 
City/State/Zip________________________________________ 
 
Phone______________________________________________ 
 
Date of Birth_________________________________________ 
 
If patient is a minor, legal guardian’s name (if other than above)  
 
___________________________________________________ 
 
Guardian’s address and phone ___________________________ 
 
____________________________________________________  

Medical Information Medication 
 
Physician’s Name _____________________________________ 
 
Phone______________________________________________ 
 
Medical conditions or any ongoing medical concerns_________ 
 
__________________________________________________ 
 

 
Please list any medications and/or supplements you take 
 
___________________________________________________ 
 
___________________________________________________ 
 
___________________________________________________ 
 
 



 
 
 
Please take a few minutes to answer all these questions about how you have been feeling during the past week, including today.   
 
 
 
 

BRIEF SYMPTOM OVERVIEW* 
 

Not At All Somewhat Moderately A Lot Extremely

Sad or down in the dumps � � � � � 
Discouraged or hopeless � � � � � 
Low Self-Esteem � � � � � 
Feeling inadequate or worthless � � � � � 
Loss of pleasure or satisfaction in life � � � � � 
Feeling anxious � � � � � 
Frightened � � � � � 
Worry about things over and over � � � � � 
Tense or on edge � � � � � 
Nervousness � � � � � 
Sudden feeling of terror or overwhelming fear � � � � � 
Sudden terrifying panic that comes out of the blue � � � � � 
Suddenly feeling you’re going crazy or “losing it.”   � � � � � 
Suddenly feeling you are about to pass out or suffocate � � � � � 
Suddenly feeling you’ll have a stroke, heart attack or die � � � � � 
Frustrated � � � � � 
Annoyed � � � � � 
Resentful � � � � � 
Angry � � � � � 
Irritated � � � � � 
Tired � � � � � 
Exhausted � � � � � 
Lethargic � � � � � 
Dragging � � � � � 
Fatigue or sluggishness that disrupts my activities or mood � � � � � 
Hard to get to sleep when it’s time to sleep � � � � � 
Wake up during the night and can’t get back to sleep easily � � � � � 
Wake up in the morning hours before I need to � � � � � 
Toss and turn at night � � � � � 
Don’t get the sleep I need at night � � � � � 
Experience sharp pains  � � � � � 
Have aches or throbbing � � � � � 
Intense pains, aches, pressure � � � � � 
Pain that disrupts my activities or mood � � � � � 
Loneliness � � � � � 
Withdrawal from social activities or contacts � � � � � 
Just can’t do what I want to do � � � � � 
Relationship conflict � � � � � 
Poor communication in relationship(s) � � � � � 
Dissatisfaction with relationship(s) � � � � � 
 
 
Feel free to write any additional information about yourself or about why you’ve decided to come in today __________________ 
 
_______________________________________________________________________________________________________ 
 
_______________________________________________________________________________________________________ 
 
 
 
 
* Adapted from “Brief Mood Survey” by David D. Burns, MD. Copyright 1997.    

 


