Medical Record# Date Form Received: Appt. Date

UAB- ECT Referral Form

New Patient Information Form

Last name: First name: MI:
Maiden last name: Today's date (MM/DD/YYYY):

Date of birth: Age: Social Securityi#:

Phone numbers: Cell: Home: Work:

Email address:

Home address:

City: State: Zip:

Mailing address (check here if the same as home address[]):

Insurance type (check here if none []):

Military Status (Please Circle): Active Veteran None U. S. Citizen:[_JYes CINo

Who may we contact in case of emergency? (Enter name):

Relationship: Phone number:

May we contact that person for more information? [Jves [JNo

Primary care doctor’s name (check if you don’t have one[]):

Psychiatrist’s name (check if you don’t have one []}):

Therapist’s or counselor’s name (check if you don’t have one[]):

Sex assigned at birth: Female Male Other {please describe:

Current gender identity: [CJremale [ male [ Transgender male [ Transgender female Oaueer

[ Other (please specify:

Is your race or ethnicity: [Jwhite (Caucasian) [] African American {TJHispanic/Latine [J Asian

[C]More than one race/ethnicity [Jother (please describe:
Have you been to a UAB Hospital, Doctor, or other facility before? Oves CINe
Is this visit covered under worker’s compensation? [ ] Yes [INo

Primary Physician ((CJNone): Psychiatrist (] None):

May we contact you about participation in a research study? []Yes [ No

History of Present lliness

Please briefly describe the problems you would like us to address?




UAB Depression Clinic New Patient Information Form

Current medications

Please list all the medications from every doctor you are taking here. Include any herbal products and vitamins:

Name of medicine

Dose (in mg.)

How many times per day
do you take it?

How long have you
taken it?

Are you having side effects with your current medications? [] Yes [CINo

If yes, please list side effect:

Review of Common Symptons

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

When did this occur?

Recent

Past

Symptom

Feel sad or down

Crying spells

Loss of enjoyment

Decreased motivation

Low energy or fatigue

Loss of appetite

Increased appetite

Difficulty falling asleep

Waking up multiple times during the night

Awake early and cannot return to sleep

Falling asleep too early
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UAB Depression Clinic New Patient Information Form

Sleeping too late

Napping toe much during the day

Eating less than normal

Weight loss (except when trying to lose weight)

Eating more than normal

Weight gain (except when trying to gain weight)

Difficulty concentrating

Memory problems

Anxious or nervous

Feelings of guilt {like you've done something wrong)

Feeling worthless (like you don’t have any value)

Feeling hopeless (like things will never improve)

Irritability (check here if very sever and hard to control: (]

Angry outbursts {like yelling or throwing things)

Trouble with self-care (such as dressing or bathing)

Avoiding social situations

Panic or anxiety attacks

Being anxious about social situations (such as speaking in public)

Racing thoughts

Talking more than usual

Increased activity (such as writing, cleaning, or exercising more)

Risky behavior

Increased sexual feelings or behavior

Increased spending

Being manic

Obsessive thoughts

Compuisive behaviors (counting, washing hands, cleaning)

Thoughts about something bad that happened ta you

Having nightmare {How often: [] Almost every night []Frequent [] Occasionally)

Hearing voices or other sounds that others can’t

Seeing that’s other people can’t see

Being afraid someone is/was going to hurt you (feeling paranoid)

Reading other people’s thoughts

Feeling that your thoughts are being read

Feeling like the televisio or radio is talking to you specifically

Eating very little in order to lose weight

Exercising to lose weight

Using laxatives to lose weight

Using other methods to lose weight

Binge eating

Eating without feeling hungry

Eating very little or restricting what you eat
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UAB Depression Clinic New Patient Information Form

Are there any things that you are so afraid of that you try to avoid them completely?

Abuse

Were you abused in any way as a child or teenager? [] Yes

If yes, please describe:

[ Ne

Were you abused in any way as an adult?

If yes, please describe:

[ ves One

Trauma

Have you ever experienced or witnessed a serious traumatic event? Traumatic events may include exposure to war, threatened or actual physical or sexual violence,

[ ves COno

natural or human-made disasters, or serious accidents.

If yes, please describe:

Prior medications

Please list any medications you have taken to treat mental or emational problems:

Have you ever seen a therapist or counselor? [ Yes []No.

If yes, please list names:

Maximum About how long did you How much did it help? Was there a side effect
Name of medication dose you take it? (Circle days, weeks, (Circle 1= very little, problem with it?
took (mg.) months, or years) 2=moderate amount, 3= a lot) (Circle Yes or No)
[r\)::s Vi’:: 1 2 3 Yes No
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UAB Depression Clinic New Patient Information Form

Have you had any of the following treatments? (Check all that apply)

; Did it help?
Check if 0
Type of treatment yés (Circle Yes When? Where? No
or No)

Electroconvuisive therapy (ECT) Yes No
Transcranial Magnetic Stimulation (TMS) Yes No
Vagal Nerve Stimulations (VNS) Yes No
Deep Brain Stimulation (DBS) Yes No
Transcranial Direct Current Stimulation (TDCS) Yes No
Ketamine Yes No
EMDR Yes No

Please list any other treatments you have received for mental or emotional problems:

Past Medical History

For the following medical conditions, please indicate whether this is a current or post problem.

Medical Condition Current Past

Acid reflux

Anemia or other blood disorder

Asthma

Cancer {list types:

Chronic obstructive pulmonary disease (COPD)

Chronic pain (list where):

Diabetes

Eye problems (list type):

Fainting

Heart disease

Hepatitis

High blood pressure

High cholesterol or triglycerides

HIV/AIDS

Seizures
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UAB Depression Clinic New Patient Information Form

Sleep apnea

Stroke

Thyraid problems

Tremor (shaking of hands)

Have you had any other medical problems? If so, please specify:

Have you been admitted to a mental health facility or hospital?  []Yes COno

If yes, which facilities?

Have you ever made a suicide attempt? O ves O no

If yes: How old were you when you first attempted:

years old. How many times?

When was the last time you attempted?

Were you ever admitted to a hospital for a suicide attempt?  [JYes ONo

Ways you have attempted (check all that apply): [J overdose OaGun

[ carbon monoxide ] Drowning [ other (specify:

O Jumping [ cutting O Hanging

[ suffocation

Past Surgical History

Please list any surgical procedures you have had:

Allergies and Adverse Drug Reactions

Do you have an allergy or other bad reactions to any drugs? [ Yes [no

If yes, please list below.

Name of drug Type of reaction
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UAB Depression Clinic New Patient Information Form
Do you have any other allergies? [ Yes [J No If yes, please list here:

Are you currently having any other health problems? [ ves [INo. If yes, please list here:

Alcohol

Do you use alcohol? [Jves [ONo  If yes, how many days per week do you drink?

On those days, how many drinks? Do you have a history of alcohol problems? [ ves [ no.
If yes, is that: Ol current [ past
Drugs

Have you used street drugs of any kind in the last year? [ves [ No. If yes, what drug(s)?

Have you had problems with prescription or street drugs? [ ves [ No. If yes, is that: O current ] Past

If yes, what drug(s)?

Family History

Please check if anyone in your famly has been affected by the following conditicns:

Mother Father Sibling Children Aunts/Uncles | Grandparents
/Cousins

Other (write in)

ADD/ADHD

Alcohol Abuse or Dependence

Anxiety/Anxiety Disorder

Autism/Developmental Disorder

Bipolar Disorder/Manic
Depressive Disorder

Cancer

Dementia/Alzheimer’s Disease

Depression

Drug Abuse or Dependence

Heart Disease

High blood pressure

Obsessive-Compulsive Disorder

Panic attacks

Parkinson’s Disease

Schizophrenia/Psychosis

Stroke
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Substance Abuse

Suicide Attempts

Thyroid Problems

Please list any other conditions in your family:

Social History

Where were you born (city, state, country)?

Where were you raised (city, state, country [] same as above)

Relationship and marital status (check all that apply): Are you: [ married [ committed relationship O Living together ] pivorced

O separated [ widowed  [single [ Other:

With whom do you live with? O Spouse [ Girl/boyfriend [ parents ] Alone [Oother:
How far did you go in school? Years [ Graduated high school [ Part college ] Graduated college

[J part graduate or professional school O Completed graduate or professional school

If college graduate, terminal degree: O Bs/sa [ma Opho. Owmp i, [Jpbs other:
Employment status: ] Full-time [ Part-time [J unemployed [ student [] Disabled

If disabled, reason for disability:

What is or was your main occupation?

Do you have any children?  [] Yes [No

How many: Daughters: Ages: Sons: Ages:

Do you have adopted children? [ ves [ONo Do you have foster children? [ Yes o

Were you adopted?  []Yes [ No Doyouhaveatwin?  [Jyes COnNo

As a child were you: Afosterchid?  [] Yes (INo  Removed from the family home? [ ves I No
Religion/spirituality: [ Christian ~ (J Judaism  [J Buddhist  [J Muslim OHindu [ Agnostic [ Atheist

O None [ other: Are you active in your faith? [ ves

O nNo

Have you had prior legal problems? [ Yes o Current? []Yes (INo  Type:

What is yoru main sources of stress now?

Is there anything else you'd like to share?
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THE MOOD DISORDER QUESTIONNAIRE

Instructions: Please answer each question to the best of your ability.

Page 9 of 10

1. Has there ever been a period of time when you were not your usual self and .... Yes No
...you felt so good or so hyper that other people thought you were not your normal Yes No
self or you were so hyper that you got into trouble?
...you were so irritable that you shouted at people or started fights or arguments? Yes No
...you felt much more self-confident that usual? Yes No
...you got much less sleep than usual and found you didn’t really miss it? Yes No
...you were much more talkative or spcke much faster than usual? Yes No
...thoughts raced through your head or you couldn’t slow your mind down? Yes No
..you were so easily distracted by things around you that you had trouble Yes No
concengtrating or staying on track?
...you had much more energy than usual? Yes No
...you were much more acti ve or did many more things than usual? Yes No
...you were much more social or outgoing than usual, for example, you telephoned Yes No
friends in the middle of the night?
..you were much more interested in sex than usual? Yes No
..you did things that were ususal for you or other peoplemight have thought were Yes No
excessive, foolish, or risky?
...spending money got you or your family into trouble? Yes No
To how many of the items above did you answer “yes”?
2. If you checked YES to more than one of the above, have several of these ever Yes No

happened during the same period of time?
3. How much of a problem did any of these cause you — like being unable to work;

having family, money, or legal troubles; getting into arguments or fights? Please

circle only one response:

No Problem  Minor Problem  Moderate Problem  Serious Problem

Yes No

4. Have any of your blood relatives (i.e. children, siblings, parents, grandparents, Yes No

aunts, uncles) had manic-depressive illness or bipolar disorder?
5. Has a health professional ever told you that you have manic-depressive iliness? Yes No




UAB Depression Clinic New Patient Information Form
Patient Health Questionnaire — 9 (PHQ-9)

Over the Jast 2 weeks, how often have you been bothered by and of the following problems?

More
Notat  Several than half Every
(Use “X” to indicate your answer) all days the days day

1.  Llittle interest or pleasure in doing things ) O ] O
0 1 2 3

2.  Feeling down, depressed, or hopeless O [m] O 0
0 1 2 3

3. Trouble falling or staying asleep, or sleeping too much m} m} a O
0 1 2 3

4. Feeling tired or having little energy ] O | O
0 1 2 3

5. Poor appetitie or overeating () [} o O
0 1 2 3

6. Feeling bad about yourself - or that you are a failutre or have let yoursel for your family 0 O O O
down 0 1 2 3

7. Trouble concentrating on things, such as reading the newspaper or watching television O 0O O O
0 1 2 3

8. Moving or speaking so slowly that other people could have noticed? Or the opposite m a O O
~being so fidgety or restless that you have been maving around a lot more than usual 0 1 2 3

9. Thoughts that you would be better off dead or of hurting yourself in some way O ] ] O
0 1 2 3

Please add up your score and write it here:

If you checked off any problems, how difficult have these problems made it for you to do your work, take care of things at home, or get along
with other people?

Not difficult at all Somewhat difficult Very difficult Extremely difficult

u] O O a

Thank you!
Once you have completed this form please fax, or scan and email it.
Mailing address:

Dr. Soumya Sivaraman
c/o Dawn Moradi
CPM 272 C

1713 6™ Avenue South
Birmingham AL-35233

Fax: 205-375-6559

Email: dmoradi@uabmc.edu
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