Criselda C. Abad-Santos, MD
468 North Camden Drive, Suite 200, Beverly Hills, CA 90210
Tel: (310) 601-3198     Fax: (888) 959-5641

                                          PATIENT QUESTIONNAIRE

Name: ___________________________________         Date: _____________________
Date of Birth: _______________________
Address: ________________________________________________________________
Telephone numbers
      Home: _________________________    Work: ___________________________
Occupation: _________________________________
Insurance: __________________________________
What is the main concern that led you to consult me?
________________________________________________________________________________________________________________________________________________
When did it begin?
________________________________________________________________________________________________________________________________________________ 

Psychiatric History
Outpatient Treatment
Have you ever had outpatient treatment for a psychiatric disorder?__________________ _______________________________________________________________________
If yes, what was the disorder? _______________________________________________
________________________________________________________________________
________________________________________________________________________
When and where did you receive treatment? ____________________________________
________________________________________________________________________
________________________________________________________________________
What type of treatment was it? (e.g., psychotherapy, medication, behavior therapy, others)?_________________________________________________________________________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
What was the name of the therapist? __________________________________________
      Address: _____________________________________________________________
      Phone: ______________________________________________________________
Do you authorize me to communicate with your therapist?_________________________

Hospitalizations
Have you ever been hospitalized for a psychiatric disorder?________________________
If yes, what was the disorder, which hospital(s), and what were the dates?_____________
________________________________________________________________________
________________________________________________________________________
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What medications are you taking now (medical or psychiatric)
Drug                              Dose                Frequency                     Prescribing Physician
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________

What medications have you taken in the past?
Drug                                     Date                                   Reason for discontinuing
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you use non-prescription medications?  Yes ____   No ____
If yes, which ones? ________________________________________________________ ________________________________________________________________________________________________________________________________________________
________________________________________________________________________

Do you or have you used recreational or illegal drugs?  Yes ____   No ____
If yes, which drugs and how much? ___________________________________________ ________________________________________________________________________________________________________________________________________________
 
When was the last time you used illegal drugs? _________________________________ ________________________________________________________________________________________________________________________________________________

Do you drink alcohol?  Yes ____     No ____
Are you concerned about how much you drink?  Yes ____     No ____
Are you annoyed at comments about your drinking?   Yes ____      No ____
Have you felt guilty about anything resulting from your drinking? Yes ____   No ____
Do you ever have a drink early in the day to calm your nerves or get rid of a hangover? Yes ____     No ____

Do you smoke?  Yes ____    No ____  
If yes, what and how much? ________________________________________________
________________________________________________________________________

Beverages with caffeine:
Coffee __________________ Tea ________________ Cups per day ________________
Colas ___________________ Others ______________ Cans per day ________________
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What illnesses or surgeries have you had in the past? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any illnesses at present? _________________________________________
If yes, please list: _________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever had a head injury? ____________________________________________
When? _________________________________________________________________ _______________________________________________________________________
How did it occur? _________________________________________________________
Have you ever had an EEG or a CT scan of your head? ___________________________
If yes, when, and what were the results? _______________________________________
_______________________________________________________________________

Name of your primary care physician: ________________________________________
     Address: _____________________________________________________________
     Phone: _______________________________________________________________
Do you authorize me to communicate with your physician? ________________________

Brief Review of Symptoms
Symptoms                   No              Yes             Date                         Description
or problems                                                       began 
Frequent or severe
       headaches           ____            ____           ______            _______________________
Dizziness/vertigo       ____           ____           ______             _______________________
Convulsions or
      seizures                ____           ____           ______             _______________________
Vision problems         ____           ____           ______             ______________________
Hearing problems       ____           ____           ______             ______________________
Smelling or taste
     problems                ____           ____           ______             ______________________
Thyroid problems       ____           ____           ______             ______________________
Cough/asthma             ____           ____           ______             ______________________
Chest pain                   ____           ____           ______             ______________________
Shortness of
     breath                     ____           ____           ______             ______________________
Nausea/vomiting         ____           ____           ______            ______________________
Diarrhea                        ____         ____           ______             ______________________
Abdominal pain            ____         ____           ______             ______________________
Constipation                  ____         ____           ______             ______________________
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                                      No            Yes             Date                         Description
                                                                          began
Urinary problems          ____         ____           ______             _____________________
Arthritis                         ____         ____           ______             _____________________
Diabetes                         ____         ____           ______             _____________________
Walking problems         ____         ____           ______             _____________________

Social History            
Marital status: single _____ married _____ widowed _____ divorced _____
If married, date of wedding: _________________________________________________
      Spouse’s date of birth: __________________________________________________
      Spouse’s occupation: ___________________________________________________
If widowed, date and cause of spouse’s death: __________________________________ _______________________________________________________________________
If divorced, date and reason for divorce: _______________________________________
________________________________________________________________________
Children
Name                                        Age                          Location
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Others currently living in your household and their relationship to you:
Name                                    Relationship
________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family Medical History

Mother’s name: __________________________________________________________
Age: _______ If deceased, date and cause of death: ______________________________
________________________________________________________________________
Does (or did) she have any illnesses? _________________________________________ 
________________________________________________________________________

Father’s name: ___________________________________________________________
Age: _______ If deceased, date and cause of death: ______________________________
________________________________________________________________________
Does (or did) he have any illnesses? __________________________________________
________________________________________________________________________

Brothers and sisters:                                                                                                      
Name                                     Age                              Illnesses                                                 
________________________________________________________________________
________________________________________________________________________________________________________________________________________________
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Has anyone in your family ever had a psychiatric disorder (e.g. depression, mania, schizophrenia, drug or alcohol abuse, anxiety problems, suicide attempts)? ___________
If yes, please indicate nature of problems and the family member’s relationship to you:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever been exposed to abuse? ________________________________________
      If yes, was it physical? ________    sexual? ________ emotional? _________
      Who was involved? ____________________________________________________

Educational History
                                        Name of school                  Location                     Dates
High school _____________________________________________________________
College _________________________________________________________________
Postgraduate _____________________________________________________________

Occupational History
Dates               Job titles                  Reason job ended (if applicable)
________________________________________________________________________________________________________________________________________________________________________________________________________________________

Military service:
_______________________________________________________________________

Adaptive History
What stresses have you overcome in the past?
________________________________________________________________________________________________________________________________________________________________________________________________________________________

How did you do it?                                                                                                        
________________________________________________________________________________________________________________________________________________

What was the best period of your life?
________________________________________________________________________________________________________________________________________________

What are your personal strengths?
________________________________________________________________________________________________________________________________________________________________________________________________________________________


Patient’s signature: ________________________________________________________
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