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ADULT HISTORY FORM

Today’s Date: _______________

Email Address:________________________
Last Name: ________________________ First Name: ______________________ MI: ___ 

D.O.B.:_______________ Age:___  Martial Status: _________    SS#:_____________________

Address: _________________________ City: _________________ State: ____ Zip: ________

Home Phone: ______________ Cell Phone: _____________ Email:______________________

Employer: _________________________________________ Phone #:_________________

Name of Spouse: _______________________ Spouse’s D.O.B.:________  Age:_____
Home Phone: ______________ Cell Phone: _____________ Email:______________________

Spouse’s Employer: _________________________________ Employer’s #:_______________

Family Physician: ______________________________ Phone #:____________________

Insurance Name: ________________________________ Phone #:___________________

Name as it appears on card: _____________________________________________________

Who referred you to Dr. Donna Estreicher? ________________________________________________________________________

Reason for referral? ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

3140 e. broad st. suite 201 • columbus, oh 43209 • tel (614) 235-0211 • www.drdonnaestreicher.com
Please give a brief description of the problems you have for which you feel you need help: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

Employment:
Please describe the nature of you current employment or studies, including any work related problems:
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________
What past jobs have you had?  Indicate any problems you may have had with them: 
________________________________________________________________________
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Family:
Please give the ages and relationship of persons in you immediate family, including parents, siblings, children and spouse.  Beside each name, list any problems you were aware of such as psychiatric, behavior, alcohol, drugs etc.

Name 



Age

Relationship

Problems

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

Past School History:

Please give a brief summary of what your academic and social experience in school was like.  Try to recall both early grades and the later years of high school and or college.  How did you get along with the teacher?  Other students? Friends? What were your grades like?

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Family Relationships:

Briefly describe what your household was like when you were growing up.  Describe what your current family relationships are like, both with your original family and your current family.

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Medical History:

Describe any serious illnesses, accidents, diseases or medical conditions of which you are aware:

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Medications:

List any medications you are taking with the dosages.  List all psychiatric or neurological medications taken in the past.   
Name of Medication


Why taken

When taken

Dosage

________________________________________________________________________
________________________________________________________________________

________________________________________________________________________
Do you smoke? __Y __N
If yes, how much? _____packs per day

Do you think you have had a drinking problem in the past? __Y __N

On average, how often do you drink alcohol?

__seldom or never     __once a month     __once a week or less
__2-3 times per week
__ 4 or more times per week

If you drink alcohol, how much do you consume at one time?

__an ounce or less of alcohol     __2-4 oz. of alcohol 2-4 beers     __more than 4oz. of alcohol or more than 4 beers

Have you had a drug problem in the past? __Y __N if yes, Describe: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Do you currently use drugs? __Y __N  
if yes, what drug and how often do you use? ________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Have you ever been hospitalized for drug abuse treatment? _____________ If yes, for what type of drug use?

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
When: _______________________     Name of facility: _______________________________

Durations of treatment: ________________________________________________________

Please note any further facts about yourself that you think might be helpful in understanding your current problems:

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Mental Health History:

Have you or anyone in your immediate family ever been in therapy before?  __Y __N if yes, what for?
 ________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Duration of therapy: _______________________Name of therapist: ______________________
Have you or anyone in your immediate family ever been hospitalized?  __Y __N if yes, please explain: When____________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Name of facility: ______________________________ What for: _______________________
Duration of hospitalization: ________________________________________________________________________

What is the MAIN problem for you at this time? ________________________________________________________________________
________________________________________________________________________
What have you tried to solve this problem? __________________________________________
________________________________________________________________________
Are you currently receiving any treatment for this problem? __________________________________________

Circle any family or life stresses that might have brought on or added to your problems:

Financial Pressure

Legal Problems

Move(s)
Job Change

Divorce



Separation

Death(s)
Illness

Birth of Child

Mental Illness Medical Problems

Traumatic Experiences

Conflicts in Marriage/Relationship


Other: _______________________
Please Check any of the Following that are Problems for you:
Feelings of sadness, depression  

____

Difficulty handling anger
____


Feeling very nervous


____

Panic



____


Difficulty with sleep


____

Difficulty with eating, appetite
____


Being very irritable, edgy

____

Crying too easily

____

No energy



____

Unable to enjoy anything
____

Difficulty concentrating or memory
____

Thinking about death

____


Thinking about suicide


____

Hearing voices


____

Thinking about hurting someone
____

Feeling confused

____
Annoying habits or behaviors

____

Feeling out of control

____

Concern about weight


____

Concern about appearance
____


Difficulty with friends


____

Difficulty with parents

____
Difficulty with spouse or partner

____

Discouraged about the future
____
Difficulty with brother or sister

____

Unhappy with job or school
____


Difficulty with coworkers or boss
____

Other _______________________

Comments:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

