Main Street Psychiotry & Psychotherapy
4101 Main Street

Name:
Street:

Homephone______ . Workphene Celf phone: .
Email Address | AL
Age: DateofBirth: _______ Place of Birth: _
Male__ Female _
Occupation:

Mearitol Status: aevermamed mxgd__,sepmd dmm mrlngzmuiled
widow/widower___

if you have been married, how many times?___
lfyauhmbeendimrm&howmyﬁhes?

Place where you hive: house_ apanment mm,___éomﬁtafy hote! m&wf
Other
Parents Names:

Person responsible for account if other then mfenfs
Relationship to patient: __ e _ |
Home phone: Work phone:.__ i | Celi phone: ______
Address: '

Nameafpe;mﬁﬁingoatfwmifmtmtie@t
Address:

Cbeekthosethatapﬂy

Other _ -

Religion: Pmte;gantm Catboiic e



 Education: (Check the highest level completed)
High School: 6" orless_ 7"_8" 9" 10" a1*. 7%

College: 1 year__ 2years 3 mm_fm_smm_ﬂ gfmheveadegm what is it
in? , ’ : gz

Please describe your employment history including types of jobs:

Please state the principal reason you are requesting a consultation or treatment:

mm&mmmmmm#mrﬁmmmmmwm Mmmy
mmwmqﬁmm@mwwmmmmmm
vou as you can. Alse, please provide the kinds of treatrme =mbmmmm;mof
medications and your response to them:




Family History Jias amrone in your family ever been freated for any of the fo&awmg {please check ali that

_apply and when appropriate

mémmgﬁw@wmammﬂ}

Post traumatic stress

Medical History: Do you have, or have you ever had any of the foll ._: ing
in your medical problem in each category

heck all that apply)? Plesse write

Mark ¥

Mark v

High Blood Pressure

panceeatits, irritable bowel, colitis)

Viral Hiness (herpes,

Epstein-Barr, chronic hepatitis)

Lung Disease

Arthritis or Rheumatoid Problems

Cancer

Diabetes

Liver Damage or Hepatitis

Heart Disease

' Thyroid Disease

Neurological Problems {stroke, brain
tumor, necve d&magc)

Anemia

| Gynecological / hysterectomy

Chronic pain

e Feobioms

Fibromyalgia

8kin Disease

Migraine or Cluster Headaches

| Seizures:

Ear/Nose/Throat Pr&ﬁems

High Cholesterol

Sleep apriea




chiatry and Psychoth
4101 Main Street, Ste C
Hilton Head island, SC 29926

Consent and authority is hereby given to Main Street Psychiatry and
Psychotherapy and its professional staff to perform examinations.
Permission is also granted ta the administration of medications when
deemed necessary. This statement has beer fully explained to me and |
understand i. ’ _

SWMeoffPa&m'wLegﬁ Guardia Date

Witness ' S Date

Thereisa xmrdeMmmmmmm I understand thet if I defausit on my

Parents/Guardians who bring children into Main Street Psychiatry and Psychotherapy
for services are respansible for payment of those'services. We're sorry but we cannat
be responsible for coliection from a third party.



You were mw@%m |

Ywhad@ﬁmmm mm.orm:

Youmtrm

.Yéuweteamidatgmes

Yauwmebed&erages

Youhwties

You were, (are,} left handed

' ..f_;_;cﬁshlhedsleap uamaavam |

Youranmymm

Xbuwe:emaitoamma!s

Youfﬂequaﬁyﬁedtomrtamﬂyoroﬂm

S!eepl too much

| Weight loss

Wﬁetghtgam Rsotmmmh‘*

Lossafemfg?

Parsnoid Feeﬂngs

Lmoimaﬁvaﬁon




wae&mwhmmse&wmmanm?

mmmmwmwmmmmmmm

You wexemaeh mpetakmﬁspoﬁamudzf ww |

Mswwmmmmmmtmmmmw

Yauweresoe@yﬁﬂmﬁy%awﬁm%mﬁaﬁmm
on track? _

Youhadmudxmmetggﬁmuwa:?

%uwaemua:rmmwdﬁmmmﬁtmsﬁmuwd?







