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Confidential Data Form

This information is confidential and will not be shared without your written permission. The purpose of the questionnaire is to help me understand you and develop a treatment plan tailored to your unique needs. Please answer questions to the extent you feel comfortable. When answering, please indicate if this is current area of concern for you and provide relevant information to help me understand your concerns.

NAME: 
SSN:


DOB/AGE: 
ADDRESS: 
EMAIL:








Ok to email you?

CELL PHONE:







Ok to leave a message? 

HOME PHONE:






Ok to leave a message? 

Please provide the name of two people we can contact on your behalf in case of emergency. Also, please indicate if you want us to speak with them about your current treatment, only contact them on your behalf in case of emergency, or both. 

Name:

Phone #:

Type of contact:

Name:

Phone #:

Type of contact:
Please provide a current credit card to reserve your appointment time(s). You will only be charged if you do not provide a 24-hr cancellation notice or show for your appointment. 
Name on card:

Card type and #:

Security code and billing zip code:

What ethnicity do you identify as?

What gender do you identify with? 

What sexual orientation do you identify with? 

Do you identify as having a disability? 
Please list other professionals that you CURRENTLY or most RECENTLY worked with. 
Name of Individual Therapist: 
Phone #





Ok to contact?

What type of psychological concerns did you address and were you satisfied with the experience and outcome?

Name of Dietitian:

Phone #





Ok to contact?

What type of nutritional or weight concerns did you address and were you satisfied with the experience and outcome? Elaborate on meal plan, exchanges, calories, weight goal.

Name of Physician:
Phone #





Ok to contact?

What type of medical concerns did you address and were you satisfied with the experience and outcome?

Name of Psychiatrist:

Phone #





Ok to contact?

What type of psychiatric diagnoses did you address and were you satisfied with the experience and outcome? Elaborate on past and current medications, dosage, and the purpose for the medication.

Name of Other Professional(s):

Phone #





Ok to contact?

What type of concerns did you address and were you satisfied with the outcome?

Have you ever been hospitalized or attended a treatment program?

Name:

Phone #





Ok to contact?

When, what type of concerns did you address, and were you satisfied with the outcome?
Name of Referral Source:

Phone #:




Ok to contact?

Please indicate how you heard of The Lotus Collaborative.  

(Examples: internet site, word of mouth, referral)

How would you know if our work together is successful? What would be different?

Why are you currently seeking treatment now? 

Please highlight any of the following that currently concern you:
· Depression  

· Anxiety 
· Alcohol Use 
· Substance Use 
· Self-understanding 
· Self-acceptance 
· Good Decision Making 
· Assertiveness 
· Stress 
· Clarification of Own Values 
· Grief 
· Sexual Health Issues 
· Understanding Own Sexuality 
· Coming-out process
· Sexual orientation 
· Gender identity 
· Suicidal Thoughts 
· Other (specify):
· Traumatic Event(s) 
· My impact on others

· Respecting Cultural Differences 
· Decreasing Own Unhealthy Behavior
· Issues of Racial/Ethnic Identity 
· Academic/Work Problems  
· Adjusting to School/Work 
· Self-care (hygiene, time for self)

· Attention Deficit Disorder
· Bipolar (Manic -Depression) 
Please highlight if you have recently or in the past experienced:
· change in appetite   

· significant weight gain/loss 
· change in mood
· irritability 
· feelings of worthlessness 
· changes in sleeping patterns
· loss of energy 
· loss of interest in activities
· loss or decrease in sexual interest
· increase of energy 
· difficulty concentrating 
· nightmares 
· substance abuse (alcohol or drugs) 
· problems with attention, motivation, memory 
· recurrent and excessive anxiety or worry
· feelings of restlessness 
· trembling or shaking 
· accelerated heart rate 
· shortness of breath 
· sweating 
· chest pain 
· feelings of choking 
· nausea 
· recurrent thoughts of death 
· recurrent thoughts of wanting to commit suicide 
· recurrent thoughts of harming others 
· cutting or burning myself 
· seeing things that others do not 
· hearing voices that others do not 
· paranoid thoughts

Please highlight any of the following that you are unable to currently perform: 

· attend work/classes
· concentrate on duties /tasks/assignments
· maintain employment
· maintain satisfying relationship w/ significant other
· maintain satisfying relationships w/ family members 

· initiate & maintain satisfying social relationships w/ peers, 

· take care of my self

· participate in social/recreational activities

· decide on plans for future

· demonstrate adequate coping skills
· seek assistance when stress and problems are not manageable
· decrease substance abuse and/or other high-risk behaviors
Please highlight any of the following strengths that would describe you:

· Confident
· Dependable 
· Decisive 
· Intelligent 
· Spiritual 
· Ambitious 
· Hard worker 
· Sensitive 
· Responsible 
· Communicative 
· Creative 
· Sympathetic 
· Organized 
· Logical 
· Understanding 
· Likeable 
· Fun-loving 
· Respectful 
· Sympathetic 
· Loyal 
· Funny/Humorous 
· Attractive 
· Passionate 
· Ethical 
· Good listener 
· Compassionate 
· Loving 
· Decent 
· Athletic 
· Caring
What is your weight, diet, and exercise history? Please list any eating disorder behaviors or symptoms you currently struggle with.
What are your current symptoms that cause you distress (if not indicated above)?

Please describe your current sleep patterns. 
How is your appetite?

Please indicate any psychological diagnoses you’ve been given.

(Examples: depression, anxiety, bipolar, PTSD, OCD, eating disorder, personality disorder)
Please indicate any medical diagnoses you’ve been given. When was your last physical?

Please list any medications, dosages, supplements and the reason you are taking them.

What substances do you currently use? Please specific what, how often, and amount.

(Examples: caffeine, drugs, alcohol, nicotine)

Have you ever struggled controlling your substance use or experienced adverse consequences because of your use?

(Examples: DUI, DWI, was arrested, fired, blacked out, attended rehab, got in fights)

Have you ever struggled with thoughts of suicide and/or self-harm? If so please specify what and any interventions/treatment you received to address this.

Have you ever struggled with thoughts of homicide and/or interpersonal violence? If so please specify what and any interventions/treatment you received to address this.

Have you ever experienced any type of emotional, verbal, sexual, or physical abuse? 

What have been the consequences of the abuse and how has it impacted your well-being? 

Have you ever witnessed or experienced a traumatic event? 

What have been the consequences of this event and how has it impacted your well-being? 

What’s your typical sleep pattern and do you struggle with bad dreams or nightmares? 

 Have you ever struggled with hallucinations, delusions, or felt you lost touch with reality?

What is your current living situation?

Please share current or most recent relationship information. Specify single, separated, divorced, years together, current and past relationship satisfaction.

Is there anyone in your life that causes you distress? Please specify who and how.

(Examples: family members, coworkers, friends, partners, children)

Is there anyone in your family that suffers from mental or physical illness? Please specify who and what they struggle with.

Do you currently provide care for dependant others?

(Examples: children, ages, individuals with special needs, elderly)

Please provide brief employment and education history.

(current or most recent employment, unemployment, educational major, year, degree)

Are you requesting financial accommodation?

If you are requesting sliding scale or a treatment scholarship, please share average monthly income and relevant documentation.

Eating Disorder Information

Binge eating: is defined as eating large amounts of food rapidly in a brief time period.

Number of days you binged in the past month:

Average number of times per day/week you binged:

Approximate age when you first binged:

How long did the episodes last?

What do you eat on a typical binge?

Compulsive eating: is defined as eating large amounts of food over an extended period (i.e. throughout the day) instead of all at once.
Number of days you ate compulsively in the past month:

Approximate age when you first ate compulsively:

What do you eat during a typical episode in which you eat compulsively?

Purging: is defined as ridding the body of unwanted food through artificial means such as vomiting or the use of laxatives.
Number of days you purged in the past month:

Average number of times per day you purged:

Type of purging (e.g., vomiting, laxatives, etc):

Approximate age when you first purged:

Restricting: is defined as not eating food.

Number of days you restricted in the past month:

Average number of calories consumed per day:

Approximate age when you first restricted:
Exercise
How many minutes per day have you exercised over the past month?

Per day over the past year?

Approximately how many days have you exercised over the past month?

How many days, on average, have you exercised per month over the past year?

Was there a time when you exercised more or less? If so, how much did you exercise?

Please use this space to describe your weight history. Include your current (if known), lowest and highest adult weights and when. Also describe your weight fluctuations over the course of your life;
General Information

When did your eating disorder behavior first start?

What behavior?

List any health problems you have that may have been caused by your eating disordered behavior:

For women:
When was your last period?

How many have you missed since then, if any?

Are your periods irregular? If so, describe:

In the past two years, have you missed three or more periods?

When and how many did you miss?

Treatment

Please list any treatment received for your eating disorder (medical care, hospitalization, individual, family or group psychotherapy, etc.). Also include when you were treated, who you saw for treatment and for how long.
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