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Behavioral Health Services Participation Agreement 
 
Date:               /              /               
 

Patient Name: ________________________________________  Date of Birth:           /          /           

Provider Name: ___________________________________________________________________ 

How were you referred to Cuyuna Regional Medical Center? 

________________________________________________________________________________ 

NOTE: If you are seeing a therapist at Cuyuna Regional Medical Center for couples therapy, each 
person must fill out and bring a separate set of forms to your first couple’s appointment.  
  

Welcome 
 

Welcome, it takes courage to reach out for support and we look forward to supporting your healing 
journey. These forms contain information about Cuyuna Regional Medical Center (CRMC) 
professional Behavioral Health services and business policies. There are also several questions 
included that will help better identify what challenges you are currently facing so that we can best 
assist you. It is important that you review the following information before beginning your first session. 
Please feel free to ask any questions you may have about these policies; your CRMC psychiatrist or 
therapist will be happy to discuss them with you. There are various places where your signature is 
required on the following forms; please bring these completed forms prior to your first appointment. 
 

Patient Rights 
 

Consumers of services offered by practitioners licensed by the State of Minnesota have the right to: 
1. Expect that the provider has met the minimal qualifications of training and experience required 

by state law. 
2. Examine the public records maintained by the Board which contain the credentials of the 

provider. 
3. Obtain a copy of the rules of conduct from the appropriate Board (i.e. the MN Board of 

Psychology, MN Board of Behavioral Health and Therapy, MN Board of Medical Practice). 
4. Report complaints to the provider, and if not satisfactorily resolved, file a complaint with the 

appropriate Minnesota Board. 
5. Be informed of the cost of professional services before receiving the services. 
6. Privacy, as defined by rule and law.  This means that no information will be released from the 

facility in which the provider works without the client’s informed, written consent, except for the 
following: 
a. The provider is required by law to report instances of suspected abuse or neglect of a 

minor or vulnerable adult. 
b. The provider is required by law and professional codes of ethics to notify proper persons 

and/or authorities if the provider believes there is an imminent serious physical danger to 
a client, or another specifically identified person. 

c. The provider is required to report admitted prenatal exposure to harmful controlled 
substances. 

d. The provider must produce records or testimony in response to a Court Order and 
potentially to a subpoena. 

e. Parents or legal guardians of a non-emancipated minor client have the right to access 
their child’s records unless such access is not in the best interests of the child. 
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f. Case discussions with other staff through case management, consultation, testing, and 
treatment are confidential and are to be conducted as such by all staff. 

7. To be free from being the object of discrimination based on race, religion, gender, sexual 
orientation, or other unlawful category while receiving psychological services. 

8. To respectful, considerate, appropriate, ethical, and professional treatment. 
9. To see information in his/her record upon request unless clinically contraindicated. 
10. To be informed of diagnosis, involved in the formulation of the treatment plan, the periodic 

review of plans and progress, and the formulation of the discharge plan. 
11. To be informed of treatment options, expected outcome of treatment, expected length of 

treatment, and cost in language that he/she can understand, and to have the right to refuse 
treatment and the consequences of that decision. 

12. To discuss needs, wants, concerns, and suggestions with the provider. 
13. To be advised as quickly as possible if a scheduled appointment time cannot be kept due to 

illness or emergency. 
 

Services – Risks and Benefits 
 

The role of a Behavioral Health Provider is to assist clients with issues regarding relationships, 
addictions, and issues such as depression, anxiety, grief, and other challenges that impact you 
emotionally. Counseling often involves discussing difficult aspects of your life. During our work 
together you may experience uncomfortable feelings such as sadness, guilt, shame, anger, or 
frustration. As a result of what comes out of your therapeutic work and the decisions you make, 
important relationships may be impacted or may end. Your journey to healing may also lead to 
healthier relationships. Counseling support often helps an individual find solutions to problems with 
family and friends, life challenges, as well as a reduction in feelings of distress, anxiety, and 
depression. If you ever have any concerns about your treatment process, we encourage you to 
discuss this with your provider during your sessions so that we can collaborate together as you move 
forward. 
 

Termination of Therapy 
 

You may terminate therapy at any point. When our work comes to a close, we ask that you schedule 
at least one final session to review the work you have done. Occasionally clients return to therapy to 
process new challenges. If you decide to return in the future, please know that Cuyuna Regional 
Medical Center has an open-door policy and welcomes the possibility of working together again. 
However, it will be at your therapist’s clinical discretion and dependent upon his or her availability.  
 

Length of Therapy 
 

Therapy is a process that is unique to each client and the challenges they are presenting with. Some 
presenting issues can be worked on very effectively in a fairly short period of time. Other challenges 
may take much longer. It can be difficult to predict exactly how long therapy will last and this is best 
discussed in your first session.  You and your therapist will put together a treatment plan and goals 
that you will be working toward. If you have questions regarding the length of treatment, please feel 
free to discuss this with your therapist at the start and/or at any point during therapy.  
 

Dual Therapy 
 

It is unethical for two different therapists at different facilities to provide counseling for the same client 
at the same time. Unless there is a compelling clinical reason, a crisis, or a specialized therapy 
treatment plan that we will be working on, the therapists at Cuyuna Regional Medical Center do not 
work with clients who are under the care of a therapist at another facility.  If you are working with  
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another therapist, please disclose this so that we can discuss the next steps. If your therapist has 
referred you to CRMC for specialized treatment (i.e. sex addiction recovery for example), we will need 
to have a release on file from you to coordinate care with your primary therapist and collaborate on a 
clinical plan that best supports your process.  
 

Medication Management 
 

The role of the psychiatrist is to evaluate and treat patients with various psychiatric diagnoses 
including but not limited to depression and other mood disorders, anxiety disorders, obsessive and 
compulsive disorder, attention deficit disorders, post-traumatic stress disorder, schizophrenia, and 
other psychotic disorders. Many of these diagnoses benefit from pharmacologic treatment. Your 
psychiatrist will discuss the risks and benefits of medication, along with therapy when applicable. 
Your psychiatrist will review all medical conditions and may request to have a release on file from you 
to coordinate with your Primary Care Physician on a treatment plan that best addresses your mental 
and physical health.   
 

Controlled Substance Agreement 
 

In rare circumstances, psychiatric diagnoses may be best treated with a controlled substance (such 
as stimulants for ADHD, benzodiazepines for catatonia, etc.). In these cases, you may be asked to 
sign a “Controlled Substance Agreement.” This will be discussed in greater detail with your 
psychiatrist if applicable.   
 

Medication Refills 
 

If you need refills of your medications, please contact your pharmacy. Your pharmacy will contact 
your psychiatrist if they need a new prescription. Please call 1 week in advance for refill requests. 
Refills will also be addressed at each office visit. If you need medication refills, please be aware that 
this may take 48-72 business hours to be processed once we receive the request. 
 

Confidential Electronic Data Storage 
 

Your confidentiality as a client is of upmost importance. Cuyuna Regional Medical Center will protect 
your health information according to the applicable provisions of the Health Insurance Portability and 
Accountability Act of 1996 and in (particularly 45 C.F.R, Part 164, Subpart C), 42 C.F.R. Part 2, and 
the Minnesota Health Record Act.  
 

Legal Exceptions to Confidentiality 
 

The psychiatrists, therapists, and staff at Cuyuna Regional Medical Center take confidentiality very 
seriously. Your information is confidential, except for information relating to child abuse or suspected 
child abuse, child pornography, vulnerable adult abuse, intent to harm self or others, or unless 
mandated by a court of law. Legally, all medical staff are mandated reporters of abuse or intentions 
to harm others. If you are suicidal or homicidal, your provider at Cuyuna Regional Medical Center will 
take all reasonable steps to prevent harm to you or others. 
 

Legal exceptions to confidentiality are in place to protect your safety and the safety of others. This 
includes when there is a reasonable suspicion of child abuse (physical, sexual, emotional, neglect), 
or vulnerable adult abuse or neglect, and where a client threatens to harm or kill other(s) (homicide) 
or threatens to damage another person’s property.  
 

If you are homicidal and/or make a serious threat to hurt another person(s), the psychiatrist, therapist, 
or staff will contact 911 and make every attempt to warn the intended victim or victims. Additionally, if 
a court issues an order to release records (for example a divorce hearing or custody hearing), your 
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provider must abide by the court order and may be compelled by court order to testify under oath and 
thus must answer all questions honestly.  
 

Mandated Reporting of Incidents Involving Minors 

• A minor is defined as any person who is legally under the age of 18.  

• Your provider is obliged under Minnesota Statute 626.556 to report to the appropriate 
authorities any instance where a client discloses that they have created or distributed child 
pornography. 

• Under Minnesota Statute 626.557, your provider is mandated to report any incidents involving 
a Vulnerable Adult. 

It is important for you to understand that all physicians, therapists, and nurses employed at 
Cuyuna Regional Medical Center are mandated to report this to legal authorities. 
 

As Behavioral Health Providers at Cuyuna Regional Medical Center, we are mandated reporters of 
any sexual acts, abuse, and neglect involving minors. This means that if any of the providers learn of 
a specific incident involving minors and illegal sexual activity or abuse, we are legally required to 
report this to the proper authorities. 
 

Additionally, if you share with your psychiatrist or therapist that your adult child or any identifiable 
adult (18 years or older) that you are in relationship with, is sexting or texting sexual or nude images 
to a minor (for example an 18-year-old son texting sexual images to his 15-year-old girlfriend), your 
provider is mandated by law to report this to the authorities. 
 

Please sign and date here if you understand the above stated limits of confidentiality and mandated 
reporting responsibilities of all staff at Cuyuna Regional Medical Center. 

  
Patient Signature: __________________________________________ Date:           /          /           

Conjoint Sessions 
  

On occasion, and only if it benefits the client’s goals and health, your psychiatrist or therapist may ask 
that a family member or significant other join you during your appointment time. It is important to note 
that this is done only on occasion and at the provider’s discretion when it best serves the client.  
 

If a family member or significant other agrees to meet during an appointment, it will be for the client’s 
benefit. If the person joining the session is your significant other, this does not constitute as couples 
therapy or a joint appointment, rather it is a support to your work, and/or a check-in session.  
 

Additionally, the third party (friend or significant other) is not joining the appointment for his or her own 
appointment, nor will your provider at Cuyuna Regional Medical Center work with them as a provider. 
If we decide that this will be beneficial, you will need to sign a written release of information for this 
type of conjoint session. 
  

Sobriety Policy 
 

We ask that all clients, couples, families, and group members arrive to appointments sober and not 
under the influence of drugs and/or alcohol. If your provider notices that you are intoxicated (such as 
slurred speech, rapid speech, smelling of alcohol, behavior that indicates intoxication with cocaine, 
prescription drug abuse, marijuana, or other substances) the appointment will be immediately 
terminated.  Your provider will reschedule an appointment where this occurrence will be processed. 
You will be charged your full fee for the appointment if you arrive intoxicated. 
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Telehealth/ Virtual Visits 
 

Telehealth will only be offered through HIPAA compliant methods. Providers are located in a secure 
and private area to provide services. At the start of the visit the provider will obtain verbal consent to 
provide care via Telehealth and make sure you are in a safe and secure area to receive services.  
 

Appointments 
Phone Number: 218-545-1047, Option 2 

 

Therapy sessions and medication management appointments are scheduled in advance. Standard 
appointments will begin and end on time.  It is understandable that occasionally you may be late. If 
you are late for your appointment, please understand that the appointment will not extend, nor will the 
time be made up during future appointments, as this impacts other clients.  
 

The initial appointment and any other sessions that include testing can result in longer appointments.  
Longer appointments are also available by request and upon availability of your psychiatrist or 
therapist’s schedule; however, we require a prior authorization from your insurance company. At the 
start of treatment, your provider may extend your first few appointments. Unless your provider 
chooses to extend the appointment, we ask that you please respect your time. If your provider finds 
that your appointment tends to run longer, he or she will discuss this in an appointment with you in 
order to maintain healthy boundaries around starting and ending on time.  
 

Cancellations 
Phone Number: 218-545-1047, Option 2 

 

If you are trying to reach your provider on the same day as your appointment, please reach out by 
calling the above number, not through email or MyChart. Please note that cell phones cannot be 
guaranteed as confidential. We make every effort to return calls within 24 hours. We understand that 
occasionally circumstances beyond your control may arise which would prevent you from keeping 
your appointment. In most cases, we may be able to transfer your in-person visit to a virtual/video 
appointment. If your therapist or psychiatrist is unable to attend your session (outside of scheduled 
vacations) due to an unexpected emergency or illness, every attempt will be made to contact you 24 
hours in advance on the phone number(s) you provided in your chart and/or through MyChart.  
 
 

Patient Signature: __________________________________________ Date:           /          /           

After Hours Emergencies 
Psychiatrists and therapists at this clinic are not available after usual business hours for emergencies 
(8:00 AM to 4:00 PM).  For after-hours emergencies, or if you need immediate assistance with a 
mental health crisis, please call the local Crisis Line that is open 24 hours per day, 7 days per week at 
218-828-HELP (4357) OR 1-800-462-5525. If you are in immediate danger, please call 911, or 
proceed to your nearest emergency room with assistance from a trusted person as needed. 
 
 
 
 

Thank you for your service. We are honored by your trust and confidence! 
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320 East Main Street 

Crosby, MN 56441 

 

 Cuyuna Regional Medical Center Main Line:  
(218) 546 – 7000 

Scheduling Appointment Line:  
(218) 545 – 1047, Option 2 

 
 

Cancellation and No-Show Policy 
Due to the high demand for Behavioral Health (Psychiatry and Psychology) services, 
we often have a waiting list for people wanting to get in for an appointment. 
 
 

What to Do If You Can’t Come to Your Scheduled Appointment: 

• We understand urgent situations come about causing appointments to be missed 
or cancelled.  If possible, please give our office at least 48 hours’ notice of 
cancellation, so we can offer the appointment time to others in need. 

o In most cases, we may be able to transfer your in-person visit to a 
virtual/video appointment, which might support you in continuing your 
treatment. 

• Late cancellations and no-shows are not able to be filled. Therefore, we do stress 
that if you are unable to make your appointment to call the appointment line. 

o Appointment line: (218) 545 – 1047, Option 2 
 

Excessive cancellations (including late cancellations of less than 24-hours’ 
notice) and/or two (2) no-show or missed appointments will result in the 

following: 
 

• Cancellation of future appointments 

• Suspension from scheduling with provider 12 months 

• Dismissal of all CRMC Behavioral Health Practices 
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INITIAL EVALUATION 
Instructions: To help us offer you the highest quality service, please fill out this form as fully and 
openly as possible. This information is held in strict confidence within legal limits.  
 
 
 

Name: ______________________________ Preferred Name (Nickname):  

Date:               /              /                DOB:               /              /                Age:  

Best Contact Number: ____________________________ May we leave a message?  No  Yes 

Secondary Phone Number (if applicable): _____________ May we leave a message?  No  Yes 

Sexual orientation __________________________________________ 

Gender Identity _____________________ (female, male, transgender, nonbinary) 

Preferred Pronouns __________________ (she/her, he/his, they/them) 
   

ETHNIC GROUP 
 

 Alaskan Native  American Indian  Asian   Black/African American  Filipino 

 Hispanic/Latino  Middle Eastern  Native Hawaiian  Pacific Islander   White   

 Multi-Ethnic/Other: _______________________________ 

  
CURRENT PROBLEM/CHIEF CONCERN 

  
Briefly describe concerns. What symptoms are you having? How long have your symptoms been 
going on for? What makes symptoms worse? You may use the back of this form for more space, if 
needed: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
On a scale of 1-10 (1-low, 10-high), how motivated are you to resolve this issue?  
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SYMPTOMS: (select all that apply) 
 

 Anxiety attacks  
 Avoidance 
 Change in appetite  
 Chest pain/discomfort 
 Chills 
 Crying spell 
 Decreased libido  
 Depressed mood 
 Decreased need for sleep 
 Excessive energy 
 Excessive guilt 
 Excessive worry 
 Fatigue 

 Feel like things are not real 
 Feel like you’re dying 
 Feel like you’re losing control 
 Feel like you’re not real 
 Feelings of choking 
 Forgetfulness   
 Hallucinations 
 Impulsivity  
 Increased irritability 
 Increased libido 
 Increased risky behavior  
 Lightheadedness 
 Loss of interest 

 Numbness or tingling 
 Pounding/racing heart 
 Racing thoughts 
 Sick to your stomach 
 Sleep pattern disturbance   
 Sweating 
 Suspiciousness 
 Trembling/shaking 
 Trouble breathing 
 Unable to enjoy activities  
 Other  

      

  

1. How often do these periods of sudden intense fear or discomfort happen?  
2. Do you avoid going places due to worry or fear of having an anxiety attack?    No  Yes 
3. Do you have to force yourself to go places that you would prefer to avoid because of this worry? 

  No  Yes 
 

SAFETY AND RISK ASSESSMENT:  
 

1. Have you wished you were dead or had any thoughts of killing yourself?    No  Yes 
2. Have you wished you could go to sleep and not wake up?      No  Yes 

a. If yes to questions 1 or 2, please answer the following questions: 
i. Have you been thinking of how you might kill yourself?         No  Yes 
ii. Have you had any thoughts or intention of acting on them?     No  Yes 
iii. Have you started/completed working out details on how to kill yourself?   No  Yes 

1. Do you intend to carry out this plan?        No  Yes 
3. Have you ever done, started, or prepared to do anything to end your life?     No  Yes 

a. If yes, how long ago?  ≤ 3 months  3 months to 1 year  ≥ 1 year 
4. Have you attempted suicide in the past?          No  Yes 

a. If yes, what did you do and when:  
 

 

5. Do you have thoughts or currently engage in self-harm (i.e., cutting, burning)?   No  Yes 
a. If yes, please explain:  

i. When was the last time you self-harmed? ______________________________________ 
6. Do you have thoughts of harming someone else?          No  Yes 
7. Do you have access to firearms or other weapons in your home?    No  Yes 

a. If yes, please explain:  
 

STRESSFUL OR TRAUMATIC EXPERIENCES:   

1. If you have had any significant, stressful, or traumatic experiences, please list them below. These 
could include but are not limited to, being a victim of a crime, a significant loss, witnessing or 
experiencing any traumatic event, or abuse (physical, sexual abuse/assault/rape as an adult,  
verbal/emotional):  
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MENTAL HEALTH HISTORY 
 

1. Have you previously seen a psychiatrist or therapist?      No  Yes 

a. If yes, what was the diagnosis, approximate date, and the name of the facility:  

 

2. Have you ever been psychiatrically hospitalized?       No  Yes 
a. If yes, what was the diagnosis, approximate date, and the name of the facility:  

 

3. Have you ever been in a Partial Hospital Program or Intensive Outpatient Program?  No  Yes 

a. If yes, what was the diagnosis, approximate date, and the name of the facility:  

 

4. Have you been to rehab or hospitalized for any substance use?     No  Yes 

a. If yes, what was the diagnosis, approximate date, and the name of the facility:  

 

5. Please see the LAST PAGE for a list of psychiatric medications and check all that apply.  
 

MEDICAL HISTORY 
 

1. Current and Past Medical Conditions (acute or chronic):          None  Listed below 
(May attach an updated list or use the back of this page) 

 

 

 

2. Current Medications:   None  Listed below (please include dosage and length on meds): 
(May attach updated medication list) 

 

  

 

3. Allergies:  None  Listed (please include the type of reaction to the allergen): 

 

 

 

4. Do you have any difficulties with sleeping?  No  Yes 
a. If yes, please check all that apply: 

 Trouble Falling Asleep   Trouble Staying Asleep 
   Early Waking    Nightmares  
   Apnea/Medical Problems 

5. Do you have any eating difficulties?  No  Yes 
a. If yes, please check all that apply: 

 

 Overeating  Lack of Appetite   Binge Eating  
 

 History or Current Eating Disorder (explain):  
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6. Do you exercise?     No  Yes 
a. If yes, explain type and frequency:  

 

7. Have you ever: 
a. Had a concussion?  No  Yes 

i. If yes, list how many and what caused them?  
1. Did you receive medical treatment after?     No  Yes 

b. Lost consciousness?  No  Yes 
i. If yes, list how many and what caused them?  

1. Did you receive medical treatment after?     No  Yes 
c. Had a seizure?   No  Yes 

i. If yes, list how many and what caused them?  
1. Did you receive medical treatment after?     No  Yes 

  

DEVELOPMENTAL HISTORY 
 

1. Did you have any problems in your early growth or development?  No  Yes 

a. If yes, please select all that apply: 
 Learning to walk  Learning to talk   Childhood illness/ Medical Conditions  

 

 Problems with relationships   Other: 

      

2. Did you ever have any behavioral problems or learning disabilities as a child?   No  Yes 

If yes, please explain:  

3. Do you know if you were exposed to any chemicals when your mother was pregnant with you 

(nicotine, alcohol, drugs, etc.)?  No  Yes 

a. If yes, please explain:  

4. Who raised you (mom, dad, grandparents)?  

5. How would you describe your childhood?  

  

FAMILY HISTORY 
 

1. Significant Family History: (Please select all that apply) 
 

Mother:      Anxiety  Depression  Bipolar  Schizophrenia  ADHD 
 Autism  Substance Use  Other: ______________________________ 

  

Father:       Anxiety  Depression  Bipolar  Schizophrenia  ADHD 
 Autism  Substance Use  Other: ______________________________ 

  

Sibling 1:   Anxiety  Depression  Bipolar  Schizophrenia  ADHD 
 Autism  Substance Use  Other: ______________________________ 

  

Sibling 2:   Anxiety  Depression  Bipolar  Schizophrenia  ADHD 
 Autism  Substance Use  Other: ______________________________ 

 

Child 1:      Anxiety  Depression  Bipolar  Schizophrenia  ADHD 
 Autism  Substance Use  Other: ______________________________ 

 

Child 2:      Anxiety  Depression  Bipolar  Schizophrenia  ADHD 
 Autism  Substance Use  Other: ______________________________ 
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SOCIAL HISTORY AND SUPPORTS  
  

1. Are you currently receiving services elsewhere?  

 Social Work  Therapist   Financial (food, housing, etc.)    Other 

2. Current Relationship Status:  Single  Married  Divorced    Widowed   Other 

a. Current length of relationship: __________________________________________________ 

b. Quality of relationship:   Healthy  Loving  Supportive  Neutral 

         Conflicted  Distant  Abusive  Other:  
3. Do you have any children:  No  Yes 

a. If yes, how many: ___________________ 

4. Supportive Relationships:  Family  Friends  Groups/Church  Other: ________ 
5. Support System:  Great  Good  Fair  Poor 

6. What are your strengths?  

7. Hobbies and leisure activities you enjoy doing:  

 

8. Current Living Situation:   Own home      Renting   Living with friends/family 
  Retirement community  Group home  Homeless   In a shelter 
  Other:  _____________________________________________________________________________________________________ 

 
 

9. How long have you lived there? ____________________________________________________ 
a. Are you satisfied with your living situation?   No  Yes 

i. If no, please explain:    __________________________________________________________________________________ 

10. Besides any children and/or spouse listed above, who else lives in your home?  
 

 ____________________________________________________________________________________________________________________ 

  

CHEMICAL USE AND ADDICTION HISTORY 
 

1. Alcohol Use:  No  Yes 

a. If yes, how much do you drink (in a single sitting):   __________________________________________________ 

b. If yes, how often do you drink:   _________________________________________________________________________ 

2. Nicotine Use:  No  Yes   Amount per day: ___________________ 

3. Caffeine Use:    No  Yes   Amount per day: ___________________ 

4. Marijuana Use:   No  Yes    

a. If yes:  Prescribed  Recreational    

b. How often (daily, weekly, monthly etc.): ___________________ 

c. How many times a day/week/month: ___________________ 

d. How much at a time: ___________________ 

5. Other Recreational Drug Use:  No  Yes    

a. If yes: Type:   __________________    Amount:   ________________    How often:   _________________  
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6. Overuse/Misuse of Prescription Medications:  No  Yes    

a. If yes: Type:   ________________    Amount:   ______________    How often:      ________________  

7. Any other addictive behaviors (shopping, gambling, video games, etc.)?  No  Yes    

a. If yes, please explain:   __________________________________________________________________ 
 

CULTURAL AND SPIRITUAL FACTORS 
 

1. Do you identify with any specific religious, spiritual, or cultural affiliation?   No  Yes 
a. If yes, what?  ___________________________________________________________________________ 

2. Do you participate in any religious, spiritual, or cultural practices (such as church, pow-wow, 
culturally specific activities)?   No  Yes 

a. If yes, what practices? ___________________   How often? ___________________    
3. Additional comments about culture or spiritual factors that you would like your provider to be aware 

of: ___________________________________________________________________________ 
 

 ___________________________________________________________________________   
 

EDUCATION AND EMPLOYMENT HISTORY 
  

1. Level of Education Completed: ___________________   

2. While in school, did you have: 
a. Attention Problems:  No  Yes 
b. Behavior Problems:  No  Yes 
c. Hyperactivity:   No  Yes 
d. Learning Disabilities:  No  Yes 

i. Received Special Education Services/504 Plan:  No  Yes 
3. Current Employment:          

 Full-Time   Part-Time   Unemployed 
 Disabled   Retired  

a. If currently employed  
i. Occupation: _____________________ 

ii. Length at employer: ___________________ 

b. How would you describe your work environment: 
 Challenging  Stressful   Supportive 
 Rewarding  Unhealthy   Other: ___________________ 

4. Military Service: 
a. Have you served in the military?    No  Yes 

i. If yes, when? From: ___________________ To:  

1. What branch of service?  

2. Highest rank obtained? ___________________________________ 

3. If Discharged, Type:   _____________________________________ 

4. Were you ever deployed overseas?  No  Yes 
5. Did you ever see combat?  No  Yes 

 

LEGAL ISSUES 
 

1. Are you currently involved in any legal difficulties (e.g. DWI, divorce, lawsuit, custody dispute, 
felony, probation, traffic, etc.)?    No  Yes 
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a. If yes, briefly describe your difficulties:  

  ____________________________________________________________________________ 

  ____________________________________________________________________________ 

  ____________________________________________________________________________ 

2. Have you had any other legal problems in the past?    No  Yes 

a. If yes, briefly describe your difficulties: ________________________________________________________________ 

  __________________________________________________________________________________________________________________ 

ADDITIONAL COMMENTS: 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

 
 
 
Patient Signature: __________________________________________ Date:            /         / 
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PCL-5 

In the past month, how much have you 
been bothered by: 

Not at all 
 

A little bit 
 

Moderately 
 

Quite a bit 
 

Extremely 
 

1. Repeated, disturbing, and unwanted 
memories of the stressful experience? 

0 1 2 3 4 

2. Repeated, disturbing dreams of the stressful 
experience? 

0 1 2 3 4 

3. Suddenly feeling or acting as if the stressful 
experience were actually happening again (as 
if you were actually re-living it)? 

0 1 2 3 4 

4. Feeling very upset when something reminded 
you of the stressful experience? 

0 1 2 3 4 

5. Having strong physical reactions when 
something reminded you of the stressful 
experiences (examples: heart pounding, 
trouble breathing, sweating)? 

0 1 2 3 4 

6. Avoiding memories, thoughts, or feelings 
related to the stressful experience? 

0 1 2 3 4 

7. Avoiding external reminders of the stressful 
experience (Examples: people, places, 
conversations, activities, objects, or 
situations)? 

0 1 2 3 4 

8. Trouble remembering important parts of the 
stressful experience? 

0 1 2 3 4 

9. Having strong negative beliefs about yourself, 
other people, or the world (Example: thoughts 
such as “I am bad,” “there is something 
seriously wrong with me,” “no one can be 
trusted,” “the world is completely 
dangerous”)? 

0 1 2 3 4 

10. Blaming yourself or someone else for the 
stressful experience or what happened after 
it? 

0 1 2 3 4 

11. Having strong negative feelings such as fear, 
horror, anger, guilt, or shame? 

0 1 2 3 4 

12. Loss of interest in activities that you used to 
enjoy? 

0 1 2 3 4 

13. Feeling distant or cut off from other people? 0 1 2 3 4 

14. Trouble experiencing positive feelings 
(Examples: feeling happiness or have loving 
feelings for people close to you)? 

0 1 2 3 4 

15. Irritable behavior, angry outbursts, or acting 
aggressively? 

0 1 2 3 4 

16. Taking too many risks or doing things that 
could cause you harm?  

0 1 2 3 4 

17. Being “super alert,” watchful, or on guard? 0 1 2 3 4 

18. Feeling jumpy or easily startled? 0 1 2 3 4 

19. Having difficulty concentrating? 0 1 2 3 4 

20. Trouble falling or staying asleep? 0 1 2 3 4 

 

 

Total Score:  

+ + + + 
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Please check all the medications that you have previously tried and/or failed, OR 
any that you are currently taking.

Antidepressants/Antianxiety 
SSRIs 

 Citalopram (Celexa) 
 Escitalopram (Lexapro)  
 Fluoxetine (Prozac) 
 Fluvoxamine (Luvox) 
 Paroxetine (Paxil) 
 Sertraline (Zoloft)  

SNRIs 
 Desvenlafaxine (Pristiq)  
 Duloxetine (Cymbalta) 
 Levomilnacipran (Fetzima) 
 Milnacipran (Savella, Ixel, Toledomin) 
 Venlafaxine (Effexor)  

Atypical 
 Bupropion (Wellbutrin) 
 Buspirone (Buspar) 
 Dextromethorphan/Bupropion (Auvelity) 
 Mirtazapine (Remeron) 

Serotonin Modulators 
 Nefazodone (Serzone) 
 Trazodone (Desyrel) 
 Vilazodone (Viibryd) 
 Vortioxetine (Trintellix) 

TCAs 
 Amitriptyline (Elavil) 
 Amoxapine (Asendin) 
 Clomipramine (Anafranil) 
 Desipramine (Norpramin) 
 Doxepin (Silenor) 
 Imipramine (Tofranil) 
 Nortriptyline (Pamelor) 
 Protriptyline (Vivactil) 
 Trimipramine (Surmontil)  

First-Generation Antipsychotics 
 Chlorpromazine (Thorazine)  
 Fluphenazine (Prolixin) 
 Haloperidol (Haldol) 
 Loxapine (Loxitane) 
 Molindone  
 Perphenazine (Trifafon) 
 Pimozide 

 Thioridazine (Mellaril) 
 Thiothixene (Navane) 
 Trifluoperazine (Stelazine) 

Second-Generation Antipsychotics 
 Aripiprazole (Abilify) 
 Asenapine (Saphris) 
 Brexpiprazole (Rexulti) 
 Cariprazine (Vraylar) 
 Clozapine (Clozaril) 
 Iloperidone (Fanapt) 
 Lumateperone (Caplyta) 
 Lurasidone (Latuda) 
 Olanzapine (Zyprexa) 
 Paliperidone (Invega) 
 Pimavanserin (Nuplazid) 
 Quetiapine (Seroquel) 
 Risperidone (Risperdal) 
 Ziprasidone (Geodon) 

Mood Stabilizers 
 Carbamazepine (Tegretol) 
 Lamotrigine (Lamictal) 
 Lithium (Lithobid) 
 Oxcarbazepine (Trileptal) 

Sleep Medications  
 Daridorexant (Quviviq) 
 Lemborexant (DayVigo) 
 Suvorexant (Belsomra) 
 Doxepin (Silenor) 
 Eszopiclone (Lunesta) 
 Zaleplon (Sonata) 
 Zolpidem (Ambien) 
 Temazepam (Restoril) 
 Triazolam (Halcion) 
 Ramelteon (Rozerem) 
 *Trazodone (Desyrel) 
 *Mirtazapine (Remeron) 
 *Quetiapine (Seroquel) 
 *Amitriptyline (Elavil) 

OTC Sleep Medications 
 Melatonin 
 Diphenhydramine (Benadryl) 
 Doxylamine (Unisom)  


