Maggie Alexander, PMHNP

(503) 523-9629

3095 SW 118" Avenue
Beaverton, Oregon 97005

INTAKE Today’s date:

Name DOB Gender Age Race/Ethnicity

Address City State
Zip Telephone

Email: How did you hear about me?

Marital Status  [Isingle Cpartnered [Cldivorced [separated [J other:

Occupation Employer Years of Education
Sexual ID: Heterosexual Bisexual Lesbian Gay Male Transgender Comment

Pronouns:

Describe the problem that brought you here in your own words, what is not working?

Please check all of the behaviors and symptoms that you currently consider problematic:

CDistractibility
JHyperactivity
UlImpulsivity

IProblems focusing
[IBoredom

[IPoor memory/confusion
[JSeasonal mood changes
[JSadness/depression
[Loss of pleasure/interest
JHopelessness
OThoughts of death
[JSelf-harm behaviors
[ICrying spells
[Loneliness

CILow self-worth
OGuilt/shame

[IFatigue

CJAnorexia

CIBulimia

CJWeight changes

[]Other

[IChange in appetite

[Lack of motivation
[CIChronic pain
CIWithdrawal from people
ClAnxiety/worry

[(IPanic attacks

[JFear away from home
[Social discomfort
[JObsessive thoughts
CJCompulsive behavior
CJProblems with pornography
LIFrequent arguments
Ulrritability/anger
Thoughts of hurting others
CIFlashbacks

[JHearing voices

[ISeeing things

[dIShortness of breath
[ISweating

[JHeart racing

[Suspicion/paranoia
[JRacing thoughts
[JOverspending
[1Excessive energy
CIwide mood swings
[JSleep problems
[CINightmares

[IEating problems
[JGambling problems
CJComputer addiction
[CJAggression/fights
[IParenting problems
[ISexual problems
[CIRelationship problems
CWork/school problems
CJAlcohol/drug use
[IPhobias

O

O

O




Maggie Alexander, PMHNP 3095 SW 118" Avenue
(503) 523-9629 Beaverton, Oregon 97005

History of past mental health problems/diagnosis or counseling? [1Yes [INo

Diagnosis Dates treated or age By whom Comments

Medications and Supplements previously and currently taken for mental health issues:

Name Year/s Used Dosage Usefulness/Side Effects/Concerns?

Previous hospitalization for mental health problems? [1Yes [INo Please explain circumstance:

Other Questions or Comments?

Patient Signature Date
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