Health Assessment Form

Client Information

First Name Last Name Preferred Name Patient Identifier (If known)
Jacob Jones Jacob 4893
Gender Preferred Pronouns Date of Birth Marital Status
Male He/him 23/04/1997 Unmarried
Address City State Zip Code
123 Anywhere St, Blake Park Columbus OH 234
Email . Preferred Phone Number
example @email.com 059 04839

Physical Health
Weight Usual Weight Height BMI
80 70 511 24.7
Medical History
Asthma

Current Medical Condition

MDD

Describe your sleeping patterns (How many hours_of sleep each night, wake up time, sleep time)
5 hours of sleep, usually 2am and waking up at 7am

Do you face any challenges with your sleeping patterns? If yes, please specify.

Yes, difficulty falling asleep

How often do you exercise?
Maybe once a week

Are there any concerns with your _eating habits? If yes, please specify.
Yes, | feel like I'm overeating and tend to binge

N/a

Are you a smoker? If yes, please specify.

Is there any other physical health information you would like to disclose?
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Client Information

First Name
Jacob

Last Name
Jones

Date of Birth

23/04/1997

Gender

Male

Psychological and Social Health

Do you have a past/present mental health diagnosis? If yes, please specify

MDD

Please select any of the following symptoms that you have

Depressed Mood

O Excessive Worry

O Impulsivity

Sleep Pattern Disturbance
Avoidance

O increased Libido
Concentration/Forgetfulness

[ Decreased Libido

[ Suspiciousness

O Excessive Energy

O Increased lrritability

[ Increased Risky Behaviors
O Racing Thoughts

Unable to Enjoy Activities
O Anxiety Attacks

[ Other:

[ Crying Spells

Loss of Interest

O Hallucinations

[ Decreased need of sleep
Change in Appetite

[ Excessive Guilt

Fatigue

How would you describe your relationship with family and friends?

Detached. I'm close with a couple friends, but | don't see them much at the moment.

Rate your current stress level from 1(best) to 5(worst)

Rate your current happiness level from 1(best) to 5(worst)

O 02 03 O+ Os5 O 02 03 0+ O5
Educational and Employment Health
O Employed O Self Employed @ Unemployed O Other
Occupation Industry Company Name
Company Address City State Zip Code
Columbus OH 234

Are there any personal career growth concerns? If yes, please specify

Yes, | feel like my life is stagnant and not really moving. Trying to get a job, but have been

rejected a lot.

Clinician Name

Lucy Smith

Clinician Designation

Clwﬁﬁgnature

Date

19/12/2022
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