
 

 

INITIAL PSYCHIATRIC EVALUATION 

Psychiatric Evaluation 

Name:__________________________________________________Date__________________________ 

Addresss:_____________________________________________________________________________ 

BP:  P:  H:  W:  T: 

I.D.__________________________________________________________________________________ 

C.C.__________________________________________________________________________________ 

H.P.I._________________________________________________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 P.P.Hx._________________________________________________________________________ 

Hospitalization_________________________________________________________________________

_____________________________________________________________________________________ 

Out Pt._______________________________________________________________________________ 

 P.M.Hx.________________________________________________________________________ 

Allergies:_____________________________________________________________________________

_____________________________________________________________________________________ 

R.O.S_________________________________________________________________________________

_____________________________________________________________________________________ 

Meds:________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 Soc. Hx.________________________________________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Early:________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

School/Work Hx:_______________________________________________________________________  



 

 

_____________________________________________________________________________________

Drugs/Alc./Legal:_______________________________________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Family Hx:____________________________________________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

 


