
The Columbus Wellness Center
124 Hyatts Rd Delaware, OH 43015

Client Intake/ Biopsychosocial

Contact Information:

Name:_____________________________________________________Nickname: __________________________

SS# _______________________________________Age: ___________ DOB:

________________________________

Address: _________________________________________

City:_______________________State:__________

Do you feel safe in your home: Yes_________ No______________

How many people are living with you?______________

Names of people in home:

1._______________________________________ age_______

2._______________________________________ age_______

3._______________________________________ age _______

4._______________________________________ age _______

Do you need housing assistance: Yes____________ No _____________

Emergency Contact: _______________________________________

Ph: _________________________________

Is the Patient a minor? ________ Yes NO ___________

Adult Completing Form: ______________________________________ Relationship:_________________

Are you Pregnant: Yes________________ NO __________________

Employer: _________________________________ time employed___________

Previous work history: ___________________________ time employed __________

Previous work history: ___________________________ time employed __________

Employee Assistance Program:

EAP Code: _______________________________________________ #of pf approved sessions: ________
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The Columbus Wellness Center
124 Hyatts Rd Delaware, OH 43015

Approved Dates of Service: ______________________________________ CPT Code: _______________

Are you a veteran yes_________________ No ________________

Time served as a veteran___________________

Prior Hospitalizations for mental illness and/or substance abuse: ________ N/A

(please explain treatment history)

1. _________________________________________________________________

Age: _____________

2. _________________________________________________________________

Age: _____________

3. _________________________________________________________________

Age: _____________

4. __________________________________________________________________

Age: _____________

Longest Period of Remission/ Sobriety: __________________________________ Age: _________

Age you first noticed symptoms: __________

Prior Diagnoses:

______ Borderline _____ Histrionic _____ dependant ____ Narcissistic

_____ Depression _____ Anxiety _____BiPolar _____ Schizophrenia ____ SUD

Drug(s) of Choice: _____________________________________________________

Age of First Use: _______ Family History: ____Y _____ N Who: _________________

Medication History:

1. _________________________________ Use: _______________ How Long: _____ N/A _____

2. _________________________________ Use: _______________ How Long: _____ N/A _____

3. _________________________________ Use: _______________ How Long: _____ N/A _____

2



The Columbus Wellness Center
124 Hyatts Rd Delaware, OH 43015

4. _________________________________ Use: _______________ How Long: _____ N/A _____

5. _________________________________ Use: _______________ How Long: _____ N/A _____

Medical History:

Physical illnesses:______________________________________________________________________

____________________________________________________________________________________

Previous Providers:

______________________________________________________________________________________

______________________________________________________________________________________

Allergies or Drug Interactions:

_______________________________________________________________________________________

_______________________________________________________________________________________

Do you need medication Management? ____ Y _____ N

Do you need MAT? _____ Y _____ N

Communication Preference/ Release:

Phone: ____________________________________________ Okay to leave message

_______ Y________N

Text: _______________________________________________ Okay to leave message

_______ Y________N

Email: ______________________________________________ Okay to leave message

_______ Y________N

Note:_________________________________________________________________________________

Chief Complaint:
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________

The Presenting Problem; Precipitating factors:
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________

Do you feel like you are at risk to harm yourself or others?

Yes__________________ NO_______________
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The Columbus Wellness Center
124 Hyatts Rd Delaware, OH 43015

Service Requests:

_____________Case Mgmt grp __________ Family Recovery grp _________ MH Group

_____________ Peer Support Grp __________ Teen Group _________ Couples Grp

_____________ Indiv. Therapy __________ Active Addiction Grp _________ Couples

_____________ Recovery grp __________ Human Trafficking grp_________ Life Coach
grp

_____________ Domestic Violence Group __________ Transformation Grp _________ Life Coach

_____________ Reiki __________ Massage _________ Acupuncture’

_____________ Reflexology __________ Hypnotherapy _________ Tarology

_____________ Meditation __________ Numerology __________ Astrology

_____________ Trauma

Gender Preference:

__________ Male _________ Female

Treatment Models you have tried before?

__________ DBT __________ EMDR __________ CBT __________ IFS
_________ Art

__________ Music __________ Play __________ Wilderness ___________ Hypnosis

__________ Group _________ Life Coach ________ Family ________ Couples

__________ Other (describe) _____________________________________________________

_____________________________________________________________________________
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The Columbus Wellness Center
124 Hyatts Rd Delaware, OH 43015

Psychiatric Checklist
For Patients

__________________ ____________________
Date Person Completing Form

1. Do you seem to have trouble paying attention, getting things done, listening or sitting still?

NO➡Skip to Question #2

YES➡Answer A Through R

2. Do you seem to have an "attitude" more often than not? Do you seem to be hostile, negative, and contrary most days?
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The Columbus Wellness Center
124 Hyatts Rd Delaware, OH 43015

NO➡ Skip to question #3
YES➡ Answer A through I

3. Do you bully, threaten, intimidate, steal etc.? In other words, do you persistently violate the rights of others or the rules of society?

NO➡ Skip to question #4
YES➡ Answer A through P
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The Columbus Wellness Center
124 Hyatts Rd Delaware, OH 43015

4. Do you say, or do you feel you have problems with your mood? Are you sad or irriotherstable for several days
in a row, have less energy, or have become withdrawn or isolated?

NO ➡Skip question #5
YES ➡ Answer A through P

7



The Columbus Wellness Center
124 Hyatts Rd Delaware, OH 43015

5. Do you have periods where rage or excitability seem to last for hours or days or do you feel the opposite of depressed where you
are "high on life," have boundless energy and drive etc. ?

NO➡Skip to Question #6
YES➡Answer A through I
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The Columbus Wellness Center
124 Hyatts Rd Delaware, OH 43015

6. Do you have trouble with nervousness or fearfulness in situations where other people usually do not? Do you have
fears or worries that seem to cause significant distress?

NO➡Skip to question #7
YES➡Answer A through V
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The Columbus Wellness Center
124 Hyatts Rd Delaware, OH 43015

7. Do you pull your own hair, resulting in noticeable hair loss?

______ YES ______NO
8. Do you seem to just worry excessively about many things at once (school performance, the future etc.), rather
than just one area, as described above? If so, do you seem to have difficulty controlling the worry. Are you
irritable and almost physically affected by the worry (restless, fatigued, tensed muscles, can't sleep etc.)?
_______YES _______NO

9. Do you worry about being in a social or performance situation where you might be studied or examined (eating
in public, talking in front of class)? If so, do you have an intense fear that you may embarrass yourself?

10



The Columbus Wellness Center
124 Hyatts Rd Delaware, OH 43015

_______YES ________NO

10. Do you, or did you, refuse to speak in specific social situations when it would be expected to speak (not due
to stuttering or not knowing the language etc.)?

_______YES ________NO

11. Do you seem to have a lot of physical complaints (not just to avoid obligations, school, or separation)? If so,
are there more than 3 "pain" complaints, 2 "stomach" or gastrointestinal complaints and other physical complaints
all occurring together during one time?

_______YES _________NO

12. Have you suddenly lost the ability to use an arm or a leg, or to feel, or see without any medical explanation?

________YES _________NO

13. Have you been exposed to a trauma where you were threatened of death or serious injury, or witnessed a similar
circumstance? If so, did you respond with fear, helplessness, horror, or disorganized/agitated behavior?

NO➡Skip to Question #15
YES➡Answer A through F

14. Do you frequently awaken with bad dreams where you can recall these dreams upon awakening? Do these dreams
then involve, usually in great detail, threats to your survival or security? If yes to the 2 statements above, are these
dreams frequent and/or intense enough to cause interference with school, social, or other important areas of
functioning?

___________YES __________NO

15. Do you frequently awaken at night with a panicky scream where you may be sweating, breathing fast and
appearing frightened? Or, do you sleepwalk so frequently as to cause distress at home or with daytime activities? If
so, do others then tell you that you appeared unresponsive to them and, later, do you not remember even having the
"bad dream?"

___________YES __________NO

16. Have you ever expressed a real and persistent interest in being the opposite sex? If so, did it get to the point
where you consistently dressed as the opposite sex, took on the "role" of the opposite sex and express discomfort
with being your own sex?

__________YES __________NO
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The Columbus Wellness Center
124 Hyatts Rd Delaware, OH 43015

17. Do you suspect (or has it been documented) that your reading, mathematics or writing skills are
substantially low for your age or level?

________YES __________NO

18. Have you or has anyone noted persistent problems with coordination or clumsiness?

__________YES __________NO

19. Have you or has anyone noticed problems with you having a limited vocabulary, making frequent mistakes in
producing sentences, difficulty understanding words or having trouble with words or grammar that might be
below that expected for other people your own age?

___________YES __________NO

20. Do you stutter or have trouble talking?

___________YES __________NO

21. Do you notice any twitches, tics, noises that you make that might be repetitive and recurrent (this may be eye blinking, facial or arm
twitches, throat clearing, etc.)?

___________YES ___________NO

22. Do you have a great deal of concern about your weight? If so, are you over concerned with becoming fat, aging
weight or do you overeat and make yourself vomit etc.?

NO➡Skip to Question 23
YES➡Answer A through F
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The Columbus Wellness Center
124 Hyatts Rd Delaware, OH 43015

23. Do you see or hear things that others don't hear or see?

__________ YES ___________NO

24. Do you have unusual beliefs or perceptions that defy logic and your family's beliefs?

_________YES __________ NO

Summary of Mental Illness and/or Substance Abuse:
(Please explain in your own words how your history of mental illness and/or drug abuse has affected your life, school, work,
family)
_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________
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124 Hyatts Rd Delaware, OH 43015

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________
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