
PATIENT REGISTRATION INFORMATION 

Patient's Full Name: __________________________________________________________________________-
First Last 

Sex: M  / F Race: 

Middle/Maiden 

Social Security No.: _ _ _ ____ _ _ DOB:___________ 

Age:_______ Mailing Address:
City State Zip.Code 

Alternate Telephone Number:

Spouse/Partner Name (if applicable): 

Street 

Telephone Number: _____ _ _ _ _ _ _ _ _ _____ 

Marital Status:  _________________________ 

Employment Status (Check what applies):

___Unemployed _ _    Disability _ _ Employed__ Retired__ Student___ Other__________________ 

Pharmacy Name: ___________________________________  Phone: ___________________  

Emergency Contact Information (or parent/guardian  i f  patient is a minor): 

Telephone Number: _ __ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _______ 

Reason for Referral: ___________ __ __ _ _ _ _ _ _____ 

I  s   Medicare your primary insurance? Y  I N 

Name: ___________ __ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Referred By: ___ __ __ _ _ _ _ _ _ _ _ _ _ _ _ _________ __ __ 

Insurance Information
_ Medicare Number: ____________________ __ _______ 

Medicaid Number:______________________________ 
Primary Insurance Company: ______________________ 

Address/Phone Number·. __________________________________/______________

Policy#: _____________________   Group#: ______________________

Insured's Name: _ _______ _______________________ lnsured's Date o  f  Birth:__________________   

I nsured' s Relationship t o Patient: ___________________
Secondary Insurance Company: _ __ _ ______ _ 
Address/Phone Number: _______________________________________________/_________________________ _

Policy#: _____________ _ _ _ _ _ _ _ _ _ _ _ _

Insured's Name: ______________________________
Group#: __________________________  

lnsured's Date of Birth: _________________ 
1 n sured' s Relationship to Patient:  _______________________

______________________________________________________________________________________

________________________________

____________________

Patient's Name: _________________________ Intake Date:___________



Patient's Name: _________________________





Psychiatric Services o f  Carolinas, PC 

R E V I E W  OF SYSTEMS 

In the past month, have you bad any o f  the following problems? 

GENERAL □ Recent weight gain; how much _ _
□ Recent weight loss: how much _ _□ Fatigue□ Weakness 
□Fever

□ Night sweats 

MUSCLE/JOINTS/BONES □Numbness
□ Joint pain □ Muscle weakness 
□ Joint swelling
Where?

EARS □ Ringing in ears □ Loss o f  hearing

EYES □Pain□ Redness □ Loss o f  vision□ Double or blurred vision
□ Dryness

THROAT □ Frequent sore throats 
□ Hoarseness 
□ Difficulty in swallowing□ Pain injaw

HEART AND LUNGS □ Chest pain
□ Palpitations
□ Shortness o f  breath□ Fainting
0 Swollen legs or feet□Cou

Chart# - - - -

NERVOUS SYSTEM 
□ Headaches □ Dizziness□ Fainting or loss of  consciousness □ Numbness or tingling
□ Memory loss 

STOMACH AND INTESTINES □N ausea
□ Heartburn□ Stomach pain
□ Vomiting□ Yellow jaundice
□ Increasing constipation
□ Persistent diarrhea
□ Blood in stools □ Black stools 

SKIN □ Redness 
□Rash□ Nodules/bumps
□Hair loss 
□ Color changes o f  hands/feet

BLOOD □A nemia
□ Clots

KIDNEY/URINE/BLADDER □ Frequent or painful urination
□ Blood in urine

Women Only: 
□ Abnormal Pap smear□ Irregular periods
□ Bleeding between periods
□PM S

PSYCff lATRIC □ Depression□ Excessive worries□ Difficulty falling asleep 
□ Difficulty staying asleep □ Difficulties with sexual 
arousal□ Poor appetite
□ Food cravings
□ Frequent crying
□ Sensitivity□ Thoughts of  suicide/ attempt!
□ Stress □ Irritability
□ Poor concentration
□ Racing thoughts
□ Hallucinations
□ Rapid speech 
□ Guilty thoughts 
□ Paranoia
□ Mood swings □Amc iety
□ Risky behavior

' 
O T H E R  PROBLEMS: 

Reviewed by Provider: --

Patient 's  Name:_________________________



Current Medications 

Psychiatric Services of Carolinas, PC 

MEDICATIONS 

(Includim! orescribed, over the counter, and herbal medications, vitamins, and sunnlements) 
Name Dose/Freouencv Prescribed Bv 

! 

' 

Past Psychiatric Medications 
(Medications taken in the past for depression, bipolar, anxiety, etc.) 

Name Dose/Frequency 
Response 

(Did it help? Did you have side 
effects? etc.) 

' 

' 

' 

Chart# ---- Reviewed by Provider: _ _  _ 
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