') SAMARITAN
Behavioral
HEALTH

Client Name (Last

First

Mi):

Age: Client #

Has the client had any of the following health problems?

Problem

Now

Past

Never

What treatment received and date(s)

Anemia

Arthritis

Asthma

Bleeding Disorder

Blood Pressure (High or Low)

Cancer

Cirrhosis/Liver Disease

Diabetes

Epilepsy/Seizures

Eye Disease/Blindness

Muscle Problems

Stomach/Bowel Problems

Glaucoma

Headaches

Head Injury/Brain Tumor

Hearing Problems/Deafness

Heart Disease

Hepatitis/Jaundice

Kidney Disease

Lung Disease

Menstrual Pain

Oral Health/Dental

Bone Problems

Stroke

Thyroid

Tuberculosis

AIDS/HIV

Sexual Transmitted Disease

Learning Problems

Speech Problems

Anxiety

Bipolar Disorder

Depression

Eating Disorders

Hyperactivity/ADD

Schizophrenia

Sexual Problems

Sleep Disorder

Suicide Attempts

Other:

Other:

Please note family history of any of the above conditions and relationship with client:
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Client Name (Last First MI): Age: Client #

Pain Screening: Does pain currently interfere with your activities? |Q No (O Yes [If yes, how much does it interfere
with these activities (Please check):
Q Not at All a Mildly Q Moderately Q Severely Q Extremely
Substance Use History/Current Use (Please check appropriate columns):
How
Past Current How No Past Current
Substance No Use Use Use Much Substance Use Use Use Much
Alcohol/Beer/Wine Hallucinogens
Marijuana Inhalants
Hashish Cocaine/Crack
Stimulants Heroin
Sedatives Other:
. ) .
Caffeine Use? a No Q Yes Form (coffee, tea, pop, etc): How much a week? (cups, bottles):
Form (cigarettes, cigars, etc): How much a week? (packs, etc.):
Tobacco Use? Q No | QO Yes (cig 9 ) p )
. . . Give details.
Do you have an Advance Directive for medical care? Q No | QO Yes
. . I Give details.
Do you have an Advance Directive for psychiatric care? Q No | QO Yes
Print Name (Person completing this questionnaire) Signatu re: Date:
Comments, Recommendations or Referrals by Medical Reviewer: QO No Referral Needed
Referral Needed, Action Taken (Specify Below):
Q Primary Care Physician:
U Healthcare Agency:
QO Specialty Care:
Comments/Client’s Response:
Comments by clinician (non-medical), if any:
Signature/credential: Date:
Medical Reviewer Signature/Credential (Nurse, PA, NP, MD, DO): Date:
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