Intake Note with Biopsychosocial Assessment

Patient Name: Clinician:

DOB: Session Date:

3. Symptoms

In the last 30 days, have you experienced any of the following symptoms?

[ JADHD behavior

DAg itation

DAnger

DAnxiety attacks [:IBinge eating DBody aches
DBoredom DCan’t sit still DCrying

DDelusions ,:IDepression DDifﬁculty concentrating
DDifficulty trusting others DDisorganized thinking DExhaustion

DFeeling slow DFood restriction DGrandiosity

[ JGriefiLoss [ Jouit | ]Hallucinations
DHarm to others E]Headaches DHearing things
DHopelessness DHypersexuality DHypervigilance

'Dlmpulsivity

Increased goal-directed
behavior

[ intellectual disability

Dlnterpersonal issues

Dlntrusive images/thoughts

[ Jirritability

Dlsolating DLack of energy DLibido disturbance
,:]Loss of appetite DLoss of interest DLOW self-esteem
’:]Mood instability DMorbid thinking DNightmares/Flashbacks
DOCD behavior DOverwhelmed DPanic attacks
DParanoia DPersonaIity disturbance DPoor hygiene
DPurging DRacing thoughts DReckIessness
DRisk-taking behavior DSadness DSeeing things
DSelf—harm/self—injury DSIeep disturbance DSocial anxiety
DStartled easily DSuicidal thoughts DSuspiciousness
DTalki.n_g faster DThoughts of dying [:IUnmotivated _
I___|Unstable sense of self DVerbal outbursts l:]Violence

L__]Weight gain/loss |:]Worrying DWorth!essness

\:]Somatic complaints (physical manifestations) such as sweating hands, muscle tension, etc.

DOther:
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