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“Working Together to Help People Help Themselves”




Adult Mental Health Outpatient Clinic ( 202 N Main( San Angelo, Texas 76903  


INTAKE/ASSESSMENT
Date:  ____________________

PATIENT INFORMATION
Patient Name:  _____________________________    ___________________________  ___________

                                      (Last Name)                                   (First Name)                              (Middle Initial)
List any other names you may have used in the past:  ______________________________________
DOB:  ______________    Social Security #:  ___________________   Gender:    FORMCHECKBOX 
 Male   FORMCHECKBOX 
  Female 
Address:  _________________________________  ___________________, ________  ____________

                   (Street)                                                               (City)                          (State)       (Zip Code)

Home Phone #:  _______ ______________            Alternate Phone #:  _______  _______________

                           (Area Code)                                                                                                            (Area Code)
Marital Status:         FORMCHECKBOX 
  Single    FORMCHECKBOX 
  Married    FORMCHECKBOX 
 Divorced    FORMCHECKBOX 
 Separated     FORMCHECKBOX 
 Widow/Widower 

Place of Employment:  __________________________________________________
Is someone in your family a member of, or retired from, the U.S. Armed Forces?  □Yes □No □Veteran
Are you currently on Probation or Parole?      FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No  (If yes, please list Parole Officer’s Name below)
_________________________________________________________________________________________________________

Insurance:   FORMCHECKBOX 
  Medicaid     FORMCHECKBOX 
  Medicare    FORMCHECKBOX 
  Private Insurance   FORMCHECKBOX 
  No Insurance
EMERGENCY CONTACT
Name of Emergency Contact:  __________________________________

Address:  _________________________________  ___________________, ________  ____________

                   (Street)                                                               (City)                          (State)       (Zip Code)

Home Phone #:  _______ ______________            Alternate Phone #:  _______  _______________

                           (Area Code)                                                                                                           (Area Code)
Relationship to Patient:  ______________________________________
MEDICAL and MENTAL HEALTH INFORMATION
Primary Care Physician:  ______________________________________________________________
List any allergies:  ____________________________________________________________________
List any medical conditions:  ___________________________________________________________
____________________________________________________________________________________

Do you have a family history of mental health or emotional illness?    FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No (If yes, please explain below)  

____________________________________________________________________________________

____________________________________________________________________________________

Do you have a substance use history?    FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No (If yes, please explain below)  
____________________________________________________________________________________

Please check any of the following if they apply to you at this time:

 FORMCHECKBOX 
  Seeing things                    FORMCHECKBOX 
  Depression                 FORMCHECKBOX 
  Anger Outbursts        FORMCHECKBOX 
  Hearing Voices
 FORMCHECKBOX 
  Alcohol/Drug Abuse          FORMCHECKBOX 
  Thoughts of hurting someone or yourself

Were you referred to MHMR?  If so, by whom?  ___________________________________________
___________________________________________________________________________________

What is the reason for your visit at the clinic today?  _______________________________________
____________________________________________________________________________________
List any previous treatments for mental health issues.  This includes any inpatient hospitalization, private psychiatrist, medical doctor, or other MHMR clinic.  Include dates.
___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

List any current psychiatric medication.

___________________________________________________________________________________

Have you experienced any form of trauma?      □Yes    □No      
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