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Psychological Services





License N: 4018

         Address: #530-73 McCaul St., Toronto, ON, Canada M5T 2X2
                               92 Bowman St., Hamilton, ON, Canada L8S 2T6

        Tel. (905) 527-0129, Fax: (866) 410-6766, E-mail: psychologicalser@gmail.com 

Patient information: 
ID ________    OHIP _________________
Personal:

First name (s)________________________Last name ______________________________Dominant hand: R/L__
Gender: M/F ____ Address: __________________________________________________ Postal code: _________

Tel. N, daytime: ______________  evening __________________ What languages do you speak? _____________

Date of birth: _______________ Age ____ Place of birth _______________________ Nationality _____________

If you immigrated to Canada, when: __________ from where: _____________What age you were: _____________

How old were your parents when you were born? Father ______ Mother ______  In terms of order of birth, you were # _______ out of (how many) ________ children in the family? Please indicate the age difference between you and your brothers and sisters _________________________________________________________________

Profession of your Father _____________ Mother _________________ Siblings:___________________________

____________________________________________________________________________________________

Please describe the relationships (when you were a child) between:

parents ______________________________  parents and you ___________________________________

parents and your siblings ________________ your siblings and you _______________________________

Your marital status (please, mark): married, common law relations, separated, divorced, widowed, single

If married or common law – for how long:________ Partner’s age and occupation:__________________________ Children (ages and gender) __________________________________________________ Pets? _______________

Living arrangements (please mark): live with parent(s), rent, own an apartment, own a house

Education completed (when, program): _____________________________________________________________

Hobby before age 16 ______________________________ Hobby now___________________________________

Health information:   Your Weight __________ Height: __________ Blood type __________________________
Traumas and/or accidents in the past (what year)_____________________________________________________

Past surgeries: ________________________________________________________________________________

Health history (frequent sinus infection, guts problems, asthma, diabetes, balance problems, epilepsy, migraine headaches, hearing/ vision problems, heart condition, hepatitis, high blood pressure, kidney disease, loss of smell or taste, psychiatric problems, skin disease, thyroid, sleep problems, ulcers, etc) and when did it start: ____________________________________________________________________________________________

Use of alcohol (for how long and how much) _________________________, smoking ______________________

Other Drugs (what drug, when did you use it and how much) ___________________________________________

Medication (and dosage) at the present time: ________________________________________________________ ____________________________________________________________________________________________

Diet restrictions (Vegetarian? Religious? Due to limited finances?): ______________________________________

Time of the day when you have meals (circle your largest meal): breakfast _______ lunch ______ dinner ________ 

How many hours per week (in total) to you spend on hiking and physical exercise ___________________________

Sleep pattern: Waking-up time preferred: _____ actual: _____; going to bed preferred: _____ actual: _____;
Aver. time between getting to bed and falling asleep ______; Hours of sleep in total preferred: _____ actual: _____

Major illnesses and psychiatric disorders in close family members:

Father ________________________________________________________________________________

Mother _______________________________________________________________________________

Grandparents ___________________________________________________________________________

Brother / Sister ________________________________ Children: _________________________________
Did you ever lose consciousness or had an episode, which required psychiatric attention: _____________________

Functional activities information

Work: position: ___________________ Started this work (when): _____________Is it volunteer activity? _______

Company name: _____________________ Tel. ______________ Address: ________________________________

Tasks and responsibilities: _______________________________________________________________________

Jobs before (what and when) _____________________________________________________________________

____________________________________________________________________________________________

Are you responsible for the care of dependent children, elderly parents or other dependents (if yes, please specify) 

____________________________________________________________________________________________

If you are a student, please indicate the name of your school and program _________________________________

___________ What year are you in this program? _________ What do you plan to do after you finish the program?

____________________________________________________________________________________________

Third parties/external providers:

Family doctor: Name: __________________Tel. N _____________ Address: _____________________________

____________________________________________________________________________________________

Source of Referral: Name: _______________Tel. N ___________________  Date of referral _________________ 

Lawyer: Name: _______________________Tel. N _____________ Address: ______________________________

Insurance company: (applicable if psychological services to be covered by insurance)

Company Name: __________________________ Contact person: ____________________ Tel. N _____________ Address: ________________ Claim N: _____________ Policy or File N: ____________ Accident date: ________
Other psychologist (s) or psychiatrist (s), whom you have previously seen: Name (s): ________________________ Phone N _____________ Address: ________________________________________________________________

When did you use those services _________________ Reason for services ________________________________

Reasons for referral to Psychological Services (please, mark):
	Emotional:
	Cognitive
	Social
	Physical

	Anger
	Concentration problems
	Marital tension
	Pain

	Mood alterations
	Memory problems
	Problems at work
	Sleep problems

	Stress
	Academic problems
	Problems at school
	Dizziness

	Depression, low interest
	Decision making problems
	Fear of being in public/social setting
	Headaches

	Self-esteem issues
	Self-organization problems
	Difficulties in commu-nication with people
	Fatigue

	General anxiety
	Obsessive thoughts
	Social withdrawal
	Sexual difficulties

	Nightmares
	Suicidal thoughts
	Irritability
	Eating disorder

	Fear of driving/or as a passenger
	Other disturbing thoughts
	Conflict with parents
	Substance abuse 

	Other specific fears
	Confusions
	Conflict with children 
	Mobility problems

	Grief
	Other:
	Concern about children
	Physical or sex abuse


Now please choose “a Number 1 problem” for you and circle it with double lines.
Please disclose any other information, which you feel would be helpful to us in providing your care ____________________________________________________________________________________________

____________________________________________________________________________________________

I give consent to Psychological Services to use the assessment results for diagnostic, treatment and research purposes.
Date: _________________   Signature of the patient: ___________________________

For MVA /PTSD patients:

Please describe the incidents/accident in your own words: _____________________________________________
____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

When did it happen (date) _______________ Time of the day when the accident occurred: ___________________ Weather conditions: ___________________________________________________________________________
For MVA: you were (please mark): a driver / a passenger / a pedestrian / a motorcyclist / a bicyclist.

How many other passengers were in your car? _________________Did you see the accident coming? __________ 

For all incidents/accidents:

Did you hit your head during the impact? ____________Did you lose consciousness during the impact? _________ 

if you did, for how long (minutes) _____________? Try to recall what you thought or said during the impact or immediately after it? ___________________________________________________________________________

Describe your emotional state immediately after the accident ___________________________________________

____________________________________________________________________________________________

What physical injuries did you have from the impact: _________________________________________________

What physical injuries did other people have? _______________________________________________________

Did you suffer from the fact of the injuries to other people? ____________________________________________

Are there any gaps in your memory of the accident? If yes, describe how long the gap lasted __________________

Where were you first examined: __________________What was done during the examination (X-rays, medication, special examinations, etc.) _______________________________________________________________________

Did you see any other doctor afterwards ____________________________________ (when) _________________
____________________________________________________________________________________________

In most cases pain does not appear immediately. Please try to recall when the pain started to increase the most dramatically? (how much time passed after the impact) ________________________________________________

What you were doing at that time _________________________________________________________________
What treatment did you receive after this accident? ___________________________________________________
____________________________________________________________________________________________

____________________________________________________________________________________________

Any changes in performing your work/study since the accident? _________________________________________

____________________________________________________________________________________________

Any changes in performing your care-giver duties since the accident? ____________________________________

____________________________________________________________________________________________

Any changes in performing your household activities since the accident? __________________________________

____________________________________________________________________________________________

* * *

Did you have other accidents (motor-vehicle, work-related, in household, etc.)? If yes, please describe, what year and what happened: ____________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

What symptoms did you have then?________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

What treatment did you receive after that accident? ___________________________________________________
____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

For how long the symptoms persisted? ____________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

Any other information, which you feel would be helpful to us in providing your care ____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

Date: _________________  Signature of the patient: __________________







