Alison R. Potter M.D.

1389A Grizzly Peak Blvd.
Berkeley, Ca. 94708
Ph: 510-770-6005
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NPI: 1548357361
New Patient Questionnaire (Child/Adolescent)
* Please complete this questionnaire and bring it with you to your first appointment. It is rather lengthy, but will allow me to gain a better understanding of your history, and allow us to focus on immediate concerns during our first visit.
Name (child):

Date of birth:

Parent(s)/Guardians:  

Street address:

City/zip:

Home/cell phone:

Work number:

Email(s):


Preferred contact means?:

Emergency contact:


phone and relationship:

Primary care doctor:


phone:

Other therapist?  Name:


Phone:

Referral Source?:

Who currently lives at home?  
	   Name
	   Age
	 Sex
	Relationship

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


What issues bring you to seek therapy for you or your child at this time? How long has this concerned you, how has it progressed?

Has there been any particular event that prompted this referral?
Symptom Checklist:
Please check the column that best describes how frequently you have experienced each of the symptoms below. Use the last column to note the three symptoms that bother you the most.

	
	Never
	Rarely
	Sometimes
	Often
	Worst

	Depressed mood
	
	
	
	
	

	Loss of pleasure/interest
	
	
	
	
	

	Decreased appetite
	
	
	
	
	

	Increased appetite
	
	
	
	
	

	Trouble sleeping
	
	
	
	
	

	Increased sleep need
	
	
	
	
	

	Decreased energy
	
	
	
	
	

	Increased energy
	
	
	
	
	

	Worthlessness/guilt
	
	
	
	
	

	Suicidal ideation
	
	
	
	
	

	Irritability
	
	
	
	
	

	Tantrums
	
	
	
	
	

	Anxiety
	
	
	
	
	

	Feeling panicked
	
	
	
	
	

	Frequent nightmares
	
	
	
	
	

	Avoids social situations
	
	
	
	
	

	Academic difficulties
	
	
	
	
	

	Trouble paying attention
	
	
	
	
	

	Trouble listening
	
	
	
	
	

	Trouble with organization
	
	
	
	
	

	Careless mistakes
	
	
	
	
	

	Easily distracted
	
	
	
	
	

	Loses/forgets things
	
	
	
	
	

	Fidgets/leaves seat
	
	
	
	
	

	Can’t wait turn
	
	
	
	
	

	
	None
	Rarely
	Sometimes
	Often
	Worst

	Excessive risk taking
	
	
	
	
	

	Self injurious behaviors
	
	
	
	
	

	Aggression toward others
	
	
	
	
	

	Rituals/ obsessions
	
	
	
	
	

	Somatic complaints
	
	
	
	
	

	Frequent School Absences
	
	
	
	
	

	Stomach issues
	
	
	
	
	

	Headaches
	
	
	
	
	

	Other:
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Previous psychiatric, psychologic or mental health evaluation/treatment:
	Provider Name
	Dates
	Service
	Outcome
	Reason stopped

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Previous psychiatric hospitalization or residential treatment:
	Facility
	Dates
	Service
	Outcome

	
	
	
	

	
	
	
	


Present or previous treatment with medications to address emotional, behavioral or mental health reasons, if any. Please include alternative medications.
	Start
	Stop
	Medication
	Dosage
	Reason
	Outcome

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


List any allergies to medications:
	Name of Medication
	Allergic Response

	
	

	
	

	
	

	
	


Physical medical/surgical issues?  Include hospitalizations, surgeries.
	Diagnosis
	Now?
	Dates?
	    Treatment
	Medication
	Outcome

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Is there any history of head injury or seizures?_____________________________
Is there any history of traumatic events in your child’s life that have affected their life significantly?
Is your family spiritual/religious?  Yes   No

Please explain:

How much physical exercise does your child regularly get?

How would you describe their/your diet?

Does anyone in your extended family suffer from the following? Is so please not the relation to you, and whether it is “blood-related”.
	        Condition
	Relation to you

	Depression
	

	Bipolar Disorder
	

	Anxiety/Panic Attacks
	

	Alcohol Abuse
	

	Drug Abuse
	

	Schizophrenia/Psychosis
	

	Mental Retardation
	

	Learning Disorder
	

	Attention Deficit Disorder
	

	Tics/Tourette’s Disorder
	

	OCD
	

	Autism
	

	Other:
	

	Other:
	

	
	


Thank you for taking the time to complete this questionnaire. If there are other things that you think would be important, please write them out on a separate piece of paper, or at the bottom of this page.
Please bring, if available, any previous psychiatric, psychological or neuropsychological evaluations.

Alison Potter M.D.
