
HEARTLAND PSYCHOLOGICAL SERVICES

A SOUTH DAKOTA NON-PROFIT CORPORATION

CLIENT INFORMATION QUESTIONNAIRE

ADULT FORM

Your cooperation in completing this questionnaire will be helpful in planning our services for you.  Please fill in all pages as completely as you can. If an item is unclear, feel free to ask your therapist for clarification.   

NAME:                     

__________________________________________________________________________________________  

Last          



First           


M.I. 


     Maiden
ADDRESS:________________________________________________________________________________

CITY:_______________________________
ST:______________ 


ZIP:______________

PHONE #’s: HOME________________ WORK___________________  CELL _______________________

MAY WE CALL YOU AT:    Home? Y / N        Work? Y / N        Cell?  Y / N

MAY WE LEAVE A MESSAGE ON YOUR ANSWERING MACHINE OR VOICE MAIL? 


Home? Y / N     Work? Y / N     Cell? Y / N      

BIRTHDATE:_____________________AGE:_______  SEX:   M   /   F

MARITAL STATUS:____________________                VETERAN:   Y   /   N
Married
Separated 
Divorced 
Widowed   

_______   
_________   
________   
 _______     

Date    

Date      
Date     
 Date
      

WHO SUGGESTED THAT YOU CONTACT US?______________________________________________

The Mission of Heartland is:

To help people in distress

Relieve their suffering

Restore their hope, and 

Reach their potential
In an environment of

encouragement,

compassion,

and respect

With highly qualified staff

committed to effective

services.
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FAMILY MEMBERS:

NAME OF SPOUSE OR SIGNIFICANT OTHER (IF APPLICABLE): 

__________________________________________________________________________________________  

Last          



First           


M.I. 


Maiden
ADDRESS (if different from yours):___________________________________________________________

CITY:_______________________________
STATE:______________ 
ZIP:____________________

BIRTHDATE:_____________________AGE:_______  

PHONE #’s: HOME________________ WORK___________________  CELL _______________________

IF NECESSARY, MAY WE CALL THIS PERSON AT:     Home? Y / N       Work? Y / N       Cell?  Y / N

MAY WE LEAVE A MESSAGE ON AN ANSWERING MACHINE OR VOICE MAIL? 


Home? Y / N     Work? Y / N     Cell? Y / N      

CURRENT MARITAL STATUS:____________________     VETERAN:   Y   /   N

Married
Separated 
Divorced 
Widowed   

_______   
_________   
________   
 _______     

Date    

Date      
Date     
Date
      

NAME OF CHILDREN (IF APPLICABLE):

NAME         


BIRTHDATE     AGE       SCHOOL                      TEACHER               GRADE

__________________________________________________________________________________________

__________________________________________________________________________________________


__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________
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PROBLEM CHECKLIST:

PLEASE CIRCLE ANY OF THE FOLLOWING PROBLEMS THAT YOU ARE CURRENTLY EXPERIENCING OR HAVE EXPERIENCED IN THE PAST:
Problem
How long have you had this?

Problem
How long have you had this?
Marriage
_________________________

Work 

_________________________

Separation
_________________________

Career Choices_________________________

Divorce
_________________________

Anger

_________________________

Children
_________________________

Temper
_________________________

Parenting
_________________________

Self-Control
_________________________

Sexual Problems________________________

Memory
_________________________

Nervous
_________________________

My Thoughts
_________________________

Shy

_________________________

Making Decisions_______________________

Fears

_________________________

Concentration
_________________________

Stress

_________________________

Confusion
_________________________

Difficulty Relaxing______________________

Suicidal Thoughts_______________________

Excessive Worry________________________

Homicidal Thoughts_____________________

Drug Use
_________________________

Self-Harm
_________________________

Alcohol Use
_________________________

Headaches
_________________________

Gambling
_________________________

Appetite
_________________________

Legal Matters
_________________________

Bowel Troubles________________________

Finances
_________________________

Stomach Troubles______________________

Sleep Difficulties_______________________

Internet
_________________________

Nightmares
_________________________

Computer Games_______________________

Tiredness
_________________________

Pornography
_________________________

Ambition
_________________________

Food Binging
_________________________

Loneliness
_________________________

Food Purging
_________________________

Sadness
_________________________

Food Restricting________________________

Tearfulness
_________________________

Exercise
_________________________

Low Self-Esteem_______________________

Gender Issues
_________________________

School

_________________________



My Appetite: ___Normal  ___Less than usual  ___Much less than usual  ___No appetite at all

                     ___More than usual  ___Much more than usual  ___Craves food all the time

My sleep pattern: ___Early morning awakening  ___Difficulty falling asleep  __Excessive sleep

                           ___Diminished sleep  ___Frequent awakening  ___Nightmares  ___Sleepwalking

                           ___Normal

Other Areas of Concern:______________________________________________________________________
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Academic History:

Please describe your past  grades, school difficulties, number of years completed, and programs or degrees completed: __________________________________________________________________________________________ __________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Please describe any psychological testing, placement in special education, or learning disabilities: __________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

Legal History:
Have you ever been the victim of a crime? If so, what was the crime and its current legal status: ________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever committed a crime, been placed on probation or on diversionary status, or been placed in a correctional facility? If so, please describe: ___________________________________________________ __________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

Please describe any history of your destruction of property, violence or assault of others: ______________ __________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

Abuse History:
Have you ever been physically, sexually, or emotionally abused? Please describe:_____________________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please describe any time you may have been bullied: ____________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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Family History

Please describe any recent family stressors (illness, deaths, separations, incarceration, loss of job, etc.): __________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________

Please describe strengths and weaknesses in relationship between family members: __________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________
HAVE YOU RECEIVED COUNSELING OR PSYCHIATRIC HELP BEFORE?        Yes / No

IF YES, PLEASE EXPLAIN:__________________________________________________________________

__________________________________________________________________________________________

PLEASE LIST ANY PSYCHIATRIC HOSPITALIZATIONS:

Year

Hospital
Purpose of Hospitalization

Admitting Physician
       Length of Stay

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

PLEASE INDICATE ANY FAMILY HISTORY OF PSYCHOLOGICAL PROBLEMS:
Name                                    Relationship to You           What was the Problem?                  Treatment Given?

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Developmental History

Please describe any difficulties with birth complications, physical or sexual development, menstruation, pregnancies, births, or fathered children:______________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________
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VOCATIONAL:

Current occupation:________________________________________________________________________

Any additional education or training?  ________________________________________________________

Please describe special training you may have received:__________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Employer:_____________________________ Length of employment:_______________________________

Previous jobs (Please give approximate dates and length of employment):

__________________________________________________________________________________________

__________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SOCIAL:  

What leisure activities or hobbies do you enjoy? ________________________________________________ _________________________________________________________________________________________

_________________________________________________________________________________________

Do you prefer to do activities alone or with others?    ______Alone     ______With others    _____Both

What activities or hobbies do you do with others? _______________________________________________ 
__________________________________________________________________________________________
How many friends do you have?  _____Few      ______Several        ______Many

What clubs, organizations, or social activities do you participate in on a regular basis?  (Please list):
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Social History:
Please describe recent changes in your environment (for example – moves- including reason for moving): __________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________
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MEDICAL:  

Primary physician: ________________________________________________________________________

When were you last examined by a physician?__________________________________________________

Reason for visit?___________________________________________________________________________

Please list any major health problems for which you have or are currently receiving treatment:

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Please list chronologically (from oldest to most recent) medications that you have used in the past year:

Medication            Purpose of Medication         Prescribing  Physician    
Date Started    
Date Stopped

_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Please list any known allergies to medication, food, or products:___________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

MEDICAL HOSPITALIZATIONS AND TREATMENTS: PLEASE LIST ANY MEDICAL HOSPITALIZATIONS:

Year             Hospital       
Purpose for Hospitalization    
Admitting Physician   

Length of Stay       

of Stay

_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
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ALCOHOL/DRUG USE/OTHER ADDICTIVE BEHAVIORS PROFILE:

HAVE THE FOLLOWING BEHAVIORS EVER CAUSED PROBLEMS FOR YOU?







Yes

No



Gambling


___

___



Internet/Computer Usage
___

___



Sex



___

___



Eating



___

___



Smoking


___

___



Other______________
___

___

IF YES, PLEASE EXPLAIN:________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever misused alcohol?        Yes / No     Frequency________________________________________

Have you ever misused drugs?  
   Yes / No     Frequency________________________________________

Have you ever misused medication?  Yes / No     Frequency________________________________________ 
If yes, please explain:______________________________________________________________________ _________________________________________________________________________________________
_________________________________________________________________________________________






 

Have you ever received treatment for alcohol/other drug misuse/other addictive behaviors, i.e., gambling, sex, internet, eating, smoking, etc.?          Yes  /  No
IF YES, PLEASE COMPLETE THE FOLLOWING:

Year                       Place

Length of Stay/Number of sessions
Did you complete the program?

_________________________________________________________________________________________

_________________________________________________________________________________________

Please indicate any family history of addictive behaviors (alcohol, drugs, prescription or over-the-counter medications, gambling, smoking, eating disorder, etc.):___________________________________________ __________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________
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CLIENT ASSETS:

Please check and list the strengths that you possess:

(  Good communication skills



(  Healthy

(  Intelligent






(  Outgoing

(  Assertive






(  Careful, good judgment

(  Confident






(  Mature

(  Motivated






(  Good support system

(  Medication compliant




(  Self-sufficient

(  Coordinated





(  Friendly

(  Healthy friends





(  Express thoughts well

(  Express feelings well




(  Good knowledge of parenting

(  Other ____________________________________
(  Other ________________________________

(  Other ____________________________________
(  Other ________________________________

CLIENT LIMITATIONS:

Please check the weaknesses or limitations you have dealt with:

(  Low self-esteem





(  Difficulty with judgment

(  Dependent






(  Problems with anger management

(  Insecure






(  Difficulty communicating

(  Impulsive






(  Difficulty making friends

(  Difficulty following directions



(  Needs help with social skills

(  Difficulty with emotional controls



(  Poor Memory

(  Anxious






(  Lacks motivation

(  Other ____________________________________
(  Other ​​​​​​​​​​​​​​​​​________________________________

WHAT BRINGS YOU TO HEARTLAND AT THIS TIME?

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________
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PRIMARY COVERAGE:
NAME OF INSURANCE COMPANY        POLICY HOLDER’S NAME         INSURANCE TELEPHONE #

_________________________________________________________________________________________

ADDRESS:________________________________________________________________________________

CITY:_________________________________________  STATE:_____________       ZIP:_______________

ID #:__________________________POLICY #:_______________________GROUP #:__________________

SUPPLEMENTAL COVERAGE:

NAME OF INSURANCE COMPANY        POLICY HOLDER’S NAME    
 INSURANCE TELEPHONE #

___________________________________________________________________________________________

ADDRESS:_________________________________________________________________________________

CITY:__________________________________
   STATE:_______________
  ZIP:_______________

ID #:__________________________POLICY #:________________________GROUP #:___________________

                

    INSURANCE SIGNATURE AUTHORIZATION
TO PERMIT PAYMENT OF INSURANCE BENEFITS TO PROVIDER:

I,______________________________________________ authorize the release to my insurance company of medical information or other information necessary to process claims, determine benefits, or respond to my insurance company’s audit of records.  I also request that payment of authorized insurance benefits be made on my behalf to Heartland Psychological Services for any services furnished me by Heartland Psychological Services employees or Ramesh Somepalli, M.D.

NOTE:  If I am a Medicaid recipient, I understand that it is my responsibility to provide a referral card according to the Managed Card instructions. If I am a SD Medicaid recipient, I will allow the South Dakota Medicaid Program, Medical Services, to access any and all material which may be deemed confidential by any regulatory or licensing agency, board or commission as required by Title XIX. If I am a Nebraska Medicaid recipient, I will allow the Nebraska Medicaid Program and Magellan Behavioral Health to access any and all material which may be deemed confidential by any regulatory or licensing agency, board or commission as required by Nebraska Medicaid or Magellan Behavioral Health.

FOR YOUR INFORMATION: In certain cases, some therapy services are not covered by insurance, i.e., marital therapy, collateral therapy.  We will be glad to assist you in checking on coverage for your therapy.  Please let us know if you want help with this.  Also please note: If you have more than one insurance carrier, it is extremely important that you provide the correct information to us regarding which insurance is primary.  If Heartland is required to reimburse an insurance company because of an error regarding primary coverage or change in insurance coverage, you may be asked to reimburse Heartland for such payments.

_________________________________________________________ 

______________________________

Signature



      




Date

(If minor, signature of parent or guardian)

_______________________________________________________ 

______________________________

Witness Signature



      



Date
Revised 08-01-14


