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  Chris Ebberwein, Ph.D., P.A.

10222 W. Central, Suite 202

Wichita, KS 67212


Phone (316) 516-3590     Fax (316) 773-2012







Name:         Birth Date:      /     /       Today’s Date:       /      /     
Address:        City:       State:       Zip:        

Current School:        Major:        Highest level of education until now:       
Please provide any phone numbers I can use to reach you between appointments.

Home:       Work:       Other:       Can I leave a message?  FORMDROPDOWN 


	FAMILY

	Parents’ and/or Step-parents’ names:


	Age now or at death
	If deceased, cause?


	If living, location?


	Type of work done


	Education


	Present Health



	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     


	Siblings (If more space is needed, continue on the back)


	Age now or at death
	If deceased, cause?


	If living, location?


	Type of work 


	Education


	Present Health



	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     


If you did not live with your natural parents as a child, with whom did you live and why?

     
My physical health is:   FORMDROPDOWN 
      

Do you have any present health conditions, disabilities or limitations?  FORMDROPDOWN 
 If yes, explain: 

     
Please name conditions diagnosed in a close relative: Psychological Disorders?      
Addictions?        Other serious illness?       
Check the items that are presently, or have in the past been true for you:

 FORMCHECKBOX 
 Recurrent headaches

 FORMCHECKBOX 
 Heart ailment

 FORMCHECKBOX 
 Diabetes

 FORMCHECKBOX 
 Trouble sleeping
 FORMCHECKBOX 
 Nervousness
 FORMCHECKBOX 
 Ongoing sadness
 FORMCHECKBOX 
 Unable to relax
 FORMCHECKBOX 
 Unable to sit still (jittery)
 FORMCHECKBOX 
 Bad home conditions
 FORMCHECKBOX 
 Irregular blood pressure
 FORMCHECKBOX 
 Feeling irritable
 FORMCHECKBOX 
 Memory problems
 FORMCHECKBOX 
 Pain problems (list):
     
     
 FORMCHECKBOX 
 Shyness
 FORMCHECKBOX 
 Dizziness
 FORMCHECKBOX 
 Stomach trouble
 FORMCHECKBOX 
 Fatigue / Tiredness
 FORMCHECKBOX 
 Nightmares
 FORMCHECKBOX 
 Panic Feelings
 FORMCHECKBOX 
 Suicidal thinking
 FORMCHECKBOX 
 Sexual problems
 FORMCHECKBOX 
 Loneliness
 FORMCHECKBOX 
 Financial problems
 FORMCHECKBOX 
 Relationship problems
 FORMCHECKBOX 
 Self-injury
 FORMCHECKBOX 
 Anxiety
 FORMCHECKBOX 
 Overweight
 FORMCHECKBOX 
 Loss of interests


 FORMCHECKBOX 
 Fainting spells
 FORMCHECKBOX 
 Poor appetite
 FORMCHECKBOX 
 Bingeing on food
 FORMCHECKBOX 
 Alcohol and/or drug use
 FORMCHECKBOX 
 Seizures
 FORMCHECKBOX 
 Difficulty with decisions
 FORMCHECKBOX 
 Over-ambitious
 FORMCHECKBOX 
 Feeling hopeless
 FORMCHECKBOX 
 Feelings of Inferiority
 FORMCHECKBOX 
 Temper outbursts
Other problems not listed:
     
     
     
	Please list any hospitalizations or surgeries

	Dates
	Hospital(s)
	Reasons Hospitalized

	     
	     
	     

	     
	     
	     

	     
	     
	     


My emotional health is:  FORMDROPDOWN 
 

Did you ever suffer a trauma or very severe stress?  FORMDROPDOWN 
  


If yes, please describe:      
Have you ever been abused?    FORMDROPDOWN 
 

If yes, was it physically?  FORMCHECKBOX 
 Sexually?  FORMCHECKBOX 
 Emotionally?  FORMCHECKBOX 

Have you ever seen a professional for therapy or counseling (individual or family)?   FORMDROPDOWN 
  
If yes, whom did you see and when?      
Name:          City:       
Dates of attendance? (Approximate)       
Purpose and nature of the counseling:      

Were you ever on medication to address a mental health complaint?  FORMDROPDOWN 


Did you ever suffer a head injury or lose consciousness?   FORMDROPDOWN 
 

If yes, give age(s) or date(s) at the time of the injury and describe what happened:      
Have you ever been in treatment for substance abuse?  FORMDROPDOWN 

 

If yes, when:       and where:      
Do you (or did you ever) use alcohol?   FORMDROPDOWN 


If yes, how often?        How much?      
If you stopped drinking, when was the last time?      
Do you (or did you ever) use marijuana?  FORMDROPDOWN 


If yes, how often?      
 How much?      
Have you ever used (or misused, if prescribed) other addictive substances?   FORMDROPDOWN 
 

If yes, which substance(s):       and when last used:      


Have you ever been unable to recall events because of using drugs or alcohol?  FORMDROPDOWN 


If yes, when:       and which substance(s):      
Have you ever received a DUI?  FORMDROPDOWN 

 How many?       When?      
Where?      
Any DUI pending?      
Do you exercise?  FORMDROPDOWN 

 If yes, about how many times per week?      
What type of exercise?       
Age when you started school        What year did you graduate High School:      
	Schools Attended

	List Elementary thru

High Schools
	City/State
	Last Grade Completed
	Catholic, Public

or other private

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Grade Point Average in High School        College              

In what subjects have you been strongest?      
In what subjects have you been weakest?      
Did you ever attend special classes or receive special services for learning difficulties?  FORMDROPDOWN 
 
If yes, describe:      
Have you ever failed a class or classes?   FORMDROPDOWN 
  If yes, which?      
Did you ever repeat a grade?   FORMDROPDOWN 
  If yes, grade level:        Reason:      
In what school-related activities have you participated (e.g. sports, music, drama, debate, leadership) 

     

List moves you experienced during your childhood and the reasons? 

     
What are your hobbies and/or special interests?
     

Have you ever been in jail or prison or do you have charges pending?  FORMDROPDOWN 


If yes, please explain: 
     
Employment History (Start with most recent.)

	Employer
	City
	From
	To
	Type of Work

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


Did you ever have trouble making friends?  FORMDROPDOWN 

How have you usually spent time with friends… 

when younger?      
in high school?      
since high school?      
Please describe how…

You see yourself:

     
Your mother and/or father probably see you:

     
A best friend probably sees you:

     
Someone who dislikes you might see you: 

     
What would you like me to know about you that hasn’t been asked?
     
