
TUCKER PSYCHIATRIC CLINIC
General Information Form

Name:____________________________________Age_____  Date:________________
Birthplace:  ____________________Siblings:  Yes / No       How many?____________
Raised By?________________________
Education level attained:_________________Reason stopped:_____________________
_______________________________________________________________________
Married?  Yes / No          What age did you get married?_______________
Children?     Yes / No          Ages of children_________________
Are you currently working?     Yes / No    What type of work_______________________
Who lives with you in your home now?
________________________________________________________________________

Medical History:
Any current medical problems?
________________________________________________________________________
Serious medical problems in the past:
______________________________________________________________________________________
Any past surgery?
________________________________________________________________________
Allergies?
________________________________________________________________________
Current Medications:
________________________________________________________________________
Approximate Date of Last Exam:_______
Current alcohol use:  Yes / No  Current drug use:  Yes / No
Current cigarette use:  Yes / No     How many packs per day?______________________

Family History

Any medical problems that run in your family?
________________________________________________________________________
What did your parents or grandparents die from?
________________________________________________________________________
Any nervous problems in your family?
________________________________________________________________________
Any substance abuse in your family?
________________________________________________________________________

Review of Symptoms
Please Describe

Are you currently experiencing 
any physical pain? ____________________________________________
Sleep problems?  Yes / No ____________________________________________
Appetite problems?  Yes / No ____________________________________________
Nausea, vomiting, diarrhea or 
constipation?  Yes / No ____________________________________________
Breathing problems?  Yes / No ____________________________________________
Urinary problems?  Yes / No ____________________________________________
Vision, hearing, or taste 
problems?  Yes / No ____________________________________________
Movement or walking 
problems?  Yes / No ____________________________________________


