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Patient Intake Form
Interactive Psychiatry
Taimaris Mas Marante, PMHNP-BC
1. Patient Information

Full Name: _________________________________________
Date of Birth: ______________  Age: _____  Gender: _______________
Phone Number: ___________________
Email Address: ___________________
Address: ______________________________________________________
City: ___________________  State: _______  ZIP Code: ____________
Preferred Language: _______________
Occupation: ________________________
Marital Status:  □ Single  □ Married  □ Divorced  □ Widowed

2. Emergency Contact

Name: _________________________________________
Relationship: ____________________
Phone Number: ____________________

3. Primary Care Provider

Name: _________________________________________
Phone Number: ____________________
Date of Last Visit: ____________________

4. Medical History

Please list current and past medical conditions: _________________________________
Surgeries (with dates): ________________________________________________________
Allergies (medication/food/other): ______________________________________________

5. Psychiatric History

Previous psychiatric diagnoses or hospitalizations: _________________________________
Past psychiatric medications and response: ________________________________________
Previous therapy or counseling? □ Yes □ No   If yes, when and with whom? ___________

6. Current Medications
List all medications including over-the-counter and supplements:
_______________________________________________________________
_______________________________________________________________
7. Substance Use History

Tobacco: □ Never □ Past □ Current  Amount/Frequency: _____________
Alcohol: □ Never □ Past □ Current  Amount/Frequency: _____________
Marijuana: □ Never □ Past □ Current  Amount/Frequency: ____________
Other drugs: _____________________________________________

8. Family Psychiatric History

Any family history of mental illness (e.g., depression, anxiety, bipolar, schizophrenia)?
□ Yes □ No If yes, please explain: _______________________________________________

9. Current Symptoms Checklist

Check all that apply:
□ Anxiety □ Depression □ Panic attacks □ Irritability □ Mood swings
□ Difficulty concentrating □ Racing thoughts □ Hallucinations □ Paranoia
□ Sleep problems □ Fatigue □ Appetite changes □ Suicidal thoughts □ Self-harm

10. Preferred Pharmacy

Pharmacy Name: __________________________
Pharmacy Address: ________________________
Phone Number: ___________________________

11. Consent to Contact

May we contact you via:
□ Phone □ Text □ Email
Messages may contain personal health information. Please initial to authorize:
Initials: ________

12. Patient Signature

Signature: _____________________________________    Date: ________________
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