                                   ROBERT JOHN HAMM, Ph.D.

Psychologist

Connecticut License#1254

PATIENT QUESTIONNAIRE

PERSONAL INFORMATION

NAME __________________________    DATE OF BIRTH __________  SSN#______________

ADDRESS _______________________   HOME PHONE NUMBER _______________________

               _________________________  MOBILE PHONE NUMBER   _____________________

               _________________________  MARITAL STATUS:   M   D   S   W

               _________________________  SPOUSE’S NAME & SSN _______________________

EMPLOYER ______________________  SPOUSE’S EMPLOYER ________________________

WORK PHONE ____________________

MAY I CALL YOU AT WORK?    Y    N

MEDICAL INFORMATION
PRIMARY CARE PHYSICIAN:

    NAME __________________________DO I HAVE YOUR PERMISSION TO CONTACT YOUR

    ADDRESS _______________________PHYSICIAN?    Y   N

                   _________________________CURRENT MEDICATIONS _________________

                   __________________________       ___________________________________

    PHONE  __________________________       ___________________________________

    DATE OF YOUR LAST PHYSICAL EXAMINATION_______________________________

PREVIOUS PSYCHOTHERAPY/MENTAL HEALTH SERVICES

    DATE              NAME OF PROVIDER                    PURPOSE FOR SEEKING SERVICES

(1)_______    ________________    ___________________________________________

(2)_______    ________________    ___________________________________________

(3)_______    ________________    ___________________________________________

REFERRAL INFORMATION

PLEASE EXPLAIN BRIEFLY WHY YOU ARE SEEKING PROFESSIONAL COUNSELING  

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

PLEASE DESCRIBE WHAT SYMPTOMS YOU HAVE BEEN HAVING, AND FOR HOW LONG _______________________________________________________________________

_______________________________________________________________________






