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New Patient 
Information 

Please complete this form in its entirety.  You may call 907-

622-7246 if you need any help understanding or completing 

any part of it.  Thank you.  



 
NAME _________________________________________________ HEIGHT ________   WEIGHT _________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

□ (FEMALES ONLY) Date of last menstrual period? ___________    # of pregnancies/births:   ___ / ___ 

□ AIDS/HIV    □ Alcoholism   □ Anemia            □ Anxiety            □ Asthma 

□ Atrial fibrillation □ Bipolar mood disorder □ Cancer ____________________________________ 

□ Chronic kidney disease □ Cirrhosis  □ Congestive heart failure            □ COPD  

□ Coronary disease    □ Depression  □ Diabetes            □Epilepsy / seizures            

□ Fibromyalgia □ Gastric ulcer               □ Heart attack      □ Hepatitis A / B / C (circle all that apply) 

□ High blood pressure   □ High cholesterol □ Lupus                  □ Menstrual problems  

□ Migraines    □ Multiple sclerosis   □ Pacemaker/defibrillator        □ Rheumatoid arthritis     

□ Schizophrenia         □ Sexually transmitted infections ______________________________________     

□ Sleep apnea        □ Thyroid problems: high / low           □ Tuberculosis    

□ Other _________________________________________________________________________ 

Medical History (Check all that apply) 



 
NAME _________________________________________________ 

 

□ Fractures / dislocations    □ Head injury         □ Injury from auto accident        □ Blood transfusion 

□ Injury from assault or combat     □ Alcohol or drug-related injury              

 

 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 

 

Occupation _______________________  Currently working? Y / N      # Days worked last month _____ 

Highest level of education ___________________  Technical / Trade training ____________________  

Means of transportation? ___________________  Own or rent home/apartment? ________________ 

Living with __________________________________________________________________________ 

Are you capable of becoming pregnant ?  YES / NO     Sexually active ? __________________________ 

Do you consider yourself spiritual or religious ?  YES / NO   ___________________________________ 

 

 

 

Mother:   □ Deceased  □ Alcoholism       □ Other substance abuse _____________________ 

                  □ Anxiety   □ Cancer _____________________           □ COPD           □ Depression                               

                  □ Diabetes   □ Heart problems           □ High blood pressure       □ Kidney problems             

                  □ Thyroid problems          □ Other _________________________________________  

Father:     □ Deceased  □ Alcoholism       □ Other substance abuse _____________________ 

                  □ Anxiety   □ Cancer _____________________           □ COPD           □ Depression                               

                  □ Diabetes   □ Heart problems           □ High blood pressure       □ Kidney problems             

                  □ Thyroid problems          □ Other _________________________________________  

 

Social / Spiritual History 

Family History (BIOLOGICAL PARENTS ONLY – if you are adopted / do not know your biological parents 

please skip this section; if your biological parents are deceased please check “deceased”).  Otherwise, 

please check all that apply. 

Surgical History (Please write down any operations you have had, and the year if you remember) 

Accident/Trauma History (Since age 18; check all that apply.) 



 
NAME _________________________________________________ 

Siblings:  □ Alcoholism          □ Other substance abuse _________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Review of Systems (Circle any you have experienced in the past 2 weeks) 



 
NAME _________________________________________________ 

 

Have you ever been hospitalized for mental health concerns or problems?   Y  /  N 

Have you ever hurt yourself on purpose? Y  /  N             Have you ever tried to kill yourself?    Y  /  N   

Have you ever been treated by a mental health provider?   Y  /  N      

Are you currently being treated by a mental health provider?   Y  /  N 

 

 

 

 

 

 

 

Mental Health History 



 
 NAME _________________________________________________ 

 

Is your treatment at the directive of a court system or the correctional system?   Y / N 

Are you currently on parole?   Y / N        Name / phone # of parole officer: _______________________ 

What is/are your drug(s) of choice? ______________________________________________________ 

For what are you seeking treatment through Set Free? ______________________________________ 

Have you ever been incarcerated for substance-related issues? Y / N 

Have you had other legal troubles because of substance-related issues? Y / N 

I consider my initial or “gateway” substance to be __________________________________________ 

 

Please write in any and all substances that apply to the questions below: 

I’ve used more of ________________________________________________________ than I want to. 

 (I’ve used them longer than I want to, also) Y / N 

I’ve been unable to cut back on my use of _________________________________________________ 

I spend too much time trying to get, use or recover from using ________________________________ 

I crave (substance) ___________________________________________________________________ 

My use of  __________________________________ causes relationship and interpersonal problems.  

My use of  __________________________________ has compromised / negatively affected work, 

social or recreational activities 

I use / have used  __________________________________ in risky/dangerous ways or situations. 

I keep using __________________________________ even though I know it’s harming my body and 

mind. 

I’ve become tolerant to (need more of) __________________________________________________ 

I’ve experienced withdrawal from ______________________________________________________ 

 

Have you ever been hospitalized or gone to the Emergency Room for complications from drugs?  Y / N 

 

Have you ever overdosed?  Y / N    On what? ______________________________________________ 

Substance Abuse History 



 
NAME _________________________________________________ 

 

Have you had any known health problems from substances (like liver disease, seizures, infections, 

heart problems)? _____________________________________________________________ 

 

Please fill out the following: 

 Alcohol Opioids 
(including 
heroin, fentanyl) 

Methamphetamines Marijuana Other (fill in) 
___________ 

Age I first used      

How I got started 
 

     

When it became a       
  problem 

     

Amount I use daily  
  (average) 

     

Most I ever used in  
  a day 

     

$ amount I spend  
  on, weekly 

     

Last time I used 
 

     

Longest time period I     
  was clean 

     

Inpatient/residential   
  treatment / Where? 

     

[I completed  
  inpatient/residential] 

     

Outpatient treatment  
  / Where? 

     

[I completed  
outpatient/residential] 

     

How many treatment  
  episodes total have   
  you done for: 

     

Have you ever been  
 treated with medicine   
 for substance abuse? 

     

 

I am currently : 

 

 



 
NAME _________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
NAME _________________________________________________ 

 


