	Texas Tech Health Science Center – Lubbock, TX Ambulatory Clinics

Department of Neuropsychiatry and Behavioral Sciences, Division of Psychiatry

Child and Adolescent 

PSYCHIATRIC EVALUATION
	Name                                                                       Date    

TTUHSC MRN                                                              (label)

Provider                                                                   DOB


Vital signs:   WT_____     Ht_____   BP_____     Pulse______    Resp______          Medicaid           Other:
Persons Present/Relationship: ________________________________________________ Legal Guardian        Yes           No
· Identifying Data: _______________________________________________________________________________________
· Chief Complaint: _______________________________________________________________________________________
· History of Present Illness: ________________________________________________________________________________
_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
______________________________________________________________________________________ (continue on separate page)
· Past psych history/hosp: _________________________________________________________________________________
__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
_______________________________________________________________________________________ (continue on separate page)
Past psych meds/length of time used/response: __________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

History of suicide attempts: __________________________________________________________________________________

· Bio-Psycho-Social Information:
Family history: _____________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

Current living situation/Dynamics: _____________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

Pregnancy/L&D/Development: ________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
	Texas Tech Health Science Center – Lubbock, TX Ambulatory Clinics

Department of Neuropsychiatry and Behavioral Sciences, Division of Psychiatry

Child and Adolescent 

PSYCHIATRIC EVALUATION (continued)
	Name                                                                       Date    

TTUHSC MRN                                                              (label)

Provider                                                                   DOB


Name of School/Daycare: ___________________________________________________________________   Grade: _________
Placement:          Adv         Reg Ed           Spec ED          Soc Adj           Speech         OT/PT            Grades/Progress:         Good         Fair        Poor        Pass          Fail
Preferred language:        English       Spanish         Other: _____________ Preferred learning method:       Auditory       Visual        Other: ________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Physical/Sexual Abuse/Neglect/Trauma: _______________________________________________________________________
_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________
Neurological history: _______________________________________________________________________________________
_________________________________________________________________________________________________________
Substance abuse: __________________________________________________________________________________________
_________________________________________________________________________________________________________
Legal: ____________________________________________________________________________________________________
_________________________________________________________________________________________________________

Social/Hobbies/Interests: ___________________________________________________________________________________
_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Parent/Guardian Vocational/Economic: ________________________________________________________________________

_________________________________________________________________________________________________________

Medical/Surgical History: ____________________________________________________________________________________

__________________________________________________________________________________________________________
__________________________________________________________________________________________________________

__________________________________________________________________________________________________________
__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

Females only:  LMP__________ ___    Birth Control: _______________________________________________________________

ALLERGIES: ________________________________________________________________________________________________

Current Psychiatric Medications/Dosages:




Other Medications:
1. ______________________________________


           1. _________________________________________
2. ______________________________________                                                  2. _________________________________________
3. ______________________________________                                                  3. _________________________________________
4. ______________________________________                                                  4. _________________________________________
