
Today's Date: __________ __ 

Naval Medical Center Portsmouth 
Health Psychology Intake Questionnaire 

Name: _-___________________ ID # 20/30 Sponsor's SS#): ___ _ 
Last, 

AgelDate of Birth: ______ Sex: ____ Marital Status: ______ Ethnicity/Nationality: ________ _ 

ACTIVE DUTY: 
RatelRank: ____ Branch: Status: Total Time in Service: Time remaining: ---------- --------

Command or unit: ___________ Time at Present Command: ______________ _ 

Is this visit related to deployment in any way? Please describe: ______________________ _ 

Personal Address (local): 

Street __________________________________________________________________ ___ 

City: _______________ State: __________ Zip Code: ______ _ 

Home Phone: Cell Phone: Work Phone: ------------------- ----------------- -----------

worst ____ ,. least ~ __ " ___ ,' current = ____ _ 

Other ",,,,"n,t'If'O:>'Tt medical prODlems: ---------------------------------------------------------------------

List current medications and dosage: _____________________________________ _ 

How do others respond to your problem? 

============~-=-=-==-=-=-=-=-=-====================~--
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~~~yoillgo~~com~g~He~fuPsych~ogy?~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

How well do you sleep? ____________ _ How is your appetite? __________________ _ 

How would you describe your mood? ___________________________________ _ 

MENTAL HEALTH HISTORY: 

Haveyouev~fukdepre~ed?ffye~when: ________________________________ ~ 

Haveyouev~thoughlofenilingyoilllifu?Ifye~when: ____________________________ _ 

Have you ever thought of hurting or killing another person? If yes, when: ______________________ _ 

Have you participated in any previous counseling or group therapy? If yes, please describe: ________________ _ 

Have you ever taken medication for mental heakh symptoms? If yes, please describe: __________________ _ 

Have you ever been hospitalized for mental health reasons? If yes, please describe: ____________________ _ 

abused? __ _ how were 

Are you married? ____ For how _____ Divorced? ______ . 

How would you describe your rel,ltlc~nsll1p with your 

Ages of chiidren: Where do they reside? 
-----------------~------------------------------

Past or current legal problems? _____________________________________ _ 
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SUBSTANCE USE HISTORY: 

Describe current alcohol use (none, rare, occasional, moderate, heavy): 

Alcohol consumption (per week, month, or year): ---------------------------------------------------------
Have you ever felt you should cut down on your drinking? -------------------------------------------------
Have people ever annoyed you by criticizing your drinking? ______________________________ _ 

Have you ever felt guilty about your drinking? _________________________________ _ 

Have you ever had a drink first thing in the morning (an eye opener or early morning drink) to steady your nerves or get rid of a hangover or 
residualdruguse? ____________________________________________________________________ ___ 

Nicotine use (packs per day): ~ ______ How long? _______________ _ 

Caffeine consumption per day: ________________ Soda/pop consumption: ______________ _ 

Please describe any significant changes or events in your life in the past 2 years. Were these positive or negative? __________ _ 
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