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I (claimant) understand that I was referred for an examination in order to assist in determination of eligibility for Social Security disability benefits and that information shared with the doctor today will be relayed back only to the SSA in a form of a report. I (claimant) understand that due to the nature of the examination, no doctor-patient relationship would exist, and if the claimant wishes to obtain a copy of the report or has question(s) about the examination/report, the claimant and or their representative must contact the disability office directly as no report(s) or opinions will be provided by the doctor or his staff directly to the claimant or their representative. I (claimant) understand that if I reveal that there is imminent danger of harming self/others than the doctor/staff has an obligation to take action in informing the authorities/agencie(s) for the purposes of protecting the claimant/others. I (claimant) understand the aforementioned conditions and agree to undergo this One Time examination.









       __________________________
___________










Claimant Signature
                    Date
Please complete front and back pages with detail
Name: _______________________________________________________________________  



 (Last)


 

(First)                           (Middle Initial)

Name of parent/guardian (if you are a minor): 

____________________________________________________________________________________________  



 (Last)


 

(First)                           (Middle Initial)

Social Security Number: ________ /______ /________
Birth Date:  ______ /______ /______  Age:  ________  Gender:
  □ Male  

□ Female 
Local  Address: _______________________________________________________________________ 

                                                             (Street and Number)                         

_____________________________________________________________________________________




(City)         




(State)       


  (Zip) 

Phone: (               )                    -                                                 May we leave a msg? □Yes □No 
E-mail: _________________________________________     May we email you?    □Yes □No 

*Please be aware that email might not be confidential. 

Are you Right or Left handed?
□Right           □Left      □Ambidextrous (Able to use the right and left hands equally well)    
Marital Status:   □ Never Married    □ Partnered    □ Married    □ Separated    □ Divorced    □ Widowed


How long have you been married/divorced/widowed/separated? _____________________________________
Number of Children & their ages: ________ Number of Boys: ____________  Number of Girls: ____________


Do your children live with you? 

□Yes     
□No
Where were you born?  ________________________
 Who raised you? ________________________________

I identify myself as:
□African American
□Asian
□Caucasian
□Hispanic
□Other __________​​​_____
Any childhood developmental delay/problems?    □Sitting    □Standing   □Walking
□Talking        □None
Any history of physical, verbal, sexual abuse?


□Yes     
□No
                                    (circle) 

If yes, how old were you when the abuse began and how long did it last?  ___________________________________

            Who was the abuser?   ______________________________________________________________________
Have you witnessed domestic violence? 



□Yes     
□No
EDUCATION

What was your last grade completed? ________________________________________________________________

If college, how many credits did you earn and what was your major? ____________________________________________________

If you did not complete high school or college why not?_________________________________________________
______________________________________________________________________________________________
Did you attend any special “slow learning" education classes? 
 -------------------------------------------   □Yes     
□No


If yes, at what grade did you start attending "slow learning" classes and for what reasons? ________________
         ________________________________________________________________________________________

Did you receive a mental health diagnosis before age 18?
--------------------------------------------------    □Yes     
□No

If diagnosed, what was your diagnosis and who diagnosed you? 

________________________________________________________________________________________
List your vocational training/special job skills if any?
______________________________________________
Any behavioral problems while in school?  (Circle below as it applies)--------------------------------
 □Yes     
□No

(e.g. suspension, expulsion, detentions, fighting, drugs, weapons to school, etc)

Do you live:    □ Alone      □ With Children      □ Significant other      □ Spouse 
□ Family 
Are you re-applying for disability?  
------------------------------------------------------------------
□Yes 

□No
If reapplying, why were you denied? ________________________________________________________________
Do you currently have health insurance?
------------------------------------------------------------
□Yes 

□No




List reasons you are applying for disability. Please be as specific as you can.
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________
Do you require assistance with: □ Preparing your meals   □ Self-care     □ Travel the community        □ Shopping     





        □ Keeping appointments   □ Laundry      □ Bathing      □Cleaning      □Paying bills  
Why do you require assistance with the above tasks? ____________________________________________________________________________________________________________________________________________________________________________________________
How did you arrive to our office today?   □ I drove
□ Someone drove me (□Family    □Friend    □Taxi)
Do you have a valid Florida driver’s license?  
----------------------------------------------------
□Yes     
□No
If not valid: how long has it been invalid and why is it invalid? _____________________________________________________________
OCCUPATIONAL INFORMATION

Are you currently employed? □ No     □ Yes  If yes, who is your current employer/position? ___________________


How many hours do you work in a week?
____________________________________________________
Who was your last employer?  ____________________________________________________________________

How long did you work for your last employer?  _____________________________________________________
When did you leave your last job?____________________________________________
Did you quit from your last job or terminated?

□ Quit

□Terminated

Why were you terminated or quit your job? ________________________________________________________
Are you currently seeking employment?
-------------------------------------------------------------------    □ No      □ Yes   

If no, why not? ____________________________________________________________________________
MILITARY SERVICE
Have you ever served in the military? Which branch? 
--------------------------------------------------   □ No      □ Yes   


What was your position in the military?_________________________________________________________
When did you start and finish?              _________________________________________________________


Was it honorable discharge?
-----------------------------------------------------------------------------   □ No      □ Yes   

If not honorable, please explain 
   _________________________________________________________

LEGAL HISTORY 

If you have been arrested, when were you last arrested?______________________________________________   

If you have been arrested, explain 

____________________________________________________________________________________________________________________________________________________________________________________________

Are you currently on legal probation or have pending charges?

If yes, explain (duration of probation, when did your probation start and when does it end)
____________________________________________________________________________________________________________________________________________________________________________________________
SUBSTANCE ABUSE HISTORY

Do you drink alcohol regularly?   ----------------------------------------------------------------------------------□ No     □Yes

When did you last drink alcohol?
___________________________________________________
Any history of alcohol related blackouts or problems?
-------------------------------------------------------□ No     □ Yes
Have you ever been arrested for DUI? 
---------------------------------------------------------------------□ No     □ Yes


If yes, how many and when? __________________________________________________________________
How often do you use street drugs?  □  Daily    □  Weekly   □  Monthly   □  Rarely     □  Never 

If not currently using street drugs, when did you last use?_____________________________________________
List the type of drug used & indicate your drug of choice:​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​ _____________________________________________

____________________________________


     _____________________________________________

Have you ever received substance abuse treatment? 
------------------------------------------------□ No  
□ Yes   


If yes, when and where? ______________________________________________________________________
Do you currently attend substance abuse treatment?
--------------□ No      □ Yes   


If yes, when and where? 
HEALTH AND SOCIAL INFORMATION 
How is your physical health at present? (please circle)      Poor   Unsatisfactory   Satisfactory   Good   Very good 
When was your last physical health examination completed? _____________________________________________

Are you having any problems with your sleep habits?  □ No     □ Yes   If yes, check where applicable below:

□ Sleeping too little   □Sleeping too much   □ Poor quality sleep   □ Disturbing dreams   □ Other_____________
Are you having any problems with appetite or eating habits?  
--------------------------------------
□ No      □ Yes   

           If yes, check where applicable:  □ Eating less    □  Eating more    □ Binging    □ Restricting              

Have you experienced significant weight change in the last 2 months?   □ No     □ Yes if yes, how much gained/lost ____lb
MEDICAL CONDITIONS 

Please check any current applicable conditions and provide date diagnosed with condition(s) 

· AIDS

· Allergies

· Asthma

· Autoimmune disorders

· Blood disease

· High blood pressure

· Low blood pressure

· Bone disorders

· Cancer

· Diabetes

· Dizziness

· Eating disorders

· Endocrine problems

· Female problems

· HIV positive status

· Hepatitis

· Heart disease

· Heart murmur

· Hearing disorder

· Kidney disease

· Rheumatic fever

· Ringing of the ears

· History of head trauma

· Other (please list) _____________________________________________________________________________________

Have you ever lost consciousness? □ No     □ Yes  How long were you unconscious? _________________________________________________________________________________________________________________
Are you currently prescribed psychiatric medication(s)?  
-------------------------------------- □Yes       □No
Circle who prescribes your psychiatric medications □ Primary Care Physician (PCP) □ Mental Health Provider
Use back of last page if you run out of space for CURRENT psychiatric medications

(please write legibly)
	START DATE 
	NAME OF MEDICATION / DOSE
	How do you take it? (e.g., by mouth, injection, inhale, etc)
	DATE STOPPED
	Reason for taking / MD Name
	Was it effective?

	 
	 


	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 


Are you taking your psychiatric medications regularly and as prescribed?
□ No      □ Yes   
If not taking your psychiatric medications as prescribed, why not? ______________________________________________________________________________________
List past psychiatric medication(s):
	START DATE 
	NAME OF MEDICATION / DOSE
	DATE STOPPED
	Reason for taking / MD Name
	Was it effective?

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	
	
	
	
	


MENTAL HEALTH

Are you currently receiving psychiatric/psychological services?      --------------------------------  □Yes             □No 
  If yes, where do you receive services? _____________________________________________________________

How long have you been receiving psychiatric services? _______________________________________________

Have you had previous talk therapy? 
---------------------------------------------------------------------   □Yes           □No

  Previous therapist’s name_______________________________________________________________________ 

  Has psychotherapy been effective for you? □Yes      □No  If no explain why _____________________________ ______________________________________________________________________________________________
Have you had recent thoughts of suicide?     □ Frequently      □ Sometimes     □ Rarely       □ Never 

  Have you had them in the past?     □ Frequently      □ Sometimes     □ Rarely       □ Never 

Have you ever been committed to a psychiatric facility?    --------------------------------------------------□ No     □ Yes  
If yes, how many times, where and why?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

In the last year, have you experienced any significant life changes or stressors: (please explain)
______________________________________________________________________________________________

______________________________________________________________________________________________
______________________________________________________________________________________________
Have you ever experienced any of the following?







Extreme depressed mood
--------------------------------------------------------------------------------------------------yes/no

     When did you first become depressed (age)? _________________________________________
     When were you last depressed? _______________________________________________

Circle what happens when you are depressed (e.g., isolate, cry, suicidal thoughts, feelings of guilt, loss of interest in activities or hobbies, persistent sad, anxious, or "empty" feelings, persistent aches or pains  hopeless, worthless, fatigue, etc) 
Do you experience any of the following?



                      When did you experience it?
Excessive increase in self-esteem or grandiosity -------------------------------------------------------------------yes/no     __________________
Less need for sleep (e.g., feels rested after only 3 hours of sleep) ----------------------------------------------yes/no    ___________________
More talkative than usual or pressure to keep talking -------------------------------------------------------------yes/no    ___________________
Flight of ideas, or subjective experience that thoughts are racing -----------------------------------------------yes/no    ___________________
Distractibility (i.e., attention too easily drawn to unimportant or irrelevant external stimuli) ---------------yes/no    ___________________
Increase in goal-directed activity (either socially, at work or school, or sexually) or 

Excessive involvement in pleasurable activities that have a high potential for painful consequences  (e.g., engaging in unrestrained buying sprees, sexual indiscretions, or foolish business investments) -------------------------------------------yes/no    ___________________

Have you experienced or witnessed a traumatic event which involved death or serious injury, or a threat to the physical integrity of oneself or others 
----------------------------------------------------------------------------------yes/no
Your response to the event involved intense fear, helplessness, or horror ----------------------------------
yes/no
You persistently re-experience the event in one of the following ways:

Recurrent distressing thoughts, perceptions, or images of the event
-----------------------------
yes/no
Recurrent distressing dreams of the event
--------------------------------------------------------------yes/no
Feeling as if the event was happening again through hallucinations or dissociate episodes (flashbacks)  

yes/no
Intense psychological distress or physical stress reaction upon exposure to things that remind you of the event 
yes/no
Have you attempted to avoid situations, people, or things that remind you of the traumatic event or feel a sense of  emotional numbness











yes/no
Have you had persistent symptoms of increased arousal, such as feeling “on edge” or hyper-vigilant for signs of danger, which may cause difficulty sleeping, irritability, or problems concentrating.

yes/no
Have your symptoms lasted longer than one month
----------------------------------------
yes/no
Have your symptoms resulted in significant distress or impairment in social situations, work, or other important areas of functioning.
--------------------------------------------------------------------------------
yes/no
Extreme Anxiety
 ----------------------------------------------------------------------------------------------------------yes/no

Panic Attacks

-----------------------------------------------------------------------------------------------------------yes/no

     When did you first start experiencing panic attacks (what age)?  ______________________________________
     When did you last experience panic attacks? ______________________________________________________
     How many panic attacks do you experience on average in a month? ___________________________________
     What causes your panic attacks? (e.g., going outside, talking to others, etc.) _____________________________

During a panic attack, do you experience (circle): Heart palpitations, chest pains, stomach upset, dizziness, difficulty breathing, tingling, 
hot flashes, trembling, dreamlike sensations or perceptual distortions, terror, a need to escape, nervousness about the possibility of losing control and doing something embarrassing, fear of dying.
Hallucinations
-----------------------------------------------------------------------------------------------------------yes/no

    What type of hallucinations? Visions or Voices/Sounds? __________________________________________________
     When did you first start experiencing hallucinations (what age)? ______________________________________
     When did you last experience hallucinations? _____________________________________________________
    
 Were you under the influence of drugs when you experienced hallucinations? □Yes       □No
Unexplained losses of time
--------------------------------------------------------------------------------------------------yes/no

Unexplained memory lapses    -----------------------------------------------------------------------------------------------yes/no

Frequent Body Complaints
   ------------------------------------------------------------------------------------------------yes/no

Repetitive Thoughts (e.g., Obsessions)
--------------------------------------------------------------------------------yes/no

Repetitive Behaviors (e.g., Frequent Checking, Hand-Washing)
-----------------------------------------------------yes/no

Thoughts of Harming Others
-----------------------------------------------------------------------------------------yes/no
    When did you last experience homicidal thoughts? _______________________________________________
     Did you ever act on such thoughts? 

□Yes       □No
Suicide Attempt(s)

--------------------------------------------------------------------------------------------------yes/no
    When did you last attempt suicide? __________________________________________________________________________
     How many times have you attempted suicide in your life? ________________________________________________________
     How did you attempt suicide? (e.g., over dose, hanging, cutting, shooting, etc.) _______________________________________
FAMILY MENTAL HEALTH HISTORY

Has anyone in your family (immediate family members or relatives) experienced difficulties with the following? (Circle any that apply and list family member, e.g., Sibling, Parent, Uncle, etc):




            List Family Member (s)
Depression


yes/no  ______________
Bipolar Disorder

yes/no ______________
Anxiety Disorders 

yes/no ______________
Panic Attacks


yes/no ______________
Schizophrenia


yes/no ______________



             List Family Member(s)
Alcohol/Substance Abuse
 yes/no ______________
Eating Disorders

 yes/no ______________
Learning Disabilities

 yes/no ______________
Trauma History

 yes/no ______________
Suicide Attempts/Completed 
 yes/no _____________

Thank you
�
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