


Cordova Psychiatric Associates 
REGISTRATION FORM 

 Today’s Date:   

PATIENT INFORMATION 

Patient’s last name:                                         First:                                                                             M.I.:   Preferred Name:   
 

Address:                                                                                     City:                                         State:                           Zip Code:  DOB: Age: 

                                                                                                       Marital Status:                                                            Sex:     M      F   

Email address:   

Social Security #: Cell phone #: Other phone #: 

Pharmacy: Location:  Can we leave a message with theses phone numbers? 

Phone #:                            YES                             NO 
 

Primary Care Dr & Phone #:   
INSURANCE INFORMATION 

(Please give your insurance card to the receptionist.) 

Person responsible for bill: DOB: SSN: Phone no.: 

Address:    

Primary Insurance Company:  

Subscriber’s name: Subscriber’s SSN: DOB: Policy ID: Group ID: Relation: 

      

Secondary Insurance Company (if applicable): 

Subscriber’s name: Subscriber’s SSN: DOB: Policy ID: Group ID: Relation: 

      

The above information is true to the best of my knowledge. I have checked with my insurance company and have verified that the provider I am 
seeing is a participating provider on my insurance plan. If a referral is required in order to see this provider, I agree that it is my responsibility to 
obtain such referral.  I authorize my insurance benefits be paid directly to the Cordova Psychiatric Association. I understand that I am financially 
responsible for any balance unpaid by my insurance company. I also authorize Cordova Psychiatric Associates to release information requested to 
process my claims. 

    

 Patient/Guardian signature  Date 

 

COORDINATION OF CARE 

In case of emergency, who can we call? 
 

Relationship to patient: 
 

Cell phone no.: 
 

Other phone no.: 
 

Other Healthcare Providers we can communicate with:  

 

 

 

Name: 

 

 

 

Type of care:  

 

 

 

Phone no.: 

 

 

 

Family members, friends, etc. we may communicate with: 

 

 

 

Name: 

 

 

 

Relationship: 

 

 

 

Phone no.: 

 

 

 

I authorize Cordova Psychiatric Associates to release healthcare information to the above mentioned parties. I understand that I may revoke this 
authorization by written letter and also understand that Cordova Psychiatric Associates may have already released information about me after I gave 
permission.  
__________________________________________________________________________________________             _________________________________________ 

Patient/Guardian Signature                                                                                                                                                                  Date 

    









 
 

CORDOVA PSYCHIATRIC ASSOCIATES – PATIENT QUESTIONNAIRE 
 

NAME     ________AGE    DATE    
PRIMARY CAE PHYSICIAN_________________________________________PHONE____________ 
PHYSICIAN ADDRESS________________________________________________________________ 
 
WHAT IS THE CHIEF COMPLAINT AND HOW LONG HAVE YOU EXPERIENCED THIS 
PROBLEM?__________________________________________________________________________ 
_____________________________________________________________________________________ 
HAVE YOU EVER BEEN TREATED OUTPATIENT OR INPATIENT FOR PSYCHIATRIC CARE 
OR ATTEMPTED SUICIDE?____________________________________________________________ 
HAS ANYONE IN YOUR FAMILY BEEN TREATED FOR PSYCHIATRIC CARE? 
_____________________________________________________________________________________ 
HAS ANYONE IN YOUR FAMILY BEEN HOSPITAIZED FOR PSYCHIATRIC CARE, 
ATTEMPTED OR COMPLETE SUICIDE?_________________________________________________ 
HAVE YOU HAD PREVIOUS EPISODES: ___MANIC___PANIC ATTACK 
___MAJOR DEP___PSYCHOSIS___ADHD 
 
OTHER CURRENT SYMPTOMS     LIST CURRENT MEDS 
         WHO PRESCRIBED MEDICATION? 
___THOUGHTS OF SUICIDE/HOMICIDE___PLAN 
___SLEEP DISTURBANCE ___DEPRESSION 
___APPETITE CHANGE ___OBSESSIONS/COMPULSIONS 
___ANXIETY ATTACKS ___LACK OF INTEREST 
___POOR CONCENTRATION___HOPELESS 
___CRYING SPELLS  ___ENERGY CHANGES 
___WORTHLESS 
 
HAVE YOU EVER USED THE BELOW? (include how much and how long used)  
__________alcohol __________sedatives    LIST PREVIOUS  MEDS 
__________cocaine __________caffeine    WHO PRESCRIBED MEDICATIONS? 

__________stimulants __________tobacco 
__________marijuana __________other 
__________hallucinogens 
 
 
DO YOU HAVE ALLERGIES TO FOOD OR DRUGS?_______________________________________ 
HAVE YOU HAD SERIOUS INJURIES, ILLNESS, BROKEN BONES, ETC?____________________ 
_____________________________________________________________________________________ 
HAVE YOU HAD SURGERY?___________________________________________________________ 
HAVE YOU HAD BLOOD TRANSFUSIONS? WHEN?______________________________________ 
LAST DATE OF MENSTRUAL PERIOD, ARE THEY REGULAR, DATE OF ONSET?____________ 
MEDICAL PROBLEMS FOR WHICH YOU ARE CURRENTLY BEING TREATED?______________ 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
 



 
 
 
 
NAME_______________________________________________________________DATE__________ 
 
FAMILY HISTORY 
Relative Living?      How many?  Current Age? Present Health orCause of Death 
Father  Y / N    __________ ________________________________ 
Mother  Y / N    __________ ________________________________ 
Spouse  Y / N    __________ ________________________________ 
Brothers Y / N  ______ ___ __________ ________________________________ 
Sisters  Y / N  ______ ___ __________ ________________________________ 
Children Living: list names, ages, and state of health  (Include#children deceased, ages, cause of 
death) 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
Are you married?    Y / N   How many years? _________  Spouse’s name _________________________ 
How many previous marriages? ___________ 
 

BELOW – OFFICE USE ONLY 
 

MSE:   WITHDRAWN  PHYSICAL DISTRESS  ALERT  ORIENTATION______ 
SLEEP ______________________________________________________________________________ 
SUICIDAL/HOMICIDAL THOUGHTS _________PLANS ________NO HARM CONTRACT ______ 
JUDGEMENT/INSIGHT _______________NORMAL 
THOUGHT FLOW:   FL OF IDEA ______LOOSE ASSOC______HALLUCINATIONS_____________ 
DELUSIONS________PSYCHOSIS______TANGENTIAL________ 
AFFECT:  BROAD _____CONSTRICTED ______FLAT ______EXPANSIVE_______LABILE 
BEHAVIOR:CALM____COOPERATIVE_____GUARDED_____HOSTILE_____ 
SPEECH:____LOGICAL______COHENT_____PRESSURED______SLOWED_____ 
SOCIAL HISTORY: 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
DIAGNOSTIC IMPRESSION:   NEW MEDICATION  Preg warn________ 
AXIS I:          Side effect________ 
 
AXIS II: 
 
AXIS III: 
 
AXIS IV: STRESSORS:    TARGET SYMPTOMS/TRTMT PLAN 
 
AXIS V: GAF current (1-90)  highest (1-90) 
 
 
 
SIGNATURE____________________________________________________DATE________________ 
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