University of Denver

Student Health and Counseling Center
Ritchie Center 3-N

Denver, CO 80208

303-871-3511
Today’s Date: _______________________


**  This is a strictly confidential patient medical record. 







Redisclosure or transfer is expressly prohibited by law.
First Name:  _______________________________

Social Security Number: ______________________
Last Name:  ________________________________

DU Identification Number: ___________________
Address:  __________________________________

Gender: _________________________
City:  _____________________________________ 

Birth Date: ______________________
State/Zip:  _________________________________ 

Age: ____________
Home Phone: ________________________ 

Ethnicity: ___________________________________
Cell/Work:  ___________________________ 

Sexual Orientation: ___________________________
Email: ______________________________________
DU Status:    ___ DU Student
     ___University College
Okay to Leave Message at Home? Yes ___  No ____

        ___ Iliff Student 
     ___ Faculty/Staff
Okay to Leave Message on Cell? Yes ___  No ___
        

        ___Women’s College     ___ DU High School
Prefer communication by email? Yes ___  No ___
Student Information:




Faculty/Staff Information:
Undergraduate ___  
Graduate ___


Dept/Office: ____________________________
Year: 1 ⁭ 2 ⁭ 3 ⁭ 4 ⁭ 5+ ⁭



Date of Hire: ___________________________
Major/Field: ___________________________

Job title: _______________________________
Relationship Status:


 

Disability:
___ Single      
         
___ Committed Relationship
___ No Disability  

___ Physical

___ Married
         
___ Separated


___ Hearing Impaired   

___ Learning

___ Divorced 
         
___ Widowed


___ Visual
         

___ Other: _________

Current Religious/Cultural Affiliation(s):
_________________________________________________
_________________________________________________

Referral: 





Are you required to come to counseling?  __No  __ Yes
Who referred you? _________________________

If Yes, by whom: ____________________________







Insurance Information:




Emergency Contact:
DU Student Health Insurance  __________________

Name: __________________ Phone: _____________
Other Company: Name ________________________

Address: ____________________________________
Have you visited the Counseling Center’s website? 

Yes
No

Have you taken any of the Counseling Center’s Online Screenings (available through our website)?
Yes
No
If so, which one(s): _____________________________________________________
Have you used the Counselor on Call system? 
Yes 
No
What type of service are you requesting? 

__  One Time Consultation
___  1-3 Sessions of Problem-Solving Help
___  5-7 Sessions of  Counseling

___  Long-Term Counseling
___  Medication Only
___  Unsure
___  Other:________________
Current areas of concern. May check more than one. Please circle top concern. 
__ Academic/educational 

__ Eating issues/Body Image 

__ Racial 

__ Alcohol/other drug concerns 
__ Family 



__ Relationship/Marital 

__ Anger 


__ Financial 



__ Sexual Concern 

__ Anxiety 


__ Legal 



__ Spiritual/Religious 

__ Career/Job related 

__ Loneliness 



__ Other: _______________ 
__ Cultural/Cross-Cultural 
__ Loss/Grief/Death 

__ Depression 


__ Medical/Physical 

__ Discrimination/Harassment 
__ Physical abuse/assault
Describe the reason you are requesting assistance: __________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
Level of Distress: 



Due to my distress, I am considering:
Circle the number that indicates the extent to 
 Student 


EAP
which this distress is affecting your academic 
 ___ Withdrawing
____ Resigning

and/or job performance: 


 ___ Transferring 
____ Transfer to new dept.
1         2          3          4          5 


 ___ Not enrolling
____ Other:  __________ 
Not at all         Somewhat             Extremely


         next quarter
Are you currently experiencing thoughts of hurting yourself? 
Yes 
No 

Have you ever experienced thoughts of hurting yourself? 
Yes 
No 

Have you ever attempted suicide? 
Yes 
No 

Are experiencing thoughts of hurting others physically? 
Yes 
No 

Have you ever physically hurt others? 
Yes 
No
Have you had previous counseling? 
Yes 
No 

Dates

Provider


Reasons for Treatment

____________
___________________
_______________________________________________ 

____________
___________________
_______________________________________________
Have you ever been hospitalized for a psychological problem, suicide attempt or drug/alcohol problem? 
Yes
No
If Yes, When? ____________ 
Where? ___________________________ 
For how long?_________________ 

Have you ever had a problem with alcohol or other drugs? 
Yes 
No 
Have you ever used alcohol?
Yes
No
If yes, age at first use: _________
Do you use alcohol now? 
Yes 
No 

What kinds? _____________________________________________ 

How much daily? _____________________ 
How much weekly? ____________________________ 

Have you ever used recreational drugs?
Yes
No
If yes, age at first use: ______
Do you use recreational drugs now? 
Yes 
No 

What kinds? _____________________________________________ 

How much daily? _____________________ 
How much weekly? ____________________________ 

Are you currently taking prescribed or over the counter medications? 
Yes 
No 

Name(s): ______________________________________ 
What for? ____________________________

Do you have any medical problems? 
Yes 
No 

Describe: ________________________________________________________________________________________
From whom or where do you receive medical care? ______________________________________________________

When was your most recent complete physical exam? ____________________________________________________
	Family of Origin Information

	Relative


	Name
	Age (or date & cause of death)
	Occupation/School

	Parent
	
	
	

	Parent
	
	
	

	Stepparents
	
	
	

	
	
	
	

	Grandparents
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	Current Family Information

	Relative


	Name
	Age (or date & cause of death)
	Occupation/School

	Spouse/Partner
	
	
	

	
	
	
	

	Children
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Family Medical/Psychiatric/Legal History

	
	Family member/ relation to you
	Type of problem
	Dates/age when problem experienced

	List any medical problems experienced by family members
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	List any psychiatric problems experienced by family members
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	List any legal problems experienced by family members
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Use these spaces to describe any other family history you feel is important for us to know
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