
 
 

 
Patient Information Form 

 
 
Patient first name: _________________  Last name: ___________________________ 
 

 
 
Home address: _____________________________      Apt. / Unit: ________________ 
 
City/State/Zip Code: _________________________________ 
 
 
Home Phone #: _________________________    Work#: ________________________  
 
Cell#:________________________  Email: ___________________________________ 
 
 

 

Emergency Contact Information 
 
 
Name of Emergency Contact: ______________________________________________ 
 
Relationship to patient: ___________________________________________________ 
 
Home phone #: _______________________  Work #:___________________________ 
 
Cell #: _____________________________ 

 
 
 

 

     PEACE OF MIND CENTER, LLC

  
Matthew R. Mills, M.D. • Psychiatrist

www.peaceofmindcenter.com
      askdrmills@gmail.com

Date of Birth: _____ / _____ / _____ 

1300 W. Belmont Avenue  • Suite 504 Chicago, IL  60657 Phone: 773.938.1595 Fax: 312.277.2530



PATIENT INFORMATION FORM 2

Medical Health

Please list all of your current medications:  (include over-the-counter medications)

          Name:           Dose:             How often: (e.g. once/day?)    When did you start 
                                                                                                        taking this medication?

Please list your allergies and describe reaction: (if none, write ‘none’)

Please list all MEDICAL hospitalizations you have had IN THE PAST 2 YEARS (if 
none, write ‘none’):

Please list any MEDICAL (ie; non-psychiatric) illnesses you have:  (if none, write 
‘none’)



PATIENT INFORMATION FORM 3

Mental Health

Have you been treated for a psychiatric problem in the past?                                     Y    N   

Have you been hospitalized for a psychiatric problem in the past?                             Y    N

Have you been hospitalized for a psychiatric problem                                               
IN THE PAST TWO YEARS?     Y    N

Have you ever suffered from an eating disorder?                                                        Y    N

Have you ever attempted suicide?                                                                                Y    N

Have you ever engaged in self-harming behaviors such as cutting   Y    N
or burning yourself?

Have any family members experienced psychiatric problems?                                   Y    N

If Yes, please describe (below):

Use of Potentially Addictive Substances

Do you smoke cigarettes?                                                                                            Y   N   

Have you (or others) felt you should cut down on alcoholic drinks?                         Y    N

Do you feel annoyed by others’ comments about your alcohol use?                           Y    N

Have you felt guilty recently about something you said or did while under       
the influence of alcohol ?          Y    N

Have you ever needed an ‘eye-opener’? In other words, have you needed
to use something the next morning, after using alcohol the day or night before, 
to stop withdrawal symptoms from occurring?   Y    N

Are you using or abusing any illicit substance (marijuana, cocaine,                           Y    N
amphetmaines, etc.)?                                                                                                    

If Yes, please describe:



PATIENT INFORMATION FORM 4

General

What qualities do you consider important in a physician / therapist?

If you could change / improve something about yourself, what would it be?

Who can you turn to for support during a crisis?

Is there anything you would like me to know that I have not asked you about?







Beck Anxiety Inventory  1

Beck Anxiety Inventory

Below is a list of common symptoms of anxiety.   Please carefully read each item in the list.  Indicate how much you 
have been bothered by that symptom during the past month, including today, by circling the number in the 
corresponding space in the column next to each symptom.

Not At All Mildly but it 
didn’t bother me 
much. 

Moderately - it 
wasn’t pleasant at 
times

Severely – it 
bothered me a lot

Numbness or tingling 0 1 2 3
Feeling hot 0 1 2 3
Wobbliness in legs 0 1 2 3
Unable to relax 0 1 2 3
Fear of worst 
happening

0 1 2 3

Dizzy or lightheaded 0 1 2 3
Heart pounding/racing 0 1 2 3
Unsteady 0 1 2 3
Terrified or afraid 0 1 2 3
Nervous 0 1 2 3
Feeling of choking 0 1 2 3
Hands trembling 0 1 2 3
Shaky / unsteady 0 1 2 3
Fear of losing control 0 1 2 3
Difficulty in breathing 0 1 2 3
Fear of dying 0 1 2 3
Scared 0 1 2 3
Indigestion 0 1 2 3
Faint / lightheaded 0 1 2 3
Face flushed 0 1 2 3
Hot/cold sweats 0 1 2 3

Column Sum

Scoring - Sum each column.   Then sum the column totals to achieve a grand score.  Write that 
score here ____________ .
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