SMU Personal Data Sheet

214-768-CAPS (2277)

Do you consider yourself in a Mental Health emergency?  ____ Yes   ____ No 

If Yes, please come to the Health Center immediately, if during business hours (8:30-5:00).  If not during business hours, call 214-768-2860 and follow the directions on the recording to get in touch with the professional on call. 

If you would like to make an appointment, bring this completed form to the Memorial Health Center, 2nd floor to make an appointment.  

Please check only those categories for which you are seeking help.

	____ Individual Counseling/Therapy
	____ Couples Counseling

	____ Evaluation for medication
	____ Educational Testing (to determine a

          learning disability and/or ADD/ADHD


Date ____________ 

Last Name _______________________________First Name_______________________________ 

Middle Name ________________________Nickname/Preferred Name _______________________

SMU ID________________________________ SSN______________________________________

Date of Birth _____________ Age ________ Sex _______

Address _________________________________________City/State/Zip _____________________

Mailing Address (if different) ______________________________ City/State/Zip ________________

Campus Phone _______________ Cell Phone _________________ Work Phone _______________

(Please circle if we can leave a message)

Emergency Contact _____________________ Relationship ____________ Phone ______________

Class: 1styr__ 2ndyr__ 3rdyr__4thyr__5thyr__Grad__ 
  College (circle):  Dedman  Meadows  SEAS  Perkins  Law  Cox 

Year entered started college:  19___      20___

 Greek Life:   Y
    N

Chapter: __________________

Course hours this semester: ______ Employment: ________________________________ Hours per week: __________

Are you an international student?  Yes____ What country? _______________________________________No____

Are you a transfer student?      Y       N    

Marital Status (circle): Single
Married

Separated
Divorced
Widowed
Co-habiting    
Parents: _________________________________________________________________________________________

Parents Marital Status (circle): 
Single        Married           Separated
  Divorced
  Widowed
   Co-habitating

How did you learn about our services?  ___________________________________________

	Optional Questions

The questions below are optional and will only be used for statistical reports. Your cooperation is appreciated.
Religious Preference: _______________________________________________________________________________

Race/Ethnicity (circle):      African American/Black     Caucasian/White     Multi-Ethnic     Mexican American/Chicano

                                          American Indian/Native American/Alaskan Native     Puerto Rican     Asian/Pacific American

                                          Hispanic/Latino     Middle Eastern    Other______________________


Name: _____________________________________________ Date: _____________________

Please summarize the issues for which you are seeking help.  If there is more than one reason, rank them with “1” being the most important.

1. _______________________________________________________________________________________________

2. _______________________________________________________________________________________________

3. _______________________________________________________________________________________________

Circle the number that represents the severity of your concerns.

Not Severe

1

2

3

4

5

Very Severe

Please list any medical conditions which you currently have or have had in the past with the dates of treatment:

_________________________________________________________________________________________________

_________________________________________________________________________________________________

List any medications you have taken within the past two years with the date and duration medication was prescribed: 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

List any medications you are allergic to with the reaction caused by the medication:  ______________________________

_________________________________________________________________________________________________ 

List dates and reasons for hospitalization: _______________________________________________________________

_________________________________________________________________________________________________

Have you had ever been in psychological counseling or had psychiatric treatment?  If so, please list prior treatment(s), dates and from whom you received treatment:

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Did the following occur in your family?
	Parents divorced or permanently separated before you were 18
	
	
	

	Frequent hostile arguing among family members
	
	
	

	Death of parent(s) before you were 18
	
	
	

	Parent(s) with a drinking/drug/gambling problem (circle)
	
	
	

	Physical/sexual abuse in your family (circle)
	
	
	

	Rape/assault of yourself or family member
	
	
	

	Family member hospitalized for emotional problems
	
	
	

	Family member diagnosed with a mental disorder
	
	
	

	Family member attempted/committed suicide
	
	
	

	Family member with a debilitating illness, injury or handicap
	
	
	













Yes   
         No

Unsure

Please circle the number preceding the following by which you are currently distressed:

	
	Severity Markers Symptom List


	DO NOT WRITE IN THIS AREA/Clinician Only

	1.
	Overwhelming Anxiety, fear, panic or worry
	

	2.
	General Anxiety, fear, panic or worry
	

	3.
	Test anxiety or performance anxiety
	

	4.
	Problems managing stress
	

	5.
	Perfectionism
	

	
	
	

	6.
	Not attending classes
	

	7.
	Unable to maintain academic work
	

	8.
	Adjustment to SMU and college life
	

	9.
	Academics, school work or grades
	

	10.
	Study skills or problems reading
	

	11.
	Uncertain about career or life after graduation
	

	
	
	

	12.
	Alcohol or drug problems
	

	13.
	Internet/online abuse (video games, social networking etc.)
	

	14.
	Gambling
	

	
	
	

	15.
	Significantly impaired memory, concentration, and attention
	

	16.
	General problems with memory, concentration, and attention
	

	17.
	Confusion about beliefs or values
	

	18.
	Decisions about your career or major
	

	
	
	

	19.
	Need ADHD/Add Medications
	

	20.
	ADHD Evaluation Report available 
(consent signed)
	

	
	
	

	21.
	Severe depression or anxious mood almost daily
	

	22.
	General depression from time to time
	

	23.
	Severe fatigue or energy loss
	

	24.
	Hopelessness
	

	25.
	Not wanting to do things you enjoy, decrease in leisure activities
	

	26.
	Significant problems sleeping (insomnia, sleeping too much, etc.)
	

	
	
	

	27.
	Suicidal thoughts
	

	28.
	Suicidal plans
	

	29.
	Suicidal intent
	

	30.
	Recently attempted suicide (within the last 6 months)
	

	31.
	Hurting yourself, cutting or burning yourself
	

	32.
	Significant mood swings
	

	33.
	Feeling moody
	

	34.
	Impulsive or reckless/illegal behavior
	

	35.
	Significant anger towards others or thoughts of seriously hurting someone else
	

	36.
	General irritability
	


Name: __________________________________________________________________  Date: _________________________________

	37.
	Eating problems or significant decrease/increase in appetite
	

	38.
	Eating problems such as binging and vomiting/dangerous dieting/using laxatives etc.
	

	39.
	Eating problems such as fasting or avoiding food
	

	
	
	

	40.
	Weight or body image concerns
	

	
	
	

	41.
	Hearing voices, seeing things
	

	42.
	Paranoia
	

	43.
	Unable to function independently
	

	
	
	

	44.
	Physical health problems (headaches, stomach pains, etc.)
	

	45.
	Problem pregnancy
	

	
	
	

	46.
	Rape, sexual assault, unwanted sexual encounter
	

	
	
	

	47.
	Family relationship problems
	

	48.
	Developing independence from your family
	

	49.
	Homesickness
	

	50.
	Relationship problems with friends or roommates
	

	51.
	Relationship problems with romantic partner/spouse
	

	52.
	Break up or loss of a important relationship
	

	53.
	Problems making friends 
	

	54.
	Socially anxious or shyness with others
	

	
	
	

	55.
	Death or impending death of someone important
	

	
	
	

	56.
	Not managing hygiene, decrease in personal appearance
	

	57.
	Unable to maintain daily routine
	

	58.
	Problems with motivation or procrastination
	

	59.
	Time management
	

	60.
	Finances or concerns about money
	

	61.
	Discrimination due to ethnicity, race, or sexual orientation
	

	62.
	Religious or spiritual concerns
	

	63.
	Self-esteem or self-confidence issues
	

	64.
	Sexual concerns
	

	65.
	Sexual orientation or sexual identity concerns
	

	66.
	Sexually transmitted diseases
	

	
	
	

	67.
	Other: ___________________________________________
	


Name: ______________________________________________________________ Date: _____________________________________
