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Anxiety or OCD Screening Questions
Please answer each question.
1). Patient Name: ___________________________________
2). Preferred Name: _______________________________    Pronouns: She / He
3). Insurance Carrier: _____________________ Member ID#: _________________
4). DOB ________________ Age: ________
5). Full Address: ______________________________________
6). Preferred Phone Number #: _________________ Mobile   Home   Work
7). Is it okay to leave a message at this number?   Y / N
8). Patient E-mail address: __________________________
9). Have you ever been diagnosed or treated for (Anxiety/OCD) before?
10). Brief explanation of symptoms (please ask for examples of the behavior, i.e. what type of OCD actions, what type of Anxiety response):


11). Is there any family history?

12). Are you taking any medications? What medications and who prescribed them?

13). Is there any other information or diagnosis you would like to make us aware of?

14). What would be your hope for the result of the visit?

15). Do you have a history of substance abuse?
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