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Dear New Patient:

We welcome you to the practice of Emily Leinen, PMHNP. We appreciate the confidence you place in us
as one of your health care providers, and thank you for choosing Promise.

We have some important reminders to inform you of so you can have an excellent experience while -
visiting our office. You are very important to us, and each appointment is valuable.

e We ask that you arrive 20 minutes before your scheduled appointment.

e Asa Psych NP, Emily is considered a specialty practice. While billing will be handled the same,
your copay or deductible may be a little higher.

e Ifyou need to cancel.or reschedule ydur appointment, please call us at 712-722-1700 as soon

as possible.
» PMHNP office hours are as follows:
e Monday CLOSED
e Tuesday and Wednesday 8:00 am-7:00 pm
» Thursday and Friday 8:00 am-5:00 pm.
Refills will be completed during office hours only
e Please park in the parking lot across the street from Promise

Enclosed you will find new patient paperwork. Please return completed paperwork to our office via mail,
email, or by dropping it off at our office. Once we have received your completed paperwork, the nurse
will reach out to you to schedule an appointment.

Email: medicalrecords@promisechc.org

Mail: 33 4 Street NW
Attn: Medical Records
Sioux Center, |1A 51250

You will be receiving a reminder call or text from our automated service prior to your appointment. If you
have any questions, please feel free to call our office at 712-722-1700. We look forward to meeting you.

Emily Leinen, PMHNP
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Patient Name: DOB: / / Date: / /

Reason for visit:

Do you have a legal guardian? ~ YES NO Name of guardian:
Referring person/provider: Primary provider:
Pharmacy:

Circle any symptoms below that you are currently having (circle all that apply):

Anxiety Depression Mood problems Irritability/anger Suicidal thoughts Sleep problems

Seeing things Hearing things Impulsiveness Substance abuse Concentration problems Memory problems

Other symptoms of concern:

Allergies to medications?  YES ~ NO

Current Medications:
Name of medication: Dose: Number of times taken daily:

Past Psychiatric Medications:
Name of medication: Dose: |Approx dates started & stopped:| Reason discontinued/reactions or intolerances:

PHQ 2: Over the last 2 weeks, how often have you been bothered by the following problems? (circle an answer for each)
Little interest or pleasure in doing things: Notatall ~ Several days (+1)  More than half the days (+2)  Nearly every day (+3)

Feeling down, depressed or hopeless: Notatall  Severaldays(+1)  More than half the days (+2) ~ Nearly every day (+3)

Problems at home/work/school/socially because of symptoms: (please score 0-10, with 0 being none)
Problems at work/school; — /10 Problems soclally: —— /10

Problems with family life/home responsibilities: — /10

~meve A
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Patient Name:

Growing Up Place of birth: Place you grew up:
Were your parents: Married  Divorced  Single  Other:

Do they remain married: YES NO  Who raised you?

Step parents: YES NO Other guardian caretaker:
Siblings: YES NO Number of brothers: Number of sisters:
Step-siblings: YES NO  Number of step-brothers: Number of step-sisters:

Others you were raised with: YES NO
Life Growing Up (circle all that abp!y):
Safe Happy Content Good
Unsafe Unhappy Not content Bad Bullied

Other:

Current Living Situation Place you live now: Others that live in the home:
Current matital status:  Single Married  Partner. Other:

Previous marriages: YES NO
Do you currently feel? (circle all that apply):

Safe Happy Content Good
Unsafe Unhappy Not content Bad Bullied
Other: i
Children YES NO Number of sons: Number of daughters:
Step-children: YES NO Number of step-sons: Number of step-daughters:

Provide details if desired:

Support System (who provides you with emotional support)

Education .
Highest grade? Did you graduate? YES NO From: GED? YES NO
College: YES NO Did you graduate? YES NO Major/degree:
Learning disabilities/special ed:
Work History (what types of jobs have you had and/or do you have)
Military history?  YES NO Branch? Years served?
Legal Problems or Charges YES  NO Currentlegal charges:
Past: Probation/parole:
History of violence:
Substance Abuse History
Substance type First age of use Frequency of use when using | Typical amountused | Lastuse
Alcohol
Marijuana

Cocaine/crack/meth

Hallucinogens

Heroin/opiates

Prescription drugs

Caffeine use

Nicotine (circle type)
Cigarettes  Cigars  Pipe  Chew

Other (bath salts/K2):

Drug of choice:

History of alcohol withdrawal (seizures-shakes-tremors-hallucinations):

Y = )




Patient Name:

Treatment History

Drug/alcohol treatment

No

Yes Dates

Provider/treatment facility

Treatment: AA/NA

Outpatient

IOP

(Short or long) term residential

Current medical provider:

MEDICAL HISTORY

Current health concerns or diagnoses:

;777 Birth control method: ___

'FEMALES ONLY Last menstrual period:__/

Premenstrual symptoms:

Other symptoms (hot flashes, etc):

'Only if pregnant or planning on becoming pregnant
Prenatal classes:

OB doctor:

Number of pregnancies:

Number of children:

Breast

Bottle

Hand dominance: Left

Right

Surgical History (check those for which you have a current or past history of}:

Adencidectomy Gallbladder Knee replacement Tonsillectomy
Appendectomy Gastric bypass Right Left Tubal ligation
Colectomy Hernla repair Liver biopsy Heart surgery/CABG
Colonoscopy Hysterectomy Sinus surgery Heart stent/valve
Colostomy Hip replacement Small bowel resection Pacemaker
C-section Right Left Defibrillator

Other surgical procedures:

Medical Review of Systems (check those for which you have a current or past history of}:

Alcohol dependence

Gastrointestinal/colorectal

Musculoskeletal

Breast problems

> Cancer

> Broken bones

> Muscle damage/tears

Cancer > Celiac disease
> Type > Constipation > Osteocarthritis
Cardiovascular/heart > Crohn’s disease/ulcerative colitis > Use wheelchair/walker/cane
> High blood pressure/hypertension > Diarrhea Respiratory
Head/brain > GERD/Reflux > Asthma
> Concussion > Irritable bowel disease > COPD

> Traumatic brain injury

> Peptic ulcer

> Emphysema

> Selzures Endocrine > History of bronchitis
> Stroke/cerebral vascular accldent > Thyroid Problems > History of pneumonia
> TIA/transient Ischemic attack > Diabetes Urinary problems

High cholesterol

> PCOS (poly cystic ovarian syndrome)

Vascular problems

Liver disease

Autoimmune

> Gastric or esophageal varices

> Cirrhosls > Rheumatoid arthritis > Blood clots
> Hepatits A B C » Lupus Weakness, general
Gallbladder problems Pancreatitis Other
Constitutional YES Eyes YES Gl YES Endo/heme/allergies YES




PLEASE ANSWER YES OR NO ON THE LINE FOLLOWING EACH SENTENCE,

Do you notlee that your mood and/or energy levels shift drastically from tima ta time?
Do you riotlce that, at thmes, your mood andlor eriergy lavel Is very low, and at other times, very high?

Puring your “low" phases, do you often feel a lack of energy; 2 need to stay In bed or get extra sleap; and lfttle or no
motivation to do things you need o dof

Da you often put on weight during thesa perlodst

During low phases, do you often feel “blue,” sad all the time, or depressed?

Sometimes, during these low phases, do you feel hopeless or even suicldall

Is your ability to function at worlc impaired or are you socally impaired?

" Do these low phases typtcally Jast for a few weels, but sometimes they last only a faw dayst

Sometimes with this type of pattern, you may experlence a period of “normal” mood In between mood swings, during
which your mood and energy lavel fasl “right” and your ability to function Js not disturbed?

Do you then notlce a marked shift or “switch™ in the way you feel?

Poes your energy Increase sbove what Is norrmal for you, and do you often get: many things dona thit you would not
ordinarfly be able to do? -

Sometimes, durlfg these “high” periods, do you feel as If you hava too much enargy or feel “hyper'?

Do yau, durlng-thesa high perlods, feel Irritable, “on edge” or aggressive?

Do you, durlng these high pertods, take on too many actlvities at once?

During these hlgh periods, do you spend monay in ways that causa you trouble?

Are you mare talkative, outgolng, or sexual during these perfods?,
Sometimes, does your behavior during these high periods seem strangs or annoying to othersl
Do you sometimes get Into difficulty with co-workers or the polics, during these high periods?
Sometimes, do you Increase your alcohol or non-prescription drug use during thess high perfods?

Now that you have read this passage, please chieck one of the following four hoxes:

IT This story fits me very well or almost. perfactly,

[T This story fits.ma falrly well.
[1 This story fits'me to some degree, but not In most respects.

1 This story does not really describe me at all,



PATIENT HEALTH QUESTIONNAIRE-9

(PHQ-9)

Over the Jast 2 weeks, how often have you been bothered More Nearly
by any of the following problems? Several thanhalf  every
(Use “¢” to indjcate your answer) Not at all days  the days day
1. Little interest or pleasure in doing things 0 1 2 3

2. Feeling down, depressed, or hopeless 0 1 2 3

3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3
4. Feeling tired or having little energy 0 1 2 3
5. Poor appetite or overeating 0 1 2 3

6. Feeling bad about yourself — or that you are a failure or 0 1 o 3

have let yourself or your family down

7. Trouble concentrating on things, such as reading the 0 1 2 3
newspaper or watching television

8. Moving or speaking so slowly that other people couid have
noticed? Or the opposite — being so fidgety or restless 0 1 2 3
that you have been moving around a lot more than usual

9. Thoughts that you would be better off dead or of hurting 0 1 9 3
yourself in some way

ForOFFICECODING _ 0+ + +
=Total Score:

If you checked off any problems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?

Not difficult Somewhat Very Extremely
at all difficult difficult difficult
O O O O

Developed by Drs. Robert L. Spltzer, Janet B.W, Williams, Kurt Kroenke and colleagues, with an educational grant from
Pfizer Inc. No permisslon required to reproduce, translate, display or distribute,



More than

Over the last 2 weeks, how often have you Not Several half th Nearly
been bothered by the following problems? at all days Zayse every day
(Use “¢” to indicate your answer)
1. Feeling nervous, anxious or on edge 0 1 2 3
2. Not being able to stop or control worrying 0 1 : 2 3
3. Worrying too much about different things 0 1 2 3
4, Trouble relaxing 0 1 2 3
5. Being so restless that it is hard to sit still 0 1 2 3
6. Becoming easily annoyed or irritable 0 1 2 3
7. Feeling afraid as if something awful 0 1 2 3
might happen
(For office coding: Total Score T = + + )

Developed by Drs. Robert L. Spitzer, Jaﬁet B.W. Williams, Kurt Kroenke and colleagues, with an
educational grant from Pfizer Inc. No permission required to reproduce, translate, display or distribute.



PLEASE INDICATE WHETHER YES OR NO IS THE BEST ANSWER FOR YOU:
I, Have any of your closest relationships been troubled by a lot: of arguments of repeated brealkups?

2, Mave you daliberately hurt yourself physically (e.g punched yourself, cut yourself, burnad yourself)!
How about made z sutdde attempt!

3. Have you had af, least 3 other problems with Impulsivity (e.g eating blnges and spending spraas,
drinking too much and verbal outbursts)?

4, Have you bean extremely moodyl
5. Have you felt; very angry a lot of the time? How about often acted in an angry or sarcastic manner!

6. Have you been distrustful of other paople?

7. Have you frequently felt unreal or as if things around you were unreal?

8. Hava you chronleally felt empty? .
9, Have you often felt that you had no Idea of who you are or that you have no Identity?

[0, Have.you made desperate efforts to avold feeling abandoned or being abandoned (a.g. repeatedly
called someone tarreassure yourself that: he or she still cared, begged them not to leave you,

clung to them physically)?

My feelings towards food and body...?

| feel out, of control with my eating

| dislike my body

] arm always trying to control my welght

| often binge eat and then try to get rid of calorles

| sldp meals to control my welght

[ am sacreﬁv«a about my eating

| gt anxious when | don't exerclse

Others say | have lost 2 Jot of weight In a short pertod of time
My menstrual periods are Irregufar or have stopped completely
[ am scared of Weight gain

Sometimes | yomit after eating

| use diet pills, laxatives or other substances to control my welght
| believe | am oyerweight even though others tell me | am not

| don't deserve to eat and feel gullty If [ do

| isolate myself from others because of the way | look or
becausa food my be involved

| ='YES
| = YES

| =YES
| = YES
| = YES
| = YES
| = YES
| = YES
| ='YES

| = YES

0 =NO
0=NO
0 =NO
0 =NO
0 =NO
0 =NO
0 =NO



s
Instructions: Check (') the answer that best applies to you.

1. Has there ever been a period of time when you were not your usual self and...

...you felt so good or so hyper that other people thought you were not your
normal self or you were so hyper that you got into trouble?

...you were so Irritable that you shouted at people or started fights or arguments?

...you felt much more self-confident than usual?

...you got much less sleep than usual and found you didn't really miss it?

...you were much more talkative or spoke faster than usual?

...thoughts raced through your head or you couldn't slow your mind down?

...you were so easily distracted by things around you that you had trouble
concentrating or staying on track?

...you had much more energy than usual?

...you were much more active or did many more things than usual?

...you were much more social or outgoing than usual, for example, you
telephoned friends in the middle of the night?

...you were much more interested in sex than usual?

...you did things that were unusual for you or that other people might have
thought were excessive, foolish, or risky?

...spending money got you or your family in trouble?

2. If you checked' YES to more than one of the above, have several of these ever
happened during the same period of time? Please check 1 response only.

O O] O OO 0|0 O 00000 O

O OO |00 |00 0000000

3. How much of a problem did any of these cause you — like being able to work;
having family, money, or legal troubles; getting into arguments or fights?
Please check 1 response only.

O No problem O Minor problem O Moderate problem O Serious problem

4, Have any of your blood relatives (e, children, siblings, parents, grandparents, O
aunts, uncles) had manic-depressive illness or bipolar disorder?

O

5. Has a health professional ever told you that you have manic-depressive illness O
or bipolar disorder?

O

This questionnaire should be used as a starting point. It is not a substitute for a full medical evaluation.
Bipolar disorder Is a complex iliness, and an accurate, thorough diagnosis can only be made through

a personal evaluation by your doctor.

Adapted from Hirschfeld R, Willlams J, Spitzer RL, et al. Development and valldation of a screening Instrument for bipolar spectrum

disorder: thg Mood Disorder Questicnnaire. Am J Psychlatry. 2000;157:1873-1875.




