“TheraPrep” Appointment Preparation www.MyTherapySession.com
Review of Questions

Confirm Profile
First Name: Middle Name: Last Name:
Date of Birth: Gender:
mm/dd/yyyy Male © Female
Partnership

Help with emotional problems starts with reflecting on and organizing your concerns. Itis recommended
that you work through your concerns with the help of another individual; during the assessment phase, the
perspective of others close to you is also helpful. If you are comfortable with the idea, then complete this
with a trusted friend or family member who knows you well. Are you ready to get started?
Are you willing to fill this out with another individual?

Yes © No

If another individual is helping you, who are they and what relationship do
you have with them?

WholsHelping:
Relationship:

[ insentrecord |

Please Conujue.., ]

Appointment Details

Select an appointment for which vou are generating this report from the table below by clicking the checkbox.

If your appointment does not exist in the table below, € click here to add a scheduled intment.
(To edit an appointment, click on the provider name.)

Select Appt Here Provider Scheduled Appt Date Scheduled Appt Hour Reason for Visit
Brent R Covle, M.D. 12/16/2012 10:30 AM Other
Emergency Contact

In case of emergency contact:*

First Name: Last Name:

Phone: Relationship to you:

| Save and Continue
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Add Medication Here

Current Medications

Name

"Effexor XR'/ Venlafaxine 150mg
"Desyrel’/Trazodone 5omg

Previous Medications
Name
"Paxil"/ Paroxetine 20mg

General Health

Weight BMI

Height (feet):* (inches):* @bs)*  (Calculate):

My weightis:* My appetiteis:* Nutrition:

Total hours
sleep: *

=]

Which is:* What interferes with your sleep (if you can say)?

Pl Other addictions,
Any pain?* eua })* Nicotine use? Alcohol use?™ non-prescribed or illegal
exercise?
drugs?*
) Yes @ No © Yes © No Yes ") No Yes D No © Yes © No
Please list your known medical problems:* Describe your general health:*

|
| Please Continue..

Vitals

Enter the following vital signs only if you have the capability of monitoring them (leave
them blank otherwise).

Concern about your vital

signs:
[=]

Blood pressure: Heartrate: Temperature: Respiratory rate:

Save and Confinue

Medications

(Click directly on any medication name to modify.)

Dose Reason Usage Side Effect  Date Started
one each day Raised my mood As Prescribe o1/20/1999
One at night Help me sleep < Prescribed o1/20/1999
Dose Reason Usage Date Stopped
one each day Raised my mood o1/30/1960

Please Continue...
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Other Questions

Stopping Reason
Couldn't afford
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