MEDICAL QUESTIONNAIRE

(The information requested in these questionnaires is held in confidence)

Name_____________________________________________________________________________________

Are you currently seeing or have you seen a counselor, therapist, or psychiatrist?
Yes______   No______ If yes, give name, dates, and phone number: 

Name of Therapist__________________________ Dates:_____________________Phone_________________

Reason you were seen________________________________________________________________________

If you are no longer seeing the therapist, why did you terminate?______________________________________


__________________________________________________________________________________________

Did you win in therapy? Yes__ No__ N/A__ (You are winning in therapy if what you and your therapist are doing is handling the situations(s) for which you are in therapy)

If you are currently seeing a counselor, therapist, or psychiatrist, have you advised your therapist that you are going to attend the Self-Awareness Weekend?  Yes__ No__ N/A__

Has your therapist verbally OK’d your doing the Self-Awareness Weekend? Yes__ No__ N/A 

Do you have access to follow up counseling / support after SAW?  Yes___  No____

Are you currently being seen by a medical physician? Yes__ No__  If yes, please provide the following:

Name of physician_______________________________ Phone#_____________________________________

Addres_______________________________________City__________________State_______ Zip_________

If currently under the care of a physician, is there anything we need to be aware of concerning your physical condition during the Self-Awareness Weekend?  Yes___ No___  N/A__  If yes, please describe:


Are there any medical problems we need to know about? Yes___ No___ N/A___ If yes, please describe:


Are you now or have you in the past abused drugs or alcohol? Yes___ No___ N/A___ If yes, please describe:

Are you currently taking any type of medication prescribed by your physician?   Yes___ No___ N/A____If yes, please list and reason for taking:

Are you taking the medication correctly?  Yes___ No__  If no, please explain why:

