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MENTAL HEALTH DATA FORM 

 
 
Client’s Name: _________________________________________________________________ 
 
Treatment Coordinator/Therapist: ______________________________ Phone: _____________ 
 

Presenting Problems 
______________________________________________________________________________ 
______________________________________________________________________________ 
_________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 

 
Diagnosis (DSM-IVTR) 

Axis I ________________________________________________________________________ 
Axis II _______________________________________________________________________ 
Axis III ______________________________________________________________________ 
Axis IV ______________________________________________________________________ 
Axis V (GAF) _________________________________________________________________ 

 
History 

______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

 
Current Medications 

 
Drug                         Dose                         Route                         Time                         Purpose                
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 

Psychiatric Treatment History 
 

Where   When   Diagnosis 
 
Current Therapy 
 
Outpatient Therapy 
 
Inpatient Therapy 

 
 

552 North Roast Meat Hill Road ●  Killingworth, Connecticut 06419 
860-663-2495 ● Fax 860-452-4202 ● www.hilltoptrp.org 


