HEALTHY BEHAVIOR SURVEY FORM

Name: 







Today’s date: 





Your doctor has arranged for you to answer these brief health-related questions so that we can better understand what health care services would be most helpful to you.  Your responses will only be read by medical staff and staff from the behavioral health team working with us.

If you indicate that you want assistance with any of the issues addressed in these questions, your doctor will discuss services that may benefit you.  Please give this form to the staff when you are done.  If you would prefer not to complete this form, please do not mark on it, and return it to the staff.  Thank you for your assistance and cooperation.  
Please circle YES or NO to indicate your response to each of the following questions:

	1.  Do you have trouble falling asleep, staying asleep, or feeling rested after sleep?  
	NO
	YES

	2.  Do you sleep at least 6 hours most nights?
	YES
	NO

	3.  Do you smoke cigarettes?
	NO
	YES

	4.  Do you eat a diet that includes a variety of foods, including fruits and vegetables, every day?  
	YES
	NO

	5.  Do you feel sad or depressed a lot?
	NO
	YES

	6.  Do you exercise on a regular basis (at least 2 times a week)?
	YES
	NO

	7.  Do you feel anxious or worried a lot of the time, or do you have panic attacks?  
	NO
	YES

	8.  Do you feel you have enough support from others?
	YES
	NO

	9.  Are you irritable or easily angered?  
	NO
	YES

	10. Do you have difficulties or problems in relationships with people who are important to you?  
	NO
	YES

	11. Do you have trouble managing stress, or worry about your ability to cope with life’s challenges?
	NO
	YES

	12. Do you have any trouble following your doctors’ recommendations for treatment or for a healthy lifestyle?
	NO
	YES

	13. Have you ever experienced a traumatic event that continues to bother you?
	NO
	YES

	14. Do you have trouble communicating your concerns with your doctor?
	NO
	YES

	15. Do you ever feel the need to cut down on your drinking?
	NO
	YES

	16. Do you ever feel annoyed by others criticizing your drinking?
	NO
	YES

	17. Do you use any drugs that are not prescribed for you or in ways they are not intended to be used?
	NO
	YES

	18. Do you have any difficulties in your sexual relationship or behaviors?
	NO
	YES

	19. Do you experience persistent or chronic pain?
	NO
	YES

	20. Are you interested in meeting with a clinician to get assistance with any of the above issues?
	NO
	YES


For Doctor’s use: Reviewed 
  (initials) 




Referral made to behavioral health clinician □
C
Psychological Centers, Inc.


765 Allens Avenue, Suite 102	(401) 490-8900 Fax: 490-2619


Providence, Rhode Island 02905	www.PsychologicalCenters.com
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