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210 Main Ave SW,
Cullman, AL 35055
256.735.9475

Patient’s Full Name: _______________________________________________ Today’s Date: _______________
Date of Birth: ____/_____/_______Gender: ________________ SSN: ________________________________ 
Mailing address: ____________________________________________________________________________
City: ____________________________________ State: __________________ Zip: ______________
Email Address: _____________________________________________________________________
Cell (Default) ___________________ Home: _____________________ Work: ______________________
Emergency Contact Information: 
Name: ______________________________________________________________ 
Relationship to Patient: _____________________ Phone: __________________
Insurance Information:
Name of Insurance: __________________________________________________
ID/Contract Number: ______________________________________________ Group Number: ________________
Subscribers Name: ______________________________________________ Subscribers Birthdate: ___________
Relationship to Subscriber: ___________________________ 
Secondary Insurance:
Name of Insurance: __________________________________________________
ID/Contract Number: ______________________________________________ Group Number: ________________
Subscribers Name: ______________________________________________ Subscribers Birthdate: ___________
Relationship to Subscriber: ___________________________ 

How did you hear about Sound Mind?
_________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________

Current Care Team: 
Primary Care Physician: __________________________________________________________________________
Psychiatrist: ______________________________________________________________ Currently seeing? Y or N
Therapist: ________________________________________________________________ Currently seeing? Y or N

Brief Medical History:
Please list all present and past physicians - including all mental health professionals:
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
List any health issues you would like us to address: (chronic pain, depression, etc.)
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Other Current Medical Problems: (diabetes, heart disease, lung problems, etc.)
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Past Medical History: (Past major illness, hospitalizations, etc.)
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Do you have any of the following?		Circle below 		If yes,  when was it diagnosed?
Glaucoma					Y	N		______________________________________
Increased Intracranial Pressure		Y	N		______________________________________
Hydrocephalus				Y	N		______________________________________
Liver or Kidney Disease			Y	N		______________________________________
Chiari Malfunction				Y	N		______________________________________
Problems with Anesthesia			Y	N		______________________________________
Past Surgical History:
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Family History:
Have any of your close relatives (parent, sibling, child or grandparent) have/had any of the following:
Condition				Circle below		If YES, list relative
Depression				Y	N		______________________________________
Anxiety				Y	N		______________________________________
OCD					Y	N		______________________________________
PTSD					Y	N		______________________________________
Other Mood Disorder		Y	N		______________________________________
Alcoholism				Y	N		______________________________________
Drug Addiction			Y	N		______________________________________
Recreational Drug Use		Y	N		______________________________________
Other Substance Abuse		Y	N		______________________________________

Please outline your use of the following (past or present)
Product	          Current User	Quantity Per Day	Quantity Per Week	Past use?
Tobacco		Y	N	_________________________________________________________________
Vape			Y	N	_________________________________________________________________	
Recreational Drugs	Y	N	_________________________________________________________________	
Caffeine		Y	N	_________________________________________________________________
Alcohol		Y	N	_________________________________________________________________	
Other___________	Y	N	_________________________________________________________________




Treatments that you have tried in the past for your conditions include:
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
What are your health goals?
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Medications:
Current medications:
Name: _________________________________ Dose: ______________ Prescribing Physician: ________________
Name: _________________________________ Dose: ______________ Prescribing Physician: ________________
Name: _________________________________ Dose: ______________ Prescribing Physician: ________________
Name: _________________________________ Dose: ______________ Prescribing Physician: ________________
Name: _________________________________ Dose: ______________ Prescribing Physician: ________________
Name: _________________________________ Dose: ______________ Prescribing Physician: ________________

Any additional medication information: 
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

Medication Allergies:
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

MEDICATION HISTORY CHECKLIST

Below is a list of common medications that are used to treat depression. Please mark the medications you have been prescribed in the past or are currently prescribed. Provide estimated dates of use and the reasons for discontinuing. If you have brought a medication list or had your records sent from your physician’s office, please fill out this form and bring those documents with you to your TMS therapy consultations visit.
SSRI(Selective Serotonin Reuptake Inhibitors) Medications 
	Generic Name 
	Brand Name 
	Dose 
	Dates Taken 
	List any side 
effects 
experienced

	citalopram 
	Celexa 
	O 20mg O 40mg
	
	

	escitalopram 
	Lexapro 
	O 10mg O 20mg
	
	

	fluoxetine 
	Prozac 
	O 20mg O 40mg 
O 60mg
	
	

	fluvoxamine 
	Luvox 
	O 100mg O 200mg 
 O 300mg O Other
	
	

	fluvoxamine CR 
	Luvox CR 
	O 100mg O 200mg 
 O 300mg O Other
	
	

	paroxetine 
	Paxil 
	O 20mg O 40mg 
O 60mg  O Other
	
	

	paroxetine CR 
	Paxil CR 
	O 12.50mg O 25mg 
O 50mg O Other
	
	

	sertraline 
	Zoloft 
	O 50mg O 100mg 
O 200mg O Other
	
	

	vortioxetine 
	Trintellix 
	O 5mg O 10mg O 20mg
	
	

	vilazodone 
	Viibryd 
	O 20mg O 40mg
	
	




SNRI (Serotonin-Norepinephrine Reuptake Inhibitors)
	Generic Name 
	Brand Name 
	Dose 
	Dates Taken 
	List any side 
effects

	desvenlafaxine 
	Pristiq 
	O 50mg O 100mg
	
	

	duloxetine 
	Cymbalta 
	O 60mg O 80mg
	
	

	venlafaxine 
	Effexor 
	O 150mg O 200mg 
O 225mg O Other
	
	

	venlafaxine XR 
	Effexor XR 
	O 75mg O 100mg 
O 150mg O Other
	
	

	levomilnacipran 
	Fetzima 
	O 40mg O 80mg 
O 100mg O Other
	
	

	milnacipran 
	Savella 
	O 25mg O 50mg 
O 100mg
	
	




TCA (Tricyclic Antidepressants) 
	Generic Name 
	Brand Name 
	Dose 
	Dates Taken 
	List any side 
effects

	amitriptyline 
	Elavil 
	O 50mg O 100mg 
O 150mg O Other
	
	

	clomipramine 
	Anafranil 
	O 25mg O 50mg 
O 75mg
	
	

	desipramine 
	Norpramin 
	O 100mg O 200mg
	
	

	doxepin 
	Sinequan 
	O 50mg O 100mg 
O 150mg O Other
	
	

	imipramine 
	Tofranil 
	O 50mg O 100mg
O 150mg O Other
	
	

	maprotiline 
	Ludiomil 
	O 25mg O 50mg 
O 75mg
	
	

	nortriptyline 
	Pamelor 
	O 100mg O 150mg 
O Other
	
	

	trimipramine 
	Surmontil 
	O 50mg O 100mg 
O 150mg O Other
	
	

	protriptyline 
	Vivadil / Vivactil 
	O 40mg O 60mg
	
	




NDRI (Norepinephrine-Dopamine Reuptake Inhibitors) / Atypical Antidepressants 
	Generic Name 
	Brand Name 
	Dose 
	Dates Taken 
	List any side 
effects

	bupropion 
	Wellbutrin 
	O 300mg O Other
	
	

	bupropion XL 
	Wellbutrin XL 
	O 150mg O Other
	
	

	bupropion SR 
	Wellbutrin SR 
	O 100mg O 150mg 
O Other
	
	

	mirtazipine 
	Remeron 
	O 100mg O 150mg 
O Other
	
	

	nefazodone 
	Serzone 
	O 200mg O 300mg
O 400mg O Other
	
	




MAOI (Monoamine Oxidase Inhibitors)
	Generic Name 
	Brand Name 
	Dose 
	Dates Taken 
	List any side 
effects

	phenelzine 
	Nardil 
	O 60mg O 80mg 
O 90mg O Other
	
	

	selegiline 
	Emsam 
	O 6mg O 12mg
	
	

	tranylcypromine 
	Parnate 
	O 30mg O 50mg 
O 60mg O Other
	
	




SARI (Serotonin Antagonist and Reuptake Inhibitor) 
	Generic Name 
	Brand Name 
	Dose 
	Dates Taken 
	List any side 
effects

	desyrel 
	Trazodone 
	O 25mg O 50mg 
O 100mg O 150mg O Other ________
	
	

	vortioxetine 
	Trintellix 
	O 10mg O 20mg
	
	

	nefazodone 
	Serzone 
	O 300mg O 400mg 
O 600mg O Other
	
	







(ATYPICAL) ANTIDEPRESSANTS | OTHER MEDICATIONS 
	Generic Name 
	Brand Name 
	Dose 
	Dates Taken 
	List any side 
effects

	agomelatine 
	Valdoxan™, 
Thymanax,  
Melitor
	O 25mg O 50mg 
O Other
	
	

	esketamine 
	SpravatoTM 
	O 56mg O 84mg
	
	

	brexanolone 
	ZulressoTM 
	O Infusion
	
	

	alprazolam 
	Xanax 
	O 0.25mg O 0.5mg 
O 1mg O Other ____
	
	






MOOD STABILIZERS
	Generic Name 
	Brand Name 
	Dose 
	Dates Taken 
	List any side 
effects

	aripiprazole 
	Abilify 
	O 2mg O 5mg O 10mg 
O 15mg O 20mg O 30mg
	
	

	eskalith 
	Lithium 
	O 600mg    O 800mg 
  O 1000mg  O 1200mg 
O 1500mg  O Other
	
	

	carbamazepine 
	Tegretol 
	O 600mg  O 800mg 
O 1000mg O 1200mg 
O 1600mg O Other 
	
	

	carbamazepine 
XR
	Equettro 
	O 600mg O 800mg 
O 1000mg O 1200mg 
O 1600mg  O Other 

	
	

	divalproex 
	Depakote 
	O 750mg  O 1500mg
O Other 
	
	

	lamotrigine 
	Lamictal 
	O 50mg O 100mg 
O 200mg O 300mg 
O 400mg O 500mg 
O Other 
	
	

	brexpiprazole 
	Rexulti 
	O 1mg O 2mg 
O 3mg O 4mg
	
	

	oxacarbazepine 
	Trileptal 
	O 1200mg 
O 2400mg  O Other
	
	

	busperone 
	Buspar 
	O 10mg O Other
	
	


 
	quietiapine 
	Seroquel 
	O 25mg   O 50mg 
O 100mg O 200mg 
O 300mg O 400mg 
O 500mg O 600mg 
   O Other
	
	

	lurasidone HCL 
	Latuda 
	O 40mg O 60mg
O 80mg 
	
	

	olanzapine 
	Zyprexa 
	O 5mg   O 7.5mg 
O 10mg O 20mg
	
	

	ziprasidone 
	Geodon 
	O 20mg
	
	

	asenapine 
	Saphris 
	O 5mg O 10mg 
O Other
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