
Psychiatric History Assignment
Template

Initials: R.K. Age: 21 Gender: Female

Include vital signs if provided . State not provided here if not available. No vitals were taken
Allergies (and reaction) NKDA
Medication: Sumatriptan 25 mg 1 tab po prn migraine, Oxycodone 5mg po q 4-6 hours prn severe pain
Food: None
Environment: Lounge in clinic

History of Present Illness (HPI) Patient reports hx of feeling depressed however undiagnosed
Chief Complaint (CC) “I have just been feeling really down” CC is a BRIEF statement identifying 

why the client is here - in the patient’s 
own words - for instance "I have been 
feeling depressed," NOT "symptoms of
depression for 3 weeks.” History of 
Present Illness (HPI)
(1) develops illness narrative: (cogent
story with clear chronology, not a 
list of symptoms), and
(2) includes specific details of 
symptoms, and the impact of these
symptoms on daily life.

HPI
This client comes today with complaints of feeling really down since her and her boyfriend of 5 years 

separated. Client reports a history of being left alone often because her parents worked a lot and she 
was left to take care of her younger sibling. This may have had an impact on how she interacts with 
peers. Reports staying to herself during high school and only having one friend that she shares a limited
amount of information with. Support system appears to be minimum and did not enjoy school as a child. 
Client does report enjoying reading.

Current Medications: Include dosage, frequency, length of time used and reason for use; also include OTC or homeopathic products. State NA if 
no current medications.

Medication
(Rx, OTC, or Homeopathic) Dosage Frequency

Length of Time
Used Reason for Use

Sumatriptan 25mg 1 tab po prn migraine may
repeat x’s 1 if not effective

1 year migraine

Oxycodone 5mg 1 tab po q 4-6 hours prn
severe pain

3 weeks Pain s/p MVA

S: Subjective
Information the client or representative told you


