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Ketamine and Stellate Block Intake Form

Name: Date of Birth:
Primary Care Provider:

Psychologist/Psychiatrist:

What conditions or symptoms are you seeking therapy for?

o Depression

o Chronic Pain
o PTSD

o Anxiety

o Long Covid

o Fibromyalgia
o Dysautonomia

o Other

How long have you had these symptoms or conditions?

Psychology diagnoses from your providers: (check or circle all that apply):

o PTSD and/or stress reaction

o Depression disorders (major depressive disorder, dysthymia, postpartum depression)
o Anxiety disorders (generalized anxiety disorder, social anxiety, OCD, specific phobia)
o Adjustment disorder

o Serious mental illness (schizophrenia, bipolar disorder, paranoia and other psychotic disorders, severe
depression, schizoaffective disorder)

o Substance abuse (alcohol, opioids, illegal drugs, nicotine)

o Insomnia/sleep apnea/sleep disorder



Current and past treatments (check all that apply):

Individual therapy with a psychiatrist, therapist, psychologist, counselor, or social worker
Group therapy

Inpatient hospitalization for suicidal ideation, homicidal ideation, self-harm

Inpatient or outpatient treatment for behavioral health concerns

Electroconvulsive therapy (ECT)

Stellate ganglion block

Ketamine treatment

Medication management

EMDR
Other:

Current and Past medications for your mental health conditions:

(@)

@)

Antipsychotics (thorazine, Haldol, Risperdal, Zyprexa, Seroquel, Geodon, Abilify, Invegal)

Antidepressants (Prozac, Celexa, Zoloft, Paxil, Effexor, Wellbutrin, Cymbalta, Lexapro, tofranil,
anafranil)

Anti-anxiety medications (Klonopin, Ativan, Buspar, Xanax)

ADHD medications (concerta, Ritalin, Adderall, Dexedrine, Dextrosat, Stratera, Metadata, Tialin)
Beta blocker (propranolol)

Mood stabilizers (lithium, Depakote, Tegretol, Lamictal, Trileptal)

Others

What symptoms are bothering you currently? (Pleace check all that apply)
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HeadachesWorrying too much about things Feeling hopeless about the future
Feeling tense Heart pounding or racing
Difficulties falling asleep Blaming yourself for things

Loss of sexual interest Feeling no interest in things
Nervousness or shakiness Faintness, dizziness

Feeling blue Suddenly scared for no reason
Crying easily Restless, can't sit still

Feeling fearful

Feeling low in energy

Feeling everything is an effort
Feeling lonely

Feelings of worthlessness

Feelings of being trapped or caught
Poor appetite

Trembling

Spells of terror or panic
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Are you experiencing chronic pain:

o Yes
o No

If yes, duration of pain in months and years:

If yes, what is your diagnosis/pain location:

If yes, average pain score (0-10):

If yes, pain location:

Head

Neck

Low back
All Over
Headache
Arms/hands
Legs/Feet
Abdomen
Chest

@)
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If you have PTSD, check the relevant circumstances:

Military

Childhood Adverse Experience
Motor Vehicle Trauma

Mental Abuse

Domestic Abuse

Physical Abuse

Sexual Abuse

0O OO0 OO0 O0Oo

Are you experiencing any memory concerns?
o Yes
o No

If yes, have you undergone any treatment for your memory concerns?
o Yes

o No

If yes, please give a brief description:

History of Traumatic brain injury (TBI)

o Yes

o No



Other Past Medical History (check all that apply):

Stroke

Seizures

Headaches

Hypothyroid (underactive)
Hyperthyroidism (overactive thyroid)
Diabetes

Glaucoma

Shortness of Breath
Asthma

Obstructive Sleep Apnea
Pulmonary Hypertension
Other Lung Disorders
Kidney Disease

Liver Disease

HIV
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Tuberculosis
High Blood Pressure Controlled / Uncontrolled
Chest Pain

Heart Murmur

Heart Attack

Valve Disease

Heart Failure

Abnormal Heart Rhythm

Bleeding Disorder

Anemia
Arthritis
GERD/reflux
Ulcers
Fibromyalgia
Cancer (type)

Past Surgical History (date and names of all your surgeries)

Current Medications / Supplements

Name Dose For
Allergies
Name Reaction

Do you currently use tobacco?

How many cigarettes/cigars/vapes do you smoke a day?

Do you currently use alcohol?

How many drinks in a week do you have?
How often do you have 6 or more drinks in one sitting?



Have you used any substances in the last 12 months?

Cocaine

Marijuana

Heroin

PCP

LSD

Ecstasy
Methamphetamines
Fentanyl

Mushrooms

If yes, how often?

What support systems do you have:

(@)

(@)

@)

O

Often

Never

Monthly or less
2-4 times a month

2-3 times a week

Family/friends
Support groups
Therapist

Religious affiliations

Marital status:

What are your expectations for Ketamine therapy or Stellate Blocks?

o Divorced
o Married
o Separated
o Single

What are your concerns regarding Ketamine therapy or Stellate Blocks?

Signature:
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Date






