
Date: 

Referral Source: Relation to Patient

Full Address: City State: Zip:

Phone:       Fax:

PCP Name Phone #

Psychitarist Name Phone #

Therapist Name Phone #

Nutritionist Name Phone#

Patient Name:

Full Address City State: Zip:

Phone:       Fax:

Pt. Age: Pt DOB:

Pt Soc Sec# Name of Insured:

Type of Insurance/ Relation:
Pay Arrangements

Insured policy & group # Insured SS#

Insured Employer: Benefits ph#:

Reason For Referral:  please circle all that apply and describe briefly. 
 

Suicidal  -    Acute Event Or Worsening    -  Medical Complications    -  Patient Admit   -  M.D. Requests Admit

Family Requests Admit  -  Therapist Requests Admit  -  Failure of Outpatient Therapy  -  Failure of Inpatient Therapy

Other: 

Clinical Data: When did ED first start? 

Height: Weight: BMI: Is this an increase or decrease, over what period of time? 

Highest Weight? When? 

Lowest Weight? When? 

Behaviors: Last Menses? 

Restricts:   Y       N Estimated caloric intake? 

Binges:   Y       N # Binges/day or/week: 

Purges   Y       N # Purges/day or/week:

Circle All that Apply: 

Vomiting     -     Laxatives     -     Diet Pills     -     Diuretics     -    Ipecac    -    Enemas    -    Exercise



Medical Information: Over the past two weeks, any of the following? Please circle. 

Dizziness Fainting Heart Palpitations Chest Pain Blood in vomit or stool

Doctor visits? Y       N Date and Reason: 

ER visits? Y       N Date and Reason: 

Hospitalization? Y       N Date and Reason: 

Bloodwork? Y       N Date and Reason: 

EKG? Y       N Date and Reason: 

Medical Tests? Y       N Date and Reason: 

IV Fluids? Y       N Date and Reason: 

Tube Feeding? Y       N Date and Reason: 

Most Recent : PCP Visit? Is PCP aware of E.D.? Y N

OBGYN Visit? Is OBGYN aware of E.D.? Y N 

Pregant? Y     N Birth Control?   Y    N  

Hysterectomy? Y     N   When? Hormone Replacement?  Y N

Current Medical Medications: 

Current Medical Conditions: (please circle) Diabetes   IBS   Crohn's Disease   Fibromayalgia

Chronic Pain    GERD    Gastristis  Other: 

Substance Abuse or Dependence  Y       N        Does patient smoke?     Y       N

30 Days Sober? Y   N    Treatments: 

Sexual/Physical trauma history Y   N

Self Injurious Behavior:   Y   N   

Please Circle: 

Mood Disorder  -  MDD  -  Bipolar  -  Anxiety Disorder  -  Impulsive Control Disorder  -  Personality Disorder

MDD   -   OCD   -   ADHD   -   Borderline    -  Bipolar    -  PTSD   -   Social Anxiety    

Other: Other: 

Current Psychiatric Medications: 

Past Psychiatric Hospitalizations and Reason: 

* PLEASE  NOTE:  WE  ARE  A  NON-SMOKING  FACILITY 



Important: 
* IF PATIENT IS CURRENTLY INPATIENT PLEASE FAX PSYCHIATRIC

EVALUATION AND MOST RECENT PROGRESS NOTES

                                                 PRE ADMIT LAB REQUEST FORM

Please print your name, check your diagnosis, and bring this lab request 
to your Treating Physician or Local Lab

Name: 

Diagnosis: Check One

Anorexia Nervosa   307.1

Bulimia Nervosa     307.51

Eating Disorder NOS 307.50

Dear Doctor and/or Labrotory Staff:

Please draw the following Pre Admit labs and FAX the reluts to River Oaks Hospital
Eating Disorders Treatment Center

Fax #   504-733-3229

CBC
CMP
Phosphorous
Magnesium

EKG

Renee M. Bruno M.D.
Clinical Director


