
Psychosocial Assessment Nursing

Patient Information:

Name: ____________________________________________

Date of Birth: _______________________________________

Address: __________________________________________

City: ___________________ State: _____ Zip: __________

Phone Number: ____________________________________

Email: ____________________________________________

Referral Information:

Referred By: _______________________________________

Date of Referral: ____________________________________

Reason for Referral: ________________________________

Presenting Problem:

Description: _______________________________________

Psychosocial History:
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Family Background: _________________________________

Education/Employment: ______________________________

Substance Use: _____________________________________

Medical History:

Current Medications: ________________________________

Allergies: __________________________________________

Mental Health History:

Previous Diagnoses: _________________________________

Treatment History: __________________________________

Nursing Assessment Summary:
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Nurse Signature:

Nurse Name: _______________________________________

Nurse Signature: ____________________________________

Date: _____________________________________________
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