
APPENDIX M
	
Report on Mental Health Treatment & Evaluation History
This form is used exclusively in conjunction with post-offer psychological evaluations conducted by [enter examining psychologist’s name], examining psychologist, and will not be a part of your application or employment records held by the prospective hiring agency.  Instead, it will be used and retained only as part of the post-offer psychological evaluation process.  This form must be faxed to [Evaluator’s name] within 48 hours of receipt of your conditional offer of employment.  Secure fax number is [enter secure fax #].
	Mental Health Treatment and Evaluation History

	Contact/Agency Application Information

	Full name		

	Agency Applying To



	Daytime Phone
	Position Applying For

	Have you ever received mental health treatment or evaluation from a doctor (e.g., psychologist, psychiatrist, or other physician) or any other mental health professional or counselor?  (Note:  “Mental health treatment” includes, in addition to counseling or psychotherapy, any medication used to alleviate or remedy any mental health symptom, including but not limited to depression, other mood disturbances, anxiety, stress conditions, attention deficit, anger, alcohol or drug abuse/dependence, or relationship problems.)  

|_| No	      |_| Yes     (Do not answer yes if you were evaluated only for pre-employment purposes.)

If yes, please list the name of each professional you saw, approximate dates of treatment, and reason(s) for treatment or evaluation.  Use additional sheets if necessary.  List all professionals you saw for inpatient treatment or evaluation at any time and for all outpatient treatment or evaluation within the past 48 months.

Note:  	These professionals will not be contacted without your written authorization.  If [enter Psychologist’s name] determines that additional information is needed, you will be asked to authorize the professional to release limited information concerning your treatment or evaluation.



	Name of Professional
	Approximate Dates of Treatment or Evaluation
	Reasons for Treatment or Evaluation
Check all that apply

	1.
	
	|_| Alcohol/Drugs 
|_| Attention
	|_| Anger management
|_| Depression/Mood
	|_| Anxiety
|_| Relationship

	
	
	|_| Other (Specify):

	2.
	
	|_| Alcohol/Drugs 
|_| Attention
	|_| Anger management
|_| Depression/Mood
	|_| Anxiety
|_| Relationship

	
	
	|_| Other (Specify):
	
	

	3.
	
	|_| Alcohol/Drugs 
|_| Attention
	|_| Anger management
|_| Depression/Mood
	|_| Anxiety
|_| Relationship

	
	
	|_| Other (Specify):
	
	

	4.
	
	|_| Alcohol/Drugs 
|_| Attention
	|_| Anger management
|_| Depression/Mood
	|_| Anxiety
|_| Relationship

	
	
	|_| Other (Specify):
	
	

	I certify that the above information (including any attachments) is complete and truthful to the best of my knowledge.

	



	Applicant’s Signature
	
	Applicant’s Printed Name
	
	Date

	
	

	
Have you included any attachments or additional sheets (required if you have seen more than four mental health professionals):
|_| No	|_| Yes    If yes, indicate number of additional sheets: ______
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