
Psychiatric Evaluation Form 
After Hours Psychiatry, PLLC 
Aaron Alaniz, M.D.    2717 Commercial Center Blvd, Suite E200 
Katy, TX  77494   T: 281-978-2515   F: 281-978-2895 

 
Briefly state the reason for this evaluation: _______________________________________________________________ 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
 
Patient’s Name:______________________________________________ Sex:  Male/Female (circle one) 
 
Date of Birth:_____________________ Age:______________ Patient’s Social Security #__________________________ 
 
Address (street, city, state, zip)_________________________________________________________________________  
 
Home Phone:____________________________ Cell #:_____________________ Work #_________________________ 
 
Email address: _____________________________________________________________________________________ 
 
Pharmacy (name, address, telephone) ___________________________________________________________________ 
 
May we leave a message (voice or text)?   _____ Yes   _____ No   
What phone number may we leave a message?  _____ Cell   ______ Home   _____ Work    
 

LEGAL GUARDIAN INFORMATION (IF NOT THE PATIENT) 
 
Name:__________________________________________ Relationship to Patient:_______________________________ 
 
Address:___________________________________________________________________________________________ 
 
Home Phone:__________________________Cell #:_______________________Work #:__________________________ 
 
 
1. Race/Ethnicity (circle one or more): 
 American Indian/Alaskan Native          Asian          African-Amer          Hispanic          Caucasian          Other________________________ 
 
2. Current marital status (check one): 
 Single          Married, living together          Separated          Widowed          Cohabiting w/partner          Divorced          Married, living apart 
 
3. If you are married or cohabitating with a partner, how long has this been?  ____________________________________ 
 
4. Total number of marriages: ________     5. How many children do you have? Ages?____________________________ 
 
6. Spouse’s/Partner’s Name: __________________________________________________________________________ 
 
7. Who else lives with you? ___________________________________________________________________________ 
 
8. How many years of formal education have you completed? _____________ 
 
9. Highest Degree Obtained (circle one): 
 High School grad          GED          Junior college degree or technical school          4-year college degree 
 M.B.A./M.A./M.S./M.P.H.            M.D.          J.D.          Ph.D          Other________________________ 
 
10. Employer Name: _______________________________________   11. Occupation: ___________________________ 
 
12. Employment Status (full/part-time, retired, on disability, etc): _____________________________________________ 
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