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Initial Evaluation 
Please answer the questions as well as you can.  The answers will help us make the best use of our time together.  If the 

question is not clear or does not apply to your problem, just skip it. 
 

You and Dr. Kovner will explore your understanding of your illness and your preferences for treatment. Dr. Kovner will 
focus on relieving discomfort and your own physician will continue treating the illness causing your distress. 

 
Please  bring al l  your medi cations with you to  your appoin tment  

 
 

Name: ______________________________________________________ DOB: _______/_______/________ 
 
Referring Physician(s): ________________________________________________________________________ 
 
Name and relationship of person completing the form unless you did yourself _____________________________ 
 
 I. What is your understanding of your illnesses?  
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
 
 II. How has the illness (or illnesses) interfered with your life and activities? 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
 
III. How has your illness affected your care givers? 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 



 
IV. How many times have you been hospitalized in the past two years?  Please list the dates and reasons for 
hospitalization. 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
 
V. Who is your primary doctor now? _________________________________________________________________ 
 
VI. Who are the specialists you have seen most recently? 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
 
VII. What medications are you taking now? 
 
Name    Dosage   Frequency 
_______________________       _____________________      ___________________________________________ 
_______________________       _____________________      ___________________________________________ 
_______________________       _____________________      ___________________________________________ 
_______________________       _____________________      ___________________________________________ 
_______________________       _____________________      ___________________________________________ 
_______________________       _____________________      ___________________________________________ 
_______________________       _____________________      ___________________________________________ 
_______________________       _____________________      ___________________________________________ 
_______________________       _____________________      ___________________________________________ 
_______________________       _____________________      ___________________________________________ 
_______________________       _____________________      ___________________________________________ 
_______________________       _____________________      ___________________________________________ 
_______________________       _____________________      ___________________________________________ 
_______________________       _____________________      ___________________________________________ 
_______________________       _____________________      ___________________________________________ 
_______________________       _____________________      ___________________________________________ 
_______________________       _____________________      ___________________________________________ 
 
VIII. Have any medications made you sick? 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
______________________________________________________________________________________________
______________________________________________________________________________________________ 
 



IX. Are you experiencing emotional or spiritual pain? 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
 
X. Do you have an Advance Directive for Healthcare? ___________________________________________________ 
 
XI. What do you hope to gain from this consultation? 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
 
XII. Do you have any other questions or issues you would like to discuss with Dr. Kovner? 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 

         Thank you. 
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