
The Region’s Most Comprehensive Care in the Neurosciences

Date: _______________________________

Patient’s Name: __________________________________________________________________________

	 Age: ____________		  Height: ______________  		  Weight: ____________

Are you right or left-handed? ______________

What type of problem are you currently having? (circle all that apply)
	
	 Neck					     Upper Back
	 Arm					     Leg (Right, Left, or Both)
	 Lower Back				    Other (explain): _______________________________________

						      ____________________________________________________

How & when did this problem begin? __________________________________________________________

_______________________________________________________________________________________

Have you been treated for this problem in the past?_______________________________________________

If yes, when?_________________________If yes, treating physician:_________________________________

Have you ever been injured in the past? ___________ If yes, please explain: ____________________________

________________________________________________________________________________________

Please list any surgeries you have had and what year:  ____________________________________________

________________________________________________________________________________________

List the medications you take at the present time and the doctor who prescribed them:  ___________________

________________________________________________________________________________________

________________________________________________________________________________________

PERSONAL HISTORY
Please answer Yes or No regarding the following medical problems. IF YES, please give the year 
the problem was diagnosed.

	 High Blood Pressure 			  q Yes		  q No 		  ___________________
	
	 Heart Problems			   q Yes		  q No		  ___________________

	 Lung Problems			   q Yes		  q No		  ___________________

	 Kidney Problems			   q Yes		  q No		  ___________________
	
	 Hepatitis				    q Yes		  q No		  ___________________

	 Diabetes				    q Yes		  q No		  ___________________

	 Cancer or Other Tumors		  q Yes		  q No		  ___________________

	 Stomach Ulcers			   q Yes		  q No		  ___________________

	 Other Medical Problems		  q Yes		  q No		  ___________________
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List all medications to which you are allergic: ____________________________________________

______________________________________________________________________________________

Are you allergic to seafood? _______________  Are you allergic to latex? __________________

Marital Status:  (Circle One)  		  Single 		  Married	 Separated  	 Divorced	 Widowed

Are you currently working? __________ If not, last date worked? ____________________________________

Employer: ______________________________________________Phone: ___________________________

Job Description:  __________________________________________________________________________

How long at this job: _______________________________________________________________________

Circle last grade you completed in school:  1      2     3      4       5      6     7      8      9      10      11      12 

College level completed:    1 	    2    3    4	 Degree____________

Do you smoke?___________  If yes, how many packs per day? _________________For how long?________   

If you used to smoke and have quit, when did you quit? _____________________________

Do you drink alcohol? ______________	 If yes, how often? _____________________________________

   

NEUROLOGICAL REVIEW

      Are you currently having any of the following? (Please check all that apply)

	 q Loss of vision, double or blurred vision		

	 q Vertigo or dizziness

	 q Loss of hearing or ringing in your ears		

	 q Paralysis or weakness

	 q Loss of smell or unusual smells			 

	 q Numbness or loss of sensation

	 q Syncope or passing out spells			 

	 q Memory problems	

	 q Convulsions, seizures or fits				 

	 q Personality changes

	 q Severe headaches					   

	 q Loss of control of bladder or bowels

FAMILY HISTORY

Is there any family history of the following? 
	  
Diabetes 		  q Yes		  q No 		  Hypertension 	 q Yes		  q No	
	
Spine Problems	 q Yes		  q No		  Cancer 		  q Yes		  q No

Alzheimer’s		  q Yes		  q No		  Brain Tumor 		  q Yes		  q No	

Heart Problems	 q Yes		  q No		  Aneurysm		  q Yes		  q No	
	
Epilepsy		  q Yes		  q No		  Migraine		  q Yes		  q No		
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REVIEW OF SYSTEMS:  (Please circle Yes or No)
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CONSTITUTIONAL
Weight loss/gain			   Yes	 No
Fatigue					    Yes	 No
Fever					     Yes	 No
Sweats					    Yes	 No

EYES
Glasses / Contacts			   Yes	 No
Pain					     Yes	 No
Double Vision				    Yes	 No
Blind Spots				    Yes	 No
Blind					     Yes	 No
Cataracts				    Yes	 No
Glaucoma				    Yes	 No

EAR / NOSE / THROAT
Hearing Loss				    Yes	 No
Ringing in Ears				   Yes	 No
Ear Pain				    Yes	 No
Vertigo					    Yes	 No
Nasal Stuffiness			   Yes	 No
Sinus Trouble				    Yes	 No
Difficulty Swallowing			   Yes	 No
Hoarseness				    Yes	 No

CARDIOVASCULAR
Chest Pain				    Yes	 No
Heart Attack				    Yes	 No
Palpitations				    Yes	 No
Murmur				    Yes	 No
High Blood Pressure			   Yes	 No
Dizziness				    Yes	 No
Fainting Spells				   Yes	 No
Difficulty Lying Flat			   Yes	 No
Swollen Ankles				   Yes	 No

GASTROINTESTINAL
Nausea / Vomiting			   Yes	 No
Difficulty Swallowing			   Yes	 No
Abdominal Pain			   Yes	 No
Jaundice				    Yes	 No
Diarrhea				    Yes	 No
Constipation				    Yes	 No
Change in BMs				   Yes	 No
Pain with BMs				    Yes	 No
Rectal Bleeding			   Yes	 No

GENITOURINARY
Urgency				    Yes	 No
Frequency				    Yes	 No
Night Time Frequency			   Yes	 No
Burning				    Yes	 No
Blood in Urine				    Yes	 No
Decreased Stream			   Yes	 No
Kidney Stones				    Yes	 No
Sexually Transmitted Disease		  Yes	 No
Abnormal Discharge			   Yes	 No

HEME / LYMPH
Easy Bruising				    Yes	 No
Bleeding Gums			   Yes	 No
Enlarged Glands			   Yes	 No
Blood Transfusion			   Yes	 No

SKIN
Rash / Sores				    Yes	 No
Lesions					    Yes	 No
Itching / Burning			   Yes	 No

ENDOCRINE
Hair Loss				    Yes	 No
Heat / Cold Intolerance		  Yes	 No
Change in Nails			   Yes	 No
Thyroid Problems			   Yes	 No
Diabetes				    Yes	 No
Blood Sugar Problems			   Yes	 No

ALLERGIC / IMMUNE 
Hay Fever / Asthma			   Yes	 No
Eczema / Hives				   Yes	 No

PSYCHIATRIC
Anxiety / Depression			   Yes	 No
Mood Swings				    Yes	 No
Difficulty Sleeping			   Yes	 No

RESPIRATORY
Cough					     Yes	 No
Cough Blood				    Yes	 No
Shortness of Breath			   Yes	 No
		  At Rest			  Yes	 No
		  With Exertion		  Yes	 No
Wheezing				    Yes	 No
Do you have difficulty sleeping?	 Yes	 No
Do you snore?				    Yes	 No
Are you frequently tired during
the day?				    Yes	 No


