Neurology History Form

Date:

Referring Physician:

Reason for Evaluation:

Medical History:

MEDICATIONS: List any drug or medication that you take.

ALLERGIES: List any allergies you have.

PAST HISTORY:

[J Headache [JPeripheral Nerve [JHigh Blood Pressure [JEepilepsy
[Jcancer [Lung Disease [Jstroke [ODepression
[Uicers CArthritis [JHeart Disease [IBleeding
[JSpinal Cord Injury [CJAnemia [IMeningitis [ODiabetes
[Peripheral Vascular Disease[ ] Thyroid Disease [JHepatitis [dsTD
[JKidney/ GU Disease [Venereal Disease 18 OHIv
[JSyncope/Fainting [CPregnancy # [IBlood Transfusions JAnxiety
[JPersonality Changes [CJEdema/Swelling [JHematolgical/Lymphadenopathy

Last Menstrual Cycle?




HOSPITALIZATIONS:

Surgeries (please list)

HOSPITALIZATIONS other than for surgery (please list):

REVIEW OF SYSTEMS:

[tatigue
CIENT

Oal
[Hallucinations
[JFace Numb/Tingle
[ODysphagia
Cweakness

[JTrouble Walking

SOCIAL HISTORY:

[J weight loss/gain
[cardiac
[COMusculoskeletal

[JSmell/Taste Difficulty

Tinnitus

Cfevers
[JRespiratory

[ODermatologic
[IBlurred Vision

[incontinence

[JDecreased Hearing (right/left)

[CINumbness

[OMemory Loss

[Istiffness/Pain

[Inight sweats
[JSleep

[JAppetite Chances
[Double Vision
[JVertigo/Dizziness
[OHoarseness

[Tremor

[JPoor Balance/Coordination

Occupation

Smoke/Tobacco:Yes

FAMILY HISTORY:
[ heart disease

OArthritis
[CJCNS Tumor
[CINeuromuscular

[Osiblings #

No Alcohol:Yes

[Chypertension

[Istroke

[JThyroid Disease
OlEpilepsy

[JFather (L/D)______ age

Patient’s Signature

Education
No lllegal Drugs:Yes No
[IDiabetes [Jcancer

[IBleeding Disorder

[OMental lliness

[JDementia

[J Mother (L/D)

[JKidney Disease
[JHeadache
[JAtaxia

age

Date



