Date: / /

NEUROLOGY CLINIC
HEALTH HISTORY QUESTIONNAIRE

All questions contained in this questionnaire are strictly confidential and will become part of your medical record.

Name: OM DOB / /
(Last, First, M.1.) OF AGE

Please list your doctors (starting with the doctor who referred you here):

Doctor: Specialty:

CHIEF COMPLAINT

What is the reason for your visit today?

PERSONAL HEALTH HISTORY

Childhood Illness: [] Measles [0 Mono [ Rubella [ Chickenpox [ Rheumatic Fever [ Polio

List Any Medical Problems That Other Doctors Have Diagnosed:

Surgeries:
Operation: Age or Year:

Other Hospitalizations:
Year Reason

List Your Prescribed Drugs and Over-the-Counter Drugs, Such as Vitamins and Inhalers:

Name the Drug How much? When? Name the drug How much? When?
1) 6.)
2.) 71.)
3.) 8.)
4.) 9.)
5.) 10.)

More on next page




Allergies to Medications (please list medication and problem it caused):

SOCIAL HISTORY

Marital Status: [ Single [ Partnered [ Married [ Separated [ Divorced [0 Widowed [ Widower

Education: OGS [OHS OGED [OCollege OPostgraduate

Work History: Jobs held in past: Current job:

Caffeine: O None [OCoffee OTea [OCola # of Cups/Cans Per Day?

Alcohol: Do you drink alcohol? O Yes O No If yes, what kind? How many drinks per week?

Drugs:

Do you currently use recreational or street drugs (cocaine, methamphetamine, marijuana, etc)? ...0 Yes [ No
Tobacco:

Do you use tobacco? [ Yes O No O Cigarettes - Pks/day O Chew - #/day

0 # of Years O or Year Quit

Toxic exposures: please list any (lead, arsenic, solvents, mercury, etc)

FAMILY HEALTH HISTORY

Significant Health
Age at Significant Health Problems Age at | Problems or Cause of
Age Death or Cause of Death Age | Death Death
i OM
Father Children OF
OM
Mother OF
OM OM
Brothers - aF
and OM OM
Sisters OF OF
oM .
OF Grandparents (Mother's Side)
oM
oF Male
Female
Grandparents (Father's Side)
Male
Female
REVIEW OF SYSTEMS:
GENERAL
Have you had 1€CENt TEVET? ........ooiiiiiieiiiieeeee ettt bbb OYes [ONo
Have you had recent Weight 10SS?.........cciiuiiiiririieiieiee ettt OYes [ONo
Do you have frequent / SeVere Night SWEAS? .........ccoveurieuriiieieiiieirieeeisieieiseesesese e OYes [ONo
ENDOCRINE
Do you have thyroid problems Or ZOILEI? ...........ccceuriiueiriiieiiieieiesiee et OYes [ONo
DO YOU haVE QIADELES? .....eeveeeieiieiieiieeiett ettt sttt ettt aeste b s s e e e e e eneeneeseeneee OYes [ONo

More on next page




HEAD, EYES, EARS, NOSE, AND THROAT

Do you have vision (eyesight) problems? ..........ccccooieriieiniinieieee e OYes [ONo
DO YOU NAVE AIY EYES7...eeieniieiieiieiieeeieete ettt ettt ettt te e e et e eseessesseessessesssensanseessesseeseensas OYes [ONo
Do you have trouble NEArING? .......c.cccvevvieieiieiieieie ettt ettt sre et be e essesseesaesseeseennas OYes [ONo
DO you have ringing i YOUT @AIS?........cccerveruerierieriereeeeteetessesteeeeeteseeseesessessessessesenseseeseesessessenes OYes [ONo
DO yOu have NOSEDIEEAS?........cueiuiiriiniitiieiee ettt OYes 0ONo
DO YOU haVe NOATSENESS? ......eviiiiiiiitistestetet ettt be sttt ettt et be e ebe e OYes 0ONo
DO you have Sinus ProbIEMIS? .......cccoueiiiiriiiiriiirieiiiet ettt OYes 0ONo
DO you have dry MOULN?.......cc.ciiiiiiiiiiiiee ettt OYes 0ONo
GASTROINTESTINAL
Do you have trouble SWallOWINEG?...........cccurimieiiieiriieiiee ettt OYes [ONo
Do you have indigestion Or Neartburn? .............cccceueiieiriieinieeeeee et OYes [ONo
HaVe YOU NAA UICETS? .....ocvviiiieiiicieieieie ettt s st s b s s ssssnens OYes [ONo
Do you have frequent CONStPAtIONT ..........ccviueueiiieiriiieiieeieieiee ettt OYes [ONo
Do you have frequent diarrhEa? ............ccoooouviiieiieiiie e OYes [ONo
Have you had hepatitis or liver disease (yellow Jaundice)? ..........cccoveeirreennieinreeneeesee e OYes [ONo
Do you have gallbladder diSEASE?..........covivirueueriiriiiiieieeieieieeseeie ettt bbb ssssnens OYes [ONo
Are youonaspecial diet? __ s OYes [ONo
PULMONARY
Do you have Shortness of Dreath? ..........ccooovveeieiiiiiiiiieeee et OYes [ONo
Do you have wheezing, asthma, or eMpPhYSEMAT? .........cccoooeueiiieueiiieirieieiieeeeieee e OYes [ONo
Have you had tuberculosis or a positive TB teSt? ........ccocviiiiiiiiiieiiiieiieeiee et OYes [ONo
CARDIOVASCULAR
Do you have hypertension (high blood PreSSure)? .........oooeireieriienieeneeeee e OYes [ONo
Do you have heart disease (heart attack, heart failure, valve problem)?............cccocevvvriinrcenennne. OYes [ONo
Do you have @ REart MUITNUL? .........cccooveiiieieeieieieiiccceeie ettt bbbt bbb s ssssnens OYes [ONo
Does your heart beat fast or SIow (Palpitations)?..........cceeerverierierierieieieeeeeesesesee e OYes [ONo
Do you have high ChOIEStErOl?.........cviviiieiiiieieiectetee ettt seennas OYes [ONo
NEUROLOGIC
DO yOu have NEAAACKES? ..........c.oviiiiiiieiicieiee et OYes [ONo
Have you ever had a seizure or CONVUISION? ........ccooiiuriiirieiieieiieeeeees e OYes [ONo
Do you have a loss of sensation (numbness) anyWhere?............ccccccevvrrrnnneeeeecicnnnseeenenes O Yes 0ONo
Do you have a loss of muscle pOWEr anYWRNETE? ..........c.ccooeueiiurieiiieiniieinieeiseeieee e OYes [ONo
Do you have tremor (ShAKiNg)? ........cccovviiiirieieieiiiccee ettt b s sssneas OYes [ONo
Have you had a concussion or whiplash injury?............ccoceovrreinireiinneerree e OYes [ONo
Do you have trouble sleeping? If s0, What trouble? .............ccoceeiieiriiienieeeeee e OYes [ONo
DO JOU SNOTE? ...ttt sttt es s OYes [ONo
Do you fall asleep driving or Similar QCtIVIEY?........coeiririeirieieiieeeeieere e OYes [ONo
Do you have trouble WalKing?...........cccoeviiiriiuieiieiece et OYes [ONo
Do you have trouble With YOu SPEECHT .........coieiiieiriiieiiceieee e OYes [ONo
Do you have frequent diZZINESS?.........ccovvivierieiereiiicceeie ettt bbbt be s sssnens OYes [ONo
Do you have MOtion SICKNESS? .........cceveieiiiiiieieieieii ettt bbbt b s essnens OYes [ONo
DO you have dOUDIE VISION?.........oouiiiieiiiieiiieieieie ettt OYes [ONo
Have you ever Nad @ SITOKE? ......cveuieriririirierieieieceee ettt ne e s e OYes [ONo
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HEMATOLOGIC

DO you bleed Or BIUiSE CaSILY? .......c.cviveiiuiieiiieieiiieieee ettt OYes [ONo
Do you have anemia (10W blood COUNE)? .........eecieriiriieieriieieiecieeeste ettt see e ae e ennes OYes [ONo
Do you have a history of B12 deficiency or Iron deficiency? ..........ccoecveevieiinieiniiieinieenieeeieeene OYes [ONo
RHEUMATOLOGIC
Do you have a history of any rheumatologic disease (Lupus, Sjogrens, Rheumatoid)................. OYes 0ONo
Do you have arthritis or joint pain/SWeIlING? .........ccooiierrrneeeees e OYes [ONo
Do you have back Or NECK PAINT ......c.eiuiriiriiieieieieteee ettt OYes [ONo
DERMATOLOGIC
Do you have any skin problems (rashes, acne, moles, €tC)7 ........cccccoevirirrrrrnieeeeeeerreeeinas OYes [ONo
Have you had malignant melanoma?...............cccooieuriiieinieieiniieeiee et OYes [ONo
Have you had any other form of skin Cancer? .............coceiiiiiiiiiiiiiieee e OYes [ONo
PSYCHOLOGIC
Is stress @ Major Problem fOr YOU? .....c.ooiiirierieieieieeeeeese ettt eae e OYes [ONo
DO YOU fEEI AEPIESSEA? ...evevviiieiiiiieiieieeeee sttt ettt ettt e st e et esbesteessesbeeseensesseesaesseeneensas OYes [ONo
Do you panic When StrESSEA? ......ccuieieriirieiieriieieie ettt ettt et e et ebesteessebesseessesseesaeseeseensas OYes [ONo
Do you have problems with eating or your appetite? ..........ccoceeriirierrieenieneenie e eseeniee e OYes [ONo
DO YOU CIY FIEQUENTLY? ...eviviiiieiiiiieieieeeee sttt ettt ettt e st et sbesbeesbesbeessessesseessenseeseensas OYes [ONo
Have you ever attempted SUICIAE? ......c.occvevieriieieiieiieieit ettt ettt st be e s sseesaesseenaennas OYes [ONo
Have you ever seriously thought about hurting yourself? ...........ccccecvevievirieninenereeeieeeee OYes [ONo
DO you have trouble SIEEPINE? .......ccieiriirerieieieieeeeet ettt ettt neese s s OYes [ONo
What degree of stress do you have:
At Home?
At Work?
Other?
WOMEN ONLY-GENITOURINARY
Number of pregnancies Number of live births
Have you ever had a miscarriage (in which month did it happen)? ........c.ccccooveiriiiiniiiiniennnienne OYes [ONo
Are you pregnant or breastfeeding? .........coccooerierieieieieieere e OYes [ONo
Have you had @ RYStereCtOmMY? ........cieiviiriirieieieieiieeee ettt ne e ese s OYes [ONo
Have you had any bladder problems in the past YEar? ..........cccccceevviiiniiiniiieniieeniee et OYes [ONo
Any problems with control of UriNAation? ...........ccceeeerieririienininienentee ettt OYes [ONo
Have you had Kidney diSEASE? ........cceeirirerierieieieieeeeeeteste sttt ettt se e ene e OYes [ONo
MEN ONLY-GENITOURINARY
Do you usually get up to urinate during the night? .................. O Yes 0O No.....If yes, # of times
Do you have any bladder problems? ..........cc.ecveieieieieirirerieieeeeee e OYes [ONo
Any difficulty with erection or €Jaculation? ..........c.cceceririieriininiieneniee ettt OYes [ONo
Do you have any prostate problemS? .........ccccceeeierierierieriieierieeieeesieeteie e essessesseesesseessessesssenses OYes [ONo
Have you had Kidney diSEaS? ........cceeirirerierieieieieieteeteste ettt sttt ne e ese e OYes [ONo

DOCTOR'S REVIEW

This form was reviewed with patient.

Physician Date




