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Medical History- Neurology


Date: 



Patient Name:







 DOB: 




Age: ________ Height: ___________ Weight: ___________

Reason for Visit: 









Are you in any pain?    ☐ Yes    ☐ No      Duration: 







Do you have any allergies to any medications or other substances?    ☐ Yes   ☐No
If yes, please specify: 







Please list any medications you are currently taking:

	Name of Medication
	Strength and How Many
	Name of Medication
	Strength and How Many

	1.
	
	9.
	

	2.
	
	10.
	

	3.
	
	11.
	

	4.
	
	12.
	

	5.
	
	13.
	

	6.
	
	14.
	

	7.
	
	15.
	

	8.
	
	16.
	


*If you need additional room, please provide a list of your medications.

Pharmacy Name: 
                


Cross Streets/City:




**Primary Care Physician: ______________________ Telephone #:_______________________

Do you have a history of any of the following?
	PAST MEDICAL HISTORY

	Anxiety
Y     N
	Gastrointestinal Problems
Y    N
	Seizures
Y    N

	Asthma
Y     N
	GERD
Y    N
	Spinal Problems
Y    N 

	Cancer (specify type)
Y     N
	Headaches
Y    N 
	Stroke
Y    N 

	Depression
Y     N
	Heart Disease
Y    N 
	Thyroid Disease
Y    N 

	Dementia/Memory Loss
Y     N
	Multiple Sclerosis
Y    N 
	Brain or Spinal Cord    Injury/Tumor                         Y    N 

	Diabetes, Type 1, Type 2
Y     N 
	Neuropathy
Y    N 
	Ear/Nose/Throat Issues       Y   N 

	Parkinson’s Disease
Y     N
	Restless Leg Syndrome
Y    N 
	Other:
 


Please list any operations you have had including the date if known:

	PAST SURGICAL HISTORY

	TYPE:
	YEAR:

	
	

	
	

	
	

	
	

	
	

	
	


Please circle any family members who have history of any of the following:

	FAMILY HISTORY

	Memory Loss
	Mom
	Dad
	Sister
	Brother
	Grandparent

	Stroke/TIA
	Mom
	Dad
	Sister
	Brother
	Grandparent

	Epilepsy/Seizures
	Mom
	Dad
	Sister
	Brother
	Grandparent

	Multiple Sclerosis
	Mom
	Dad
	Sister
	Brother
	Grandparent

	Parkinson’s Disease
	Mom
	Dad
	Sister
	Brother
	Grandparent

	Migraines
	Mom
	Dad
	Sister
	Brother
	Grandparent

	Other:


Marital Status:   ☐ Single     ☐Married     ☐Divorced     ☐Widowed

Occupation: _________________________________________
Tobacco: Yes ☐    No ☐   How many packs per day? _______ ☐ Quit, Years quit? _______
Alcohol: Yes ☐   No ☐   How much daily? _________ ☐ Quit, Years quit? ____________

Substance Abuse: Yes ☐    No ☐     please specify type of substance used: ________________

Have you recently been admitted to the hospital?  Yes ☐    No ☐ 

Facility Name: __________________________

Are you currently experiencing any of the following symptoms?
General:  ☐Loss of appetite ☐Recent weight loss ☐Fever of chills
Respiratory: ☐Shortness of breath ☐Chronic cough

Kidney/Bladder/Urine: ☐Painful urination ☐Blood in urine 
Gastrointestinal: ☐Nausea ☐Vomiting ☐Bloody stools ☐Heartburn ☐Constipation

Psychiatric: ☐Depression ☐Drug/Alcohol Addiction ☐Suicidal thoughts

Cardiovascular: ☐Chest pains ☐Palpitations

Eyes: ☐Blurred Vision ☐Double Vision ☐ Vision Loss

Skin: ☐Frequent rashes ☐Skin Ulcers ☐Suspicious lumps

Neurological: ☐Headaches ☐Seizures ☐Dizziness

Hematological: ☐Easy bruising ☐Easy bleeding

ENT: ☐Hoarseness ☐Trouble swallowing ☐Hearing loss

Endocrine: ☐Heat/Cold intolerance ☐Thyroid disease

Other: ______________________________________________________________________________

______________________________________________________________________________

Patient/Representative Signature: _________________________________ Date: __________
I, hereby, certify that the above information is true and correct to the best of my knowledge.
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