| ALL NEUROLOGICAL SERVICES, P.C. |

Naime: Age:

Reason for Visit

What brings you to the office today?

Date symptoms started

Medjications
What-medications are you currently taking? (Include
aspirin, other blood thinners)

Name Dosage Frequency
Name Dosage Frequency
Name Dosage Frequency
Name Dosage Frequency
Name Dosage Frequency
Name' Dosage Frequency
Family History

Has anyone in your family ever had any of the following

conditions?
—~

O Alzheimer’s/Dementia [IMigraines
O Aneurysm CMuscle Disease
LIBlood Clots [UNeuropathy

[(JBrain Tumor {JParkinson’s Disease

U ng!_vaetes [ISeizures
[JHeart Attack [OStroke
lj High Blood Pressure

Allergies

Are you allergic to any of the following?

ONSAID’s(Ibuprofen, Tylenol, [lodine(including
Naproxyn) contrast dye)

[CJAdhesive Tape OPenicillin
[OSeizure Medicines

OSulfa

O Anesthetics
[1Cadeine

JLatex O Other

Allergic Reactions:

Gender: _ Date of Appointment:
Primary Care Physician Name:

Past Medical History

Have you ever had any of the following?

oAIDS / HIV oHead Injury
oAlcoholism oHeart Disease
OAnemia oHepatitis B or C
DAneurysm oHerpes
DAnxiety Disorder aoHigh Cholesterol
oAsthma oKidney Disorder
OAtrial Fibrillation oLiver Disease
oBleeding Disorder olLupus
oBlood Clot oMigraines
oCancer, Type oOsteoporosis
oCarotid Artery Surgery oPacemaker
oCataracts oSkin Disorder
oChronic Fatigue oSleep Apnea
oChronic Pain Where? oStroke
oSubstance Abuse
oCOPD oTuberculosis
oDepression oHigh Blood Pressure
oFibromyalgia aDiabetes
oGlaucoma Other:
Are you (check one):

ORight Handed [JLeft Handed [JAmbidextrous

Women Only

Number of Pregnancies:

Number of Miscarriages:

Number of Abortions:

Number of Living Children:
Birth Control: [1Yes [[INo

Date of Last Period:

If Yes, type

Hospitalizations & Surgeries

Reason Year
Reason Year
Reason Year

Patient Signature:

Doctor Signature:




