Advanced Neurologic Care Associates

New Patient Encounter Form

Please be complete and accurate as this will become part of your medical record.

Name:

Age:

Handedness: (circle one)

Right handed / Left handed / Ambidextrous

What symptoms or diagnosis prompted this referral to see a neurologist?

Date of birth:

Medications you currently take

Birth Control Pills: No
Aspirin: No
Vitamins: No

Yes
Yes
Yes

Allergies to medicines/injections:

Over-the-counter (non-prescription) medications

No Yes

Have you ever been treated for: (circle yes or no)

Diabetes mellitus
High blood pressure
Elevated cholesterol
Heart attack (MI)

No
No
No
No

Yes
Yes
Yes
Yes

List other past or current medical diagnoses:

If yes, please list.

Depression
Anxiety
Peptic Ulcers
Asthma

No
No
No
No

Yes
Yes
Yes
Yes

List hospitalizations/surgeries:

SYSTEMIC REVIEW: Do you have problems with the following? If yes, please explain.

[IBlackouts [Jweight change
[IConfusion [JAbdominal pain
[IConcentration [INausea
[JMemory loss [JVomiting
[JPersonality change [IDiarrhea
[JHallucinations [IConstipation
[IDecreased hearing R/L [JFever
[Difficulty chewing [JRash

[ISpeech difficulty [IChest pain
[]Trouble swallowing [IShortness of breath
[Difficulty tasting [Anxiety

[ITrouble with smell
[[Hoarseness

[IDrooling

[IBlurred vision

[IDouble vision

[lOther visual changes

[IDepression

[JPainful urination
[Loss of bladder control

[Loss of bowel control
[ICough

[JFacial numbness/Tingling

[JWeakness

[JNumbness

[ITingling

[Pain

[Istiffness

[IClumsiness

[JPoor Balance

[ITrouble walking/falls

[JPoor coordination
[JRinging in ears
[IDizziness

[ISleep difficulty
[ISnoring

[lOther
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Have you ever had psychiatric care? No Yes Have you ever been advised to seek psychiatric care? No Yes

For female patients: Number of children Number of pregnancies Number of miscarriages

SOCIAL HISTORY:

Circle one: Single Married Separated Divorced Widowed Do you live alon
Current job/career
How much alcohol do you consume? Were you ever a heavy dri

Current tobacco use?

Do you use street drugs?

FAMILY HISTORY:

Have any blood relatives had:

packs per day. Were you ever a smoker?

No Yes If yes, which ones?

e? No Yes

nker? No Yes

No Yes

If yes, which relation?

If yes, which relation?

Diabetes No Yes Seizures/Epilepsy No Yes
Heart Attack No Yes Migraine No Yes
Stroke No Yes High blood pressure No Yes
RELATIVE AGE? | If deceased, age and cause of death? Medical illnesses
Father

Mother

Brothers/Sisters

Children

Source of information, if other than patient:

Signature of person completing form: Date:

Signature of reviewing Neurologist: Date:




