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NEUROLOGICAL QUESTIONNAIRE
											           CIRCLE ONE

DO YOU SUFFER FROM TENSION OR MIGRAINE HEADACHES?					     YES	 NO

DO YOU HAVE PAIN AND/OR STIFFNESS IN YOUR NECK?						      YES	 NO

DO YOU HAVE LOW BACK PAIN?									         YES	 NO

HAVE YOU NOTICED ANY CHANGE IN YOUR EYESIGHT?						      YES	 NO

HAVE YOU EVER HAD SPOTS BEFORE YOUR EYES, DROOPY EYELIDS,
BLURRING OF VISION, OR DOUBLE VISION?								        YES	 NO

HAVE YOU EVER HAD COMPLETE OR PARTIAL LOSS OF VISION IN ONE
OR BOTH EYES?											           YES	 NO

HAVE YOU NOTICED ANY CHANGE IN YOUR HEARING?						      YES	 NO

HAVE YOU EVER HAD EARACHES OR RUNNING EARS?						      YES	 NO

DO YOU HAVE SINUS TROUBLE?									         YES	 NO

DO YOU HAVE NOSEBLEEDS?										          YES	 NO

HAVE YOU HAD ANY EPISODES OF LOSS OF SPEECH OR SLURRING?					     YES	 NO
	
DO YOU HAVE DIFFICULTY SWALLOWING OR CHEWING?						      YES	 NO

DO YOU SUFFER FROM NAUSEA OR VOMITING?							       YES	 NO

IS THERE ANY PROBLEM WITH YOUR SENSE OF SMELL AND/OR TASTE?				    YES	 NO

DO YOU LOSE YOUR BALANCE OR STAGGER?								       YES	 NO

DO YOU HAVE DIFFICULTY WALKING?								        YES	 NO

DO YOU HAVE SPELLS OF DIZZINESS OR VERTIGO?							       YES	 NO

HAVE YOU EVER FAINTED OR BLACKED OUT?							       YES	 NO

DO YOU HAVE EPILEPSY?										          YES	 NO

HAVE YOU EVER HAD A CONVULSION?								        YES	 NO

DO YOU SUFFER FROM UNCONTROLLABLE TENSION OR NERVOUSNESS?				    YES	 NO



DO YOU HAVE DIFFICULTY GETTING TO SLEEP (INSOMNIA) OR
A PROBLEM AWAKING IN THE MORNING?								        YES	 NO

DO YOU EVER FEEL DROWSY OR SLEEPY?								        YES	 NO

DO YOU HAVE AN EMOTIONAL DISORDER OR EVER BEEN UNDER
THE CARE OF A PSYCHIATRIST?									         YES	 NO

DO YOU HAVE TROUBLE WITH YOUR THINKING OR MEMORY ABILITY?				    YES	 NO

HAVE YOU EVER LOST FEELING IN ANY PART OF YOUR BODY?					     YES	 NO

HAS ANY PART OF YOUR BODY EVER BEEN PARALYZED?						      YES	 NO

DO YOU HAVE NUMBNESS OR TINGLING IN YOUR HANDS OR FEET?					     YES	 NO

DO YOU HAVE TROUBLE WITH COORDINATION?							       YES	 NO

DO YOU HAVE MUSCLE PAIN, SORENESS, OR STIFFNESS?						      YES	 NO

HAVE YOU NOTICED MUSCLE TWITCHING, SPASMS, OR CRAMPS?					     YES	 NO

DO YOU FEEL OVERLY FATIGUED WITHOUT ENERGY?						      YES	 NO

HAVE YOU NOTICED ANY RECENT CHANGE IN YOUR HANDWRITING?				    YES	 NO

DO YOU GENERALLY FEEL CHILLY EVEN IN WARM WEATHER?					     YES	 NO

HAVE YOU HAD ANY SPONTANEOUS EPISODES OF SWEATING?					     YES	 NO

DO YOU HAVE ANY BIRTHMARKS?									         YES	 NO

DO YOU HAVE DIFFICULTY WITH BOWEL OR BLADDER FUNCTION?					     YES	 NO

DO YOU HAVE ANY SEXUAL DYSFUNCTION?								        YES	 NO

HAVE YOU HAD ANY RECENT WEIGHT LOSS OR WEIGHT GAIN?					     YES	 NO

DO YOU HAVE...
MIGRAINE HEADACHES?		  YES	 NO			   THYROID DISEASE?		  YES	 NO

HIGH BLOOD PRESSURE?		  YES	 NO			   ANEMIA?			   YES	 NO

KIDNEY OR LIVER DISEASE?		  YES	 NO			   HEART TROUBLE?		  YES	 NO

DIABETES MELLITUS?			  YES	 NO			   ARTHRITIS?			   YES	 NO

SKIN RASH OR SKIN DISEASE?		 YES	 NO			   FRACTURES?			   YES	 NO

NECK OR LIMB TRAUMA?		  YES	 NO			   TUMOR OR CANCER		  YES	 NO

SYPHILIS OR OTHER VENEREAL DISEASE?								        YES	 NO

ALLERGIES?	 YES	 NO	 PLEASE LIST:____________________________________________________

OTHER?______________________________________



HAVE YOU HAD ANY MAJOR ILLNESSES? IF YES LIST TYPE AND WHEN.

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

HAVE YOU HAD ANY OPERATIONS? IF YES LIST TYPE AND WHEN.

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

DO YOU SMOKE?	 YES	 NO		  IF SO, HOW MUCH?____________________________________

DO YOU HAVE 2 OR MORE ALCOHOLIC DRINKS PER DAY?				    YES	 NO

LIST NAME AND DOSAGE OF ANY MEDICATIONS:

___________________________________				    ____________________________________

___________________________________				    ____________________________________

___________________________________				    ____________________________________

CIRCLE ANY TESTS OR EXAMINATIONS OF THE NERVOUS SYSTEM YOU HAVE HAD.

ELECTROENCEPHALOGRAM (EEG)	 ELECTROMYOGRAM (EMG)	 MYELOGRAM

EVOKED POTENTIAL STUDIES (EP)	 CT SCAN (HEAD OR SPINE)	 ANGIOGRAM

LUMBAR PUNCTURE			   MRI SCAN (HEAD OR SPINE)

HAVE YOU EVER HAD X-RAYS? IF YES LIST WHERE AND WHEN.

__________________________________________________________________________________________

__________________________________________________________________________________________

FAMILY HISTORY: DO ANY OF YOUR BLOOD RELATIVES SUFFER FROM...

HEART TROUBLE?						      A NERVOUS BREAKDOWN?

HIGH BLOOD PRESSURE?					     NEUROLOGICAL DISEASE?

ANEMIA?

DIABETES?

OTHER?____________________________________

PLEASE CIRCLE: STROKE, EPILEPSY,
BRAIN TUMOR, MULTIPLE SCLEROSIS, 
ALZHEIMER’S, MUSCULAR DISORDER, ALS,
 NEUROPATHY, MYOSITIS, 
OR MUSCULAR DYSTROPHY



PATIENT PAIN DRAWING

Name:______________________________________________________  Date:_________________________

Where is your pain now?

Visual Analog Scale (VAS)
|-------------------------------------------------------------------------------------------------------------------|

No
Pain

Pain as bad
as it could
possibly be


