
MEDICAL HISTORY FORM
Name:   Age:   Race: 

Chief Complaint to Neurologist:  

Date symptoms started:   Medication Allergies  

Medications dose/MG Frequency reason used start date (est) 
         

         

         

operations date Major illnesses onset 
       

       

       

check iF you have:

circle tests you have had

SkiN  
q Rash 
q Psoriasis 
q Melanoma 
q Acne 
q Skin Cancer

EAR NoSE ThRoAT  
q hearing loss 
q Tinnitus 
q hoarse voice 
q Vertigo

GENiTo URiNARy  
q hematuria 
q Prostate Disease 
q incontinence 
q kidney stones 
q Bladder infections

EyE 
q Eye pain 
q Glaucoma 
q Blurred vision 
q Double vision 
q Temp loss of vision

GENERAl 
q Fever 
q Malaise 
q Weight gain 
q Weight loss 
q Anemia 

EEG   MRi BRAiN  MRi SPiNE  CT SCAN  EMG/NCV  

CARDioVASC 
q Chest pain 
q Palpitation 
q Pacemaker 
q heart failure 
q Foot edema 
q Valve disease 
q Atrial-Fibrilation 

RESPiRAToRy 
q Asthma 
q Shortness of breath 
q Emphysema 
q Cough 
q hemoptysis 
q Sleep Apnea

GASTRoiNTEST 
q heartburn 
q Nausea 
q liver disease 
q Gall bladder 
q Swallowing diff 
q Blood in stool

MUSClE SkElETAl  
q Neck pain 
q Back pain 
q Joint pain 
q Cramps 
q Carpal tunnel 
q Gait trouble 
q Joint replacement

NEURoloGiCAl 
q Stroke 
q Seizures 
q Memory loss 
q Speech trouble 
q Tremors 
q Numbness 
q headache

list any family illness: 

ToBACCo USE  PACk/DAy  

CAFFEiNE  SERViNGS/DAy (CoFFEE,ColA, etc)

AlCohol USE  DRiNkS PER DAy/WEEk/MoNTh 


