NERVEPRO™

CHIEF COMPLAINT TO NEUROLOGIST:

NAME:

MEDICAL HISTORY FORM

AGE:

RACE:

DATE SYMPTOMS STARTED:

MEDICATION ALLERGIES:

PLEASE CHECK THE TESTS YOU HAVE COMPLETED:  [JEEG  [JMRIBRAIN/SPINE [JPET/CTSCAN [JEMG/NCV
MEDICATIONS: DOSE/MG:  FREQUENCY: START DATE: REASON USED:
OPERATIONS: DATE MAJOR ILLNESSES: ONSET
CHECK IF YOU HAVE:
GENERAL EYE SKIN EAR/NOSE/THROAT  GENITO URINARY
[ ]FEVER [ ]EYE PAIN [ ]RASH [ JHEARING LOSS [ JHEMATURIA
[_|MALAISE [ |GLAUCOMA [ ] PSORIASIS [ ]TINNITUS [ |PROSTATE
|| WEIGHT GAIN |_|BLURRED VISION || MELANOMA [ | HOARSE VOICE |_|INCONTINENCE
|| WEIGHT LOSS |_|DOUBLE VISION || ACNE []verTiGO |_|KIDNEY STONES
[ ]ANEMIA [_ITemP Loss OF visioN [_]skiN CANCER || BLADDER
INFECTION
CARDIOVASCULAR RESPIRATORY GASTROINTESTINAL MUSCLE SKELETAL NEUROLOGICAL
[_|CHEST PAIN [_|ASTHMA [ | HEARTBURN (] NECK PAIN [_|STROKE
| |PALPITATION | |SHORTNESS OF || NAUSEA || BACK PAIN | [SEIZURES
- 'BREATH . - .
|| PACEMAKER |_|EMPHYSEMA || LIVERDISEASE || JOINT PAIN |_|MEMORY LOSS
|_|HEART FAILURE |_[couGH || GALLBLADDER || CRAMPS |_|SPEECH TROUBLE
|_|FOOT EDEMA |_[HEMOPTYSIS |_[swALLOWING ~ L_IcARPALTUNNEL  L_ITREMORS
DIFF
[ ]VALVE DISEASE [_ISLEEP APNEA [ ]BLooD IN [ ] GAIT TROUBLE [ INUMBNESS
[ ]ATRIAL-FIBRILATION STOOL [ ]JoINT [ ]HEADACHE
REPLACEMENT
LIST ANY FAILY ILLNESSES: ...ccourerreresveesesessssssessesessessesssssssssssssssssessssssssssssssssssssessesssssssssssssssssssessesssssssssssssssssssossessossssssssessesseess
TOBACCO USE:eceeeevvevveevesneessene oo sosssssns s e ssssssssss PACK/DAY :....coooooveveeeeesessnee s sessssesssns s sesssssssssss s see s
CAFFEINE: ..vevvveeeseees e veeesseesssssssssssse e sessssssssessssss e ssssssens SERVING/DAY (COFFEE,COLA,ETC):...ovvvvvoveeueemneeesveeevsennennnss
ALCOHOL USE - vvvvveeeesseene e sessesessssss s sssssssssssssnes DRINKS PER DAY/WEEK/MONTH:.....o.oovvooeeeeemnsneseesveseveenenns
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