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Dear Patient:  

  

Thank you for choosing the Neurosurgical Medical Clinic, Inc. for your neurosurgical healthcare 
needs.  Your time and health concerns are very important to us.  We certainly appreciate your trust 

and confidence in us, and we will do our best to meet all of your expectations.  

  

Listed below are questions that will help us provide you with best medical care possible.  Please 
answer as many of the questions as you can, as completely possible.  If you do not understand any 

of the questions, or are uncomfortable answering the questions, please leave those questions blank.    

 

This information will be kept only as a confidential part of your medical record and is used solely 
for the purpose of providing you with the best medical care possible.  We appreciate your help and 

cooperation in this regard.  
  

 

Date: _______ / _______ / ________  

  

 ___________________ _____________________        : _____ 
  

: ______________       _____________ :_________________ 
 

 ☐ English ☐ Spanish ☐ Patient declines   ☐ Other:____________________ 
 

 ☐ Hispanic or Latino ☐ Not Hispanic or Latino  ☐ Patient declines to specify 
 

  ☐ White ☐ Black or African American ☐ Asian ☐ Unknown   ☐ Decline 
 

☐ American Indian or Alaska Native   ☐ Native Hawaiian or Pacific Islander  
 

: _______________________________ 

 

__________________________________________________________________________________________ 
 

:  ☐Right ☐Left hand (check one) 
 

☐  Face Pain    ☐  Brain Tumor     ☐ Neck pain 
 

☐  Arm Pain    ☐  Low back pain    ☐ Leg Pain 
 

   ☐ Right Side ☐ Left Side   ☐ Bilateral 
 

: ☐ No Falls in the past year       ☐ One Fall without Injury in the past year 

 

☐  Two or more Falls in the Past year             ☐ At least one fall with injury in the past year 
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Please list all other medical problems for which you have been hospitalized in the past.  

  

  

              

              

              

              

              

 

 

Please list all medications that you are currently taking, including those prescribed by other 

physicians or those purchased over-the-counter at a drugstore.  Include the pill size, if you 

know this information, and the number of pills you take and the number of times during 

the day you take this many pills.  

  

 

 

  

 

 

 

     

 

                                   

                                   

                                   

                                   

                                   

                                   

  

 

 

Name: ____________________________ Phone: ( ______) _________ - _____________  
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Please list below all allergies you have allergic reactions to along with the type of reaction.  

 

 

 

  

              

              

              

              

              

              

  

  

 

 ☐ Yes  ☐ No 

 

 __________________________________________________ 

 

 ☐ Yes  ☐ No 

 

:__________________________________________________ 

 

  ☐ Yes  ☐ No 

 

:__________________________________________________ 

  

 

 

     ☐ Married    ☐ Single ☐ Divorced    ☐ Separated    ☐ Widowed 

  ☐ Yes   ☐ No  

 

 ☐ Yes   ☐ No      ☐  Former  

 

 _________    ____________ 
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Are you pregnant?        ☐Yes    ☐No  

  

Do you have brain clips?      ☐Yes    ☐No  

  

Do you wear a hearing aid?     ☐Yes  ☐No  

  

Do you have metal in your body?    ☐Yes  ☐No  

 

Do you have a pacemaker?     ☐Yes    ☐No  

  

Do you experience claustrophobia?   ☐Yes    ☐No  

 

Numbness =N      Tingling =T       Dull Pain = D   Sharp Pain = P      Burning = B    Stiffness =S 
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Are you  bothered by any of the following (please check)? 

   ☐ fever       ☐ urinate at night 

    ☐ sweats       ☐ pain on urination 

   ☐ weight change      ☐ blood in urine 

   ☐ appetite change      ☐ incontinence 

   ☐ fatigue       ☐ vaginal pain 

☐  itching       ☐ muscle pain 

   ☐ pigmentation change     ☐ joint pain 

   ☐ hair or nail problem     ☐ joint swelling 

   ☐  warts       ☐ back pain 

           ☐ neck pain 

 

☐ headache       ☐ trouble swallowing 

   ☐ dizzy spells      ☐ nausea/vomiting 

   ☐ fainting       ☐ stomach pain 

   ☐ poor vision      ☐ heartburn 

   ☐ water/itchy eyes      ☐ constipation 

   ☐ ringing in the ears     ☐ diarrhea 

   ☐ ear pain       ☐ blood in the stool 

   ☐ poor hearing      ☐ black stool 

☐ loss of smell      ☐ weakness 

   ☐ sinus pain       ☐ numbness 

   ☐ nose bleed       ☐ poor coordination 

   ☐ runny nose      ☐ difficulty speaking 

   ☐ sore throat      ☐ poor memory 

   ☐ cough       ☐ tremor 

   ☐ sputum       ☐ depression 

   ☐ wheezing       ☐ anxiety 

 ☐ easy bruising      ☐ poor sleep patterns 

   ☐ swollen lymph nodes     ☐ daytime sleepiness 

☐ chest pain       ☐ hot/cold intolerance 

   ☐ unable to breathe with walking    ☐ excessive thirst/urination 

   ☐ waking at night short of breath   ☐ excessive facial/body hair 

   ☐ palpitations  

   ☐ ankle swelling 

   ☐ calf cramping with walking 
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