‘% ChimeraHealth”
G. A. DeAndrea, MD

Diplomat, American Boards of Neurology, Sleep Medicine, & Clinical Neurophysiology

Evergreen Professional Center, 12303 NE 130™ Lane, Suite 250, Kirkland, WA 98034
Voice: 425.899.4555 Fax: 425.899.4560 Email: info@chimerahealth.com Web: chimerahealth.com

Neurology Patient Questionnaire

Date of Service: Time: am/pm (office use: time

Please provide 24 hour cancellation notice to avoid charges for missed appointments. Where appropriate, please have
an observer of your problem help you complete this prior to your appointment. Completed by:

Name: Birthdate: Age: Handedness: R L Both Gender:

Referring provider (a copy will be sent):

If self referred, do you have a primary physician?

Copies of this evaluation to other providers?

Very briefly, what is the main problem & when it began?

Do you have pain? No If yes, when did it begin? Was onset gradual or sudden?
List any injuries, dates & if work related:
Describe the pain quality (e.g., burning, sharp, dull, etc.):
Is it constant? Yes If not (i.e., intermittent): How frequent is it? How long does it last (without meds)?
Where is your pain?
Head / Face: Right / Left / Both sides

Have you had “muscle tension”, “migraines”, “sinus”, or “cluster” headaches? No Yes

Teeth clenching while awake or grinding during sleep? No If yes, have you used a mouth guard? No Yes

Have you been told you have TMJ syndrome? No Yes
Are headaches accompanied by: Sensitivity to:  Light? No Yes  Sound? No Yes Smell? No Yes
Flashing lights, dark or light spots? No If yes, Right / Left / Both eyes

Nausea or vomiting? No Yes
Are they worse with: Foods (e.g., chocolate, cheese, baked goods...)? No Yes
Alcohol (e.g., red wine, ales)? No Yes
Caffeine withdrawal (& better with caffeine ingestion)? No Yes
Menstrual cycle? No Yes

Family history of migraines? No If yes, who?

Neck Right/ Left/Both sides

Back Right/ Left / Both sides Whole / Upper / Mid / Low
Arms / Hands Right/ Left / Both
Legs / Feet Right / Left / Both
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Rate the pain severity below, at its worst?
No Pain 0 1 2 3 4 5 6 7 8 9 10 Constant Maximal Pain

Does the pain worsen when you cough, sneeze, or go to the bathroom? No Yes
Does it interfere with sleep? No Yes

Have you had constant numbness or intermittent tingling? No If yes, when did this begin?
Was onset gradual or sudden?

Where?Head / Face  Right/ Left / Both sides

Neck Right/ Left/Both sides

Trunk Right / Left / Both sides Front / Back / Both Front & Back

Arms /Hands Right/ Left / Both

Legs / Feet Right / Left / Both

Have you had muscle weakness (i.e., decreased strength, not fatigue)? No If yes, when did this begin?

Was onset gradual or sudden?

Where?Face Right/ Left / Both sides Forehead? Eye lid? Mouth?

Arms / Hands Right/ Left / Both
Legs / Feet Right / Left / Both

Do you have fatigue (low energy), sleepiness during your major wake period, or insomnia (difficulty sleeping despite given

the opportunity)? No Yes

Have you had uncontrollable sleep attacks, near or complete loss of consciousness, convulsions / seizures? No If yes,

when did this begin & describe?

Have you had dizziness, light headedness, imbalance, spinning (vertigo)? No If yes, when did this begin & describe?

Have you had hearing loss? No If yes, when did this begin? Both ears / Right / Left

Have you had tinnitus (e.g., ringing, buzzing)? No If yes, when did this begin? Both ears / Right / Left

Have you had difficulty swallowing, drooling, choking, episodic nausea or vomiting? No If yes, when did this begin &

describe?

Have you had problems with coordination, walking, tremor, tics...? No If yes, when did this begin & describe?

Have you had blurred or double vision or loss? No If yes, when did this begin & describe?

Both eyes / Right / Left

Have you had problems with thinking, attention, concentration, memory, speech, comprehension, reading or writing? No

If yes, when did this begin & describe?

Have you had bowel or bladder incontinence, urgency, frequency, hesitancy or erectile dysfunction? No If yes, when did

this begin & describe?

Depression? No If yes, when did this begin & rate below?

Is it seasonal? No Yes

Normal Mood 0 1 2 3 4 5 6 7 8 9

10 Suicide precautions

Anxiety / Panic? No If yes, when did this begin & rate below?

Sustained Calm 0 1 2 3 4 5 6 7 8

9

10 Sustained panic

Irritability / Hypomania / Mania / Obsessive-Compulsive Behavior? No If yes, when did this begin?



Name

Date
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DRUG ALLERGIES:

HABITS: (how much, how often, how late in the day, history of abuse and last use)

Caffeine

Alcohol

Tobacco

lllicit Drugs

MEDICATIONS: (including over-the-counter and herbal, if necessary attached separate sheet)

Current Medications Dosage

Times a Day Purpose Side effects

Past Medications

PAST MEDICAL & SURGICAL HISTORY: (Note

problem & onset)

Hypertension Brain/Nerves (e.g., concussion, stroke)
Heart Psychiatric

Lung (e.g., asthma) Arthritis

Infectious (e.g., hepatitis) Thyroid

Kidney Diabetes

Gl (e.g., GERD, ulcers) Others:

Blood (e.g., anemia) Last blood work:

FAMILY MEDICAL HISTORY: (blood relatives, especially parents, siblings, children, ages) | Family Member

Sleep Disorders (e.g., sleep apnea, insomnia, RLS, narcolepsy):

Psychiatric (e.g., depression, anxiety):

Atherosclerosis (e.g., heart attacks, stroke):

Endocrine (e.g., thyroid, diabetes):

Neurologic (e.g., Parkinson’s)

Other:

SOCIO-ECONOMIC HISTORY:

Education:

Occupation:

Marital Status:

Housing:

REVIEW OF SYSTEMS: ( check all boxes that ap

ply )

Shortness of breath

Appetite: Increased / Decreased

Coughing Rashes
Palpitations Easy bruising / bleeding
Chest pain Cold / heat intolerance, hot flashes, sweats, fever

Foot / leg swelling

Last menstrual period:

Joint swelling

Other:

Additional Comments:




