
  
 

TEXAS NEUROLOGY CONSULTANTS, LLP 
PATIENT HISTORY 

 
 

                
Last Name           First    Middle    Today's Date 
 

                
Age                   Sex   Date of Birth   
  

 Referring Physician (Name, Address, & Phone)          
 

 1. Present Complaints: (describe)           
 

 
 

               
 

 

               
 

 

               
 

 

               
 

 

               
 

 Any known medication allergies:            
 

                   
     
Do you have any of the following complaints at present: (mark Y for yes N for no) 
 

Difficulty in Swallowing Headache       
 

Difficulty in Passing Urine Seizure        
 

Difficulty in Walking Black out       
 

Difficulty in Using Hands Dizziness       
 

WeaknessDifficulty in Hearing       
 

Numbness or Tingling Difficulty in Vision      
 

) Pain in any part of the body ( Difficulty in Speech        
  

Sleep Problems Memory Problems      
 
 
Do you have any of the following at present: (mark Y for yes N for no) 
 

Loss of Appetite Shortness of Breath      
  

Diarrhea Pain in the Chest      
 

Constipation Palpitation       
 

Pain in the AbdomenCough         
 

Urinary Problems Nausea        
 

) Other (Vomiting             
 
 
FOR WOMEN ONLY: (mark Y for yes N for no) 
 
 

Are you taking birth control pills?Any Menstrual Problems?      
 

Have you had a Hysterectomy? Are you Pregnant?      
 

Are you planning on having children within the next year?  
 
 
 
 
 



 
 

 2. PAST HISTORY: Do you have any major problems?         
 

 

               
 

                
 

                
 

                
 

                
 

 Have you had any accidents or injuries in the past?         
 

                
 

 

               
 

 Past Surgical Procedures:            
 
Have you had any of the following problems: (mark Y for yes N for no) 
 

ArthritisHeart Problems       
 

Stomach and Intestinal Lung Problems      
 

Neurological (Strokes, Seizures, etc.) Abdomen      
 

Sexual Kidney and Urinary     
 

High Blood Pressure Psychological      
 

Diabetes Nervous Breakdown     
 

) Other ( Bleeding Problems         
 

Ear, Nose, or Throat Problems Loss of Vision or Double Vision    
 
3. PERSONAL AND SOCIAL HISTORY: (mark Y for yes N for no) 
 

 How long?  Do you smoke regularly?  
 

  How many per day? Cigars Cigarettes  Pipe      
 

  How long? How much? Beer  RegularlyDo you drink alcohol?         
 

 What medications are you taking: (please list)          
 

                
 

                
 

                
 

 Have you been hospitalized recently? (If so give details)         
 

                
 

                
 

 

               
 

 Your spouse's job?What is your job?           
 

 Are you or have you been addicted to any drugs or alcohol?        
 

                
 

                
 



 
 
4. FAMILY HISTORY: 
Do you know of any blood relative that has had any of the following? (mark Y for yes N for no) 
 

Alzheimer's Similar type of illness that you have now    
 

Migraines Stroke        
 

Diabetes Cancer        
 

Epilepsy High Blood Pressure      
 

Nervous Breakdown or Depression Heart Problems       
 

Muscle or Nerve Disease Parkinson's Disease      
 

TremorMovement Disorders       
 

Blood Clotting Disorders         
 

 No      or   ARE YOU ADOPTED    Yes        
 
 
 
 
  

Family History     If Alive (good/fair/poor health)   Age        Cause if Deceased 
 
 
 
Father: 
 
 
 
Mother: 
 
 
 
Brothers/Sisters: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Children: 
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