NEUROLOGICAL ASSESSMENT FORM

NAME:

Patient

DATE:
Are you left or right NRANAEA?... . ... e e e e e Right
Have you had @ head INJUIY 2. ... e e e e e e e e et e e e e e e e Yes
Do you currently experience or have a past history of vertigo or balance disorders?.................... Yes
Do you have any ringing Or PreSSUre iN YOUE ©AIS? ... ...t ouuue i et et et e et et e e aeaene eeneeennne Yes
DO YOU EXPEIMENCE NAUSEAT ....en it it eenaet e et et e e et e e e e e et e e et et aea e et aet e eeneneaaens Yes
Do you find that your balance is getting WOISE? .......ou vt it e e e e e e Yes
Do you have difficulties walking down stairs?... . P € =1
Do you find yourself searching for words frequently When you speak'> ...................................... Yes
Have you noticed your ability to concentrate is getting WOrSe? ..........ooviviiiiiiiiiiie i e, Yes
Do you get lost often or have a hard time with directions?............ccoiiv i e, Yes
Do quick flashes of light on TV or loud noises bother you? .............cooiiiii i Yes
Do you feel like you need to wear sunglasses OULSIAE?.......c..uiiie it e e e Yes
Has your handwriting changed in TECENT YEAIS? ... ...oviuiiiriie e e e e e e e e aen e Yes
Do you have a hard time swallowing? ..........cooeeiie i e e e st e tee e seane e neneneeen. YES
DO 10 GAG CASIY 2. .ottt ettt e e e e e e e e Yes
Do you experience blurriness in your vision or have double ViSion? .............cocoeiiiiiiii i, Yes
0 CIRCLE ALL THAT APPLY: Blurriness, Double Vision
Do you have any changes in smell or smell foul things that are not present?................coovvvvveennn. Yes
Do you have any difficulty with taste or taste things differently than what you are eating? ............ Yes
Have you noticed clumsiness in hand coordination? .............c.cccoeiiiii i i i e eene. YES
0 Which hand? CIRCLE: Right, Left
Do you have difficulty with short-term memory? .. . S (-1
Have you been told you have or noticed any memory Ioss of past events’? ................................ Yes
Have you noticed uneven sweating or temperature on one side of your body?........................... Yes
Do you have any tightness, weakness or instability in your back or neck?..................cceeveeenn . Yes
0 CIRCLE ALL THAT APPLY: Back, Neck
Do you have tightness or feelings of weakness in you arms/hands or legs/feet?......................... Yes
0 CIRCLE ALL THAT APPLY: Arms/hands, Legs/feet
Do you ever have any numbness or tingling in your arms/hands, legs/feet or face?..................... Yes
0 CIRCLE ALL THAT APPLY: Arms/hands, Legs/feet, Face
Do you have any difficulty with falling asleep or staying asleep?........cccoiiiiici i, Yes
0 CIRCLE ALL THAT APPLY: Falling asleep, Staying asleep
Do you get motion sickness easily (car sick or sea SiCk)? .......oooiiiiii i Yes
Do you ever experience flashes of light in your visual fieldS?.............ccoooo i, Yes
Do you ever experience dry eyes OF MOULN?.... ..ot e e e e e e e e e eans Yes
0 CIRCLE ALL THAT APPLY: Eyes, Mouth
Do you ever experience increased tearing or salivation?...................coccoiiiiiiic i i en. YES
0 CIRCLE ALL THAT APPLY: Tearing, Salivation
Do you ever have slurred SPEECHT ... ... Yes
Have you noticed any drooping of your eyelids or facial muscles?..........c.ccooiiiiiiiii i e, Yes
0 CIRCLE ALL THAT APPLY: Eyelids, Facial Muscles
Do you ever notice increased heart rate or pulse during the day? ........... R (S
Have you ever experienced or been diagnosed with arrhythmia (fluctuatmg heart rate)'7 .......... Yes
DO YOU EXPEMENCE DEJA VU vttt e e e et et e e e e et et e e e e e e e aae e Yes
Does driving cause you fatigue, headaches or any other symptoms?..........cccovve i iiiiiiieiennn . Yes
0 CIRCLE ALL THAT APPLY: Fatigue, Headaches, Other Symptoms
Does working on a computer cause you fatigue, headaches or other symptoms? ...................... Yes
0 CIRCLE ALL THAT APPLY: Fatigue, Headaches, Other Symptoms
Have you lost your interest in hobbies and functions you used to enjoy? ..............cccoeevveevvnnnn.. . YES
Do you have a hard time motivating yourself to engage in activitiesS?..........cccoeviieiiviine e e, Yes
Do you ever have a fluttering of the eye or noticed you are blinking frequently? .........................Yes
Do you have difficulty distinguishing right and left?..............o s Yes
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	Patient Signature:__________________________________________________________  Date: ________________
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