
 

 
 

 INSTRUCTIONS FOR COMPLETING THE 
 

 NEUROSURGERY DIVISION  
  MEDICAL HISTORY  

 
 

   Thank you for choosing a Riverhills Neurosurgeon. 
   The entire practice welcomes you as our patient. 
   We look forward to your upcoming appointment. 

 
 To better serve you, please complete the following 

 forms by the time you arrive at our office: 
 

 Pages -1- through -6- of the Medical History. 
 If you are being seen for a problem related to 

your spine, please also complete the form 
marked ÒÐSpine-Ò at the bottom of the page. 

 



 
Riverhills Healthcare 

NEUROSURGERY DIVISION MEDICAL HISTORY  
 

 PHYSICIAN YOU ARE SCHEDULED TO SEE:  ________________________________________________________________ 
 

DATE OF YOUR APPOINTMENT: ____________________________________________ 
           

TODAYÕS DATE:  _______________________________________ 
  

PATIENT ÕS NAME: _________________________________________________________________________________  
 
ADDRESS: _________________________________________________________________________________ 
 
HOME TELEPHON E #: __________________________________ WORK TELEPHONE # : __________________________ 
 
CELL  PHONE #: ________________________________     DATE OF BIRTH:   _______________________________  
 
AGE: __________     MALE     FEMALE      RIGHT HANDED       LEFT HANDE D 
 
    
REFERRING PHYSICIAN:   _____________________________________________________________ 

(Name, Address, Telephone)  _____________________________________________________________  

    _____________________________________________________________ 

 

PRIMARY  PHYSICIAN:  _____________________________________________________________ 

(Name, Address, Telephone)  _____________________________________________________________ 

    _____________________________________________________________ 

 
 

HISTORY OF ILLNESS   
(REASON FOR OFFICE VISIT)  

 
DESCRIBE THE SYMPTOMS YOU ARE EXPERIENCING:   __________________________________________________________________________ 

______________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________ 

 

HOW DID YOUR SYMPTOMS BEGIN:  _________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________ 

 
THE SYMPTOMS STARTED ON: GIVE SPECIFIC DATE, IF KNOWN:  _______________________________________________________________________ 
 
 
SINCE YOUR SYMPTOMS BEGAN HAVE THEY GOTTEN:    BETTER   WORSE   NO CHANGE 
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DESCRIBE THE SYMPTOM(S) FOR WHICH YOU  ARE HERE:   
   PAIN      NUMBNESS/TINGLING    MUSCULAR WEAKNESS 
   OTHER ________________________________________________________________________________________ 
 
MY PAIN IS LO CATED:     NECK          LOW-BACK          MID-BACK          OTHER: ______________________________________________ 
 
RATE YOUR PAIN:  USE A PAIN SCALE  OF 0 to 10 (0=NO PAIN AND 10=WORST POSSIBLE PAIN):_____________________ 
 
DOES YOUR PAIN RADIATE OR MOVE TO O THER PARTS OF YOUR BODY?       YES       NO      IF YES, WHICH APPLY? 
   FROM NECK TO LEFT ARM     FROM NECK TO RIGHT ARM 
   FROM LOW BACK TO LEFT LEG     FROM LOW BACK TO RIGHT LEG 
   OTHER ______________________________________________________________________________ 
 
IF YOU HAVE NECK  AND/OR ARM  PAIN: 

WHAT  PERCENTAGE OF YOUR PAIN IS IN YOUR NECK ? ________% 
  WHAT PERCENTAGE IS IN YOUR ARM(S) __________%      (THE TOTAL SHOULD EQUAL 100%) 
 
IF YOU HAVE BACK AND/OR LEG PAIN:  

WHAT PERCENTAGE OF YOUR PAIN IS I N YOUR BACK ?  _______% 
WHAT PERCENTAGE IS IN YOUR LEGS? _________%      (THE TOTAL SHOULD EQUAL 100%) 

  
DO YOU HAVE NUMBNESS OR TINGLING  IN YOUR FINGERS?   YES    NO IF YES, SPECIFY HAND:       RIGHT        LEFT 
 
CHECK ALL FINGERS WHERE  YOU HAVE  NUMBNESS OR TINGLING :   
         THUMB         FIRST FINGER NEXT TO THUMB (POINTER)         MIDDLE FINGER         RING FINGER         LAST FINGER (PINKY) 
 
DO YOU HAVE  NUMBNESS OR TINGLING  IN YOUR TOES?  YES     NO        IF YES, SPECIFY FOOT:          RIGHT         LEFT 
 
CHECK ALL TOES WHERE YOU HAVE  NUMBNESS OR TINGLING :   
         GREAT TOE         FIRST TOE NEXT TO GREAT TOE         MIDDLE TOE         FOURTH TOE         LAST TOE (PINKY) 
 
THE PAIN IS:    CONSTANT   INTERMITTENT  
 
THE PAIN IS DESCRIBED AS:      SHARP/STABBING   DULL/ACHING    BURNING   THROBBING 
 
THE SYMPTOMS IMPROVE WITH :        STANDING         WALKING         SITTING         LAYING DOWN         STRETCHING 
         OTHER: __________________________________________________________________ 
 
THE SYMPTOMS GET WORSE WITH :         STANDING         WALKING         SITTING         LAYING DOWN         BENDING 
         BOWEL MOVEMENTS         COUGHING         SNEEZING         GENERAL ACTIVITY         WEATHER         MENSTRUAL PERIOD 
         OTHER ___________________________________________________________________ 
 
THE SYMPTOMS ARE WORSE:          MORNING         AFTERNOON         EVENING         NOT AFFECTED BY TIME OF DAY 
 
SINCE YOUR CONDITION, DO YOU EXPERIENCE AN Y OF THE FOLLO WING?   
         BLADDER DYSFUNCTION   BOWEL DSYFUNCTION       SEXUAL DYSFUNCTION         I EXPERIENCE NONE OF THESE CONDITIONS  
 
ARE YOU ABLE TO PERFORM YOUR DAILY ROUTINE WITH THESE SYMPTO MS? 
         YES         NO       IF NO, SINCE WHEN?  ________________________________________________________________________ 
 
THE SYMPTOMS BEGAN:   
         SPONTANEOUSLY WITH NO KNOWN CAUSE    AS A RESULT OF A MOTOR VEHICLE ACCIDENT 
         AS A RESULT OF AN INJURY AT WORK     AS A RESULT OF AN INJURY OUTSIDE OF WORK 
 
HOW LONG CAN YOU STAND WITH NO OR MINIMAL PAIN ?  ____________MINUTES 
 
WHAT DISTANCE  CAN YOU WALK  WITH NO OR MINIMAL PAIN ?    0-100 FEET         100-500 FEET         500+FEET         ½ MILE + 
 
DO YOU NEED SUPPPORT TO HELP YOU WALK ?         YES         NO    IF YES, SPECIFY:         USE A WHEEELCHAIR 
         USE A WALKER         USES A CANE         MUST RELY ON SOME PERSON OR FURNITURE FOR SUPPORT TO WALK 
 
DO YOU WEAR A NECK OR BACK BRACE ?        YES    NO IF YES, SPECIFY:          NECK BRACE        BACK BRACE 
FOR HOW LONG HAVE YOU WORN THE BRACE? ______________________________ 
 
HAVE YOU EXPERIENCED ANY NEW PROBLEMS REGARDING URINATING  OR HAVING BOWEL MOVEMENTS   
      SINCE THE ONSET OF THE SYMPTOMS ?         YES         NO       IF YES, DESCRIBE:_________________________________ 
___________________________________________________________________________________________________________ 
 

-SPINE- 



 
 
NAME ANY OTHER PHYSICIANS WHICH HAVE TREATED YOU  FOR THIS PROBLEM:    
 PHYSICIANÕS NAME   TYPE OF PHYSICIAN     MONTH/YEAR  
_________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________ 
 
 
HAVE YOU HAD ANY OF THE FOLLOWING TREATMENT(S) FOR THIS ILLNESS OR INJURY?  CHECK ALL THAT APPLY: 

  NONE   
  PHYSICAL THERAPY        WHEN: (MONTH/YEAR) _____________ WHERE: ___________________________________  
  HOT PACKS    ULTRASOUND      MASSAGE   ICE   
  TRACTION    ELECTRICAL STIMULATION    CHIROPRACTIC MANIPULATION 
  EPIDURAL STERI OD INJECTION    WHEN: __________________ DATE OF LAST INJECTION: ____________________________ 

PAIN MANAGEMENT PHYSICIAN:  __________________________________________________________________________ 
   MEDICATION:  WHAT MEDICATION HAVE OR ARE YOU NOW TAKING FOR THIS CONDITION?   ___________________________________ 
 

 

DIAGNO STIC TESTS 
 

HAVE  YOU HAD ANY OF THE FOLLOWING  DIAG NOSTIC TESTS DONE FOR THIS ILLNESS OR INJURY ?  
 INDICATE WHEN AND WHERE TESTS WERE DONE: 
    WHEN (MONTH/YEAR) :  WHERE: 
  PLAIN SPINE X-RAYS  ________/________   _______________________________________________________ 
  MRI SCAN   ________/________   _______________________________________________________ 
  CT SCAN   ________/________   _______________________________________________________ 
  MYLEOGRAM/CT SCAN  ________/________   _______________________________________________________ 
  EMG/NERVE CONDUCTION ________/________   _______________________________________________________ 
  BONE SCAN   ________/________   _______________________________________________________ 
  OTHER    ________/________   _______________________________________________________ 
 

 
MEDICAL HISTORY  OF PATIENT 

 
HAVE YOU EVER BEEN DIAGNOSED WITH?  
  DIABETES:         CONTROLLED BY:      INSULIN         ORAL AGENTS    DIET 
  HYPERTENSION     HEART DISEASE         HEART ATTACK  (MI)    ANGINA (CHEST PAIN)   
  CONGESTIVE HEART FAILURE    STROKE         SEIZURES/CONVULSIONS   THYROID PROBLEMS  
  ASTHMA     TUBERCULOSIS         DEPRESSION     ANXIETY  
  REFLUX DISEASE (GERD)    EMPHYSEMA/COPD        HIV/AIDS     ARTHRITIS  
  ACUTE INFECTION     VENEREAL DISEASE         HEREDITARY DEFECTS    BLEEDING TENDENCY  
  GOUT      CANCER (TYPE & TREATMENT) _________________________________________________________________ 

 
SURGICAL HISTORY  

 
LIST ALL  TYPES OF SURGERY AND YEAR YOU HAD THE SURGERY: 
____________________________________________  ____________________________________________ 
____________________________________________  ____________________________________________ 
____________________________________________  ____________________________________________ 
____________________________________________  ____________________________________________ 

 
 

MEDICATION HISTORY  
 

LIST ALL  YOUR MEDICATION (S) (PRESCRIPTION, OVER-THE-COUNTER, HERBAL) : 
NAME    AM OUNT NUMBER PER DAY  NAME     AMOUNT    NUMBER PER DAY 
____________________________________________  ______________________________________________ 
____________________________________________  ______________________________________________ 
____________________________________________  ______________________________________________ 
____________________________________________  ______________________________________________ 
 
DO YOU TAK E BLOOD THINNERS ?     ASPIRIN           COUMADIN           PLAVIX           OTHER (NAME) _____________________ 
DO YOU HAVE ANY ALLERGIES?  
         NO KNOWN DRUG ALLERGIES    PENICILLIN    SULFA     DEMEROL  
         MORPHINE      LATEX     SHELLFISH    IODINE   
         TAPE      CONTRAST DYE   OTHER: _______________________________________  
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HAVE YOU BEEN TREATED FOR BLOOD CLOTS ?       YES   NO 
HAVE YOU BEEN TREATED FOR EXCESSIVE BLEEDING?        YES   NO 
HAVE  YOU EVER HAD A BLOOD TRANSFUSI ON?       YES   NO 
IS THERE ANY REASON YOU CANNOT RECEIVE A BLOOD TRANSFUSION?    YES   NO 
IF YES, EXPLAIN: _____________________________________________________________________________________________ 

 
HAVE YOU  EVER BEEN SERIOUSLY INJURED?  YES   NO INJURY DATE: ____/____/____ EXPLAIN: ____________________ 
__________________________________________________________________________________________________________________________________________ 
 
HAVE YOU BEEN HOSPITALIZED IN THE PAST YEAR?    YES   NO  IF YES, EXPLAIN REASON: __________________ 
______________________________________________________________________________________________________________ 
 

 
FAMILY MEDICAL HISTORY  

 
HAVE YOUR PARENTS OR SIBLINGS (BROTHERS/SISTERS) EVER BEEN DIAGNOSED WITH?  
  HEART DISEASE     DIABETES     STROKE    CANCER  
  KIDNEY DISEASE    DEPRESSION     HIGH BLOOD PRESSURE   BRAIN TUMOR  
  ANEURYSM     LUNG PROBLEMS    MULTIPLE SCLEROSIS   PARKINSON’S DISEASE 
  ALZHEIMER’S/MEMORY PROBLEMS       OTHER: _________________________________________  
 
 
FATHER:    LIVING      DECEASED  AGE: ________ CAUSE OF DEATH _______________________________________ 
MOTHER:   LIVING      DECEASED  AGE: ________ CAUSE OF DEATH _______________________________________ 
SIBLING(S): # ALIVE_____  # DECEASED_______ AGE(S) ________ CAUSE OF DEATH _______________________________________ 
_________________________________________________________________________________________________________________________________________ 
 

 
SOCIAL HISTORY  
 

MARITAL STATUS :   SINGLE    MARRIED   SEPARATED   DIVORCED  WIDOWED 
 
DO YOU LIVE ALONE?    YES   NO 
 
DO YOU HAVE ANY CHILDREN?    YES   NO   IF YES, LIST THE AGE(S) AND IF THEY LIVE AT YOUR HOME: __________________ 
___________________________________________________________________________________________________________________________________________ 
 
DO YOU NOW USE ANY TOBACCO PRODUCTS?         YES         NO       IF YES, SPECIFY: 
         CIGARETTES            SNUFF TOBACCO            CIGARS            PIPE   
HOW MUCH /DAY_________________________________ FOR HOW MANY YEARS? _________________________________ 
 
DID YOU USE ANY TOBACCO PRODUCTS IN THE PAST?   YES   NO 
IF YES, FOR HOW LONG?  _______________________ HOW MUCH /DAY? _______________________ WHEN DID YOU QUIT? ____________________________ 
 
DO YOU DRINK ALC OHOL?    NEVER          NOT CURRENTLY, BUT USED TO DRINK _________________DRINKS/WEEK         YES  
IF YES, SPECIFY:             BEER             WINE             LIQUOR               AMOUNT/WEEK ______________________________ 
FOR HOW MANY YEARS? ______________________WHEN DID YOU QUIT? ________________________________________   
 
DO YOU USE ANY RECREATIONAL DRUGS?          YES         NO         IF YES, SPECIFY: 
         MARIJUANA             COCAINE/CRACK             SPEED             HALLUCINOGENS             NARCOTICS  
FOR HOW LONG? ____________________________ HOW OFTEN? ______________________________ DATE LAST USED:  _________________________________ 
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WORK HISTORY  

 
HIGHE ST LEVEL OF EDUCATION:       GRADE SCHOOL                HIGH SCHOOL         COLLEGE     POST GRADUATE  
 
WORK STATUS:       EMPLOYED   UNEMPLOYED         DISABLED     RETIRED 
 
 
EMPLOYER:  _______________________________ LENGTH OF EMPLOYMENT : __________________________ 
JOB TITLE : ________________________________ HOW LONG HAVE YOU DONE THIS JOB : _______________ 
 
 
DO YOU WORK OUTSIDE THE HOME?    YES   NO  
IF YES, ARE YOU CURRENTLY WORKING WITH THESE SYMPTOMS?    YES    NO 
IF NO, WHEN DID YOU STOP WORKING?  _______________________________________ 
DID A PHYSICIAN PLACE YOU OFF WORK?    YES   NO 
 
DOES YOUR JOB REQUIRE YOU TO PERFORM THE FOLLOWING ACTIVITIES?   
  LIFT      SIT      USE A COMPUTER 
  BEND      STAND      LIFT OR REACH OVER HEAD 
 
DOES YOUR JOB REQUIRE HEAVY LIFTING?    YES   NO  
IF YES, WHAT IS THE MAXIMUM WEIGHT?  _____LBS. _____/HR., _____/DAY 
 
  
 
SIGNATURE OF PATIENT _______________________________________________ 
 
 
SIGNATURE OF PERSON FILLING OUT FORM (IF OTHER THAN PATIENT):  ______________________________________________________________ 
 
OFFICE USE ONLY:  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
REVIEWED BY: ________________________________________________________  DATE: ____________________________________ 
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REVIEW OF SYSTEMS:   
CHECK ALL THAT APPLY TO YOU 

 
 
 

 
NEUROLOGICAL  
  HEADACHES 
  SEIZURES 
  LOSS OF CONSCIOUSNESS 
  LIGHTHEADED 
  SPINNING OR VERTIGO 
  WEAKNESS 
  PROBLEMS WITH SPEECH  
  CONFUSION 
  FALL  
  DIFFICULTY WITH COORDINATION  
  NUMBNESS 
  TINGLING 
  STROKE 
  HEAD INJURY  
  
 
EYE 
  BLURRED VISION 
  DOUBLE VISION 
  LIGHT SENSITIVITY 
  LOSS OF VISION 
  WEAR GLASSES/CONTACT LENSES  
  GLAUCOMA 
  CATARACTS 
 
EARS/NOSE/THROAT 
  LOSS OF TASTE OR SMELL 
  LOSS OF HEARING 
  EARS RING (TINNITUS) 
  EARACHES OR DRAINAGE 
  CHRONIC SINUS PROBLEMS OR RHINITIS 
  NOSE BLEEDS 
  BLEEDING GUMS 
  SWOLLEN GLANDS IN NECK 
 
MUSCULOSKELETAL  
  JOINT SWELLING 
  JOINT REDNESS  
  JOINT PAIN 
  GAIT PROBLEMS  
 
SKIN/BREAST  
  RASH 
  ITCHING 
  SORES  
  ABCESS 
  DISCHARGE 
  LUMPS 
 
HEMATOLOGIC/LYMPHATIC  
  BLEED ING TENDENCIES 
  HEPATITIS (TYPE):     A   B       C 
  HIV OR AIDS 
  EASY BRUISING  
  LYMPH NODE SWELLING 

 
 

INTELLECTUAL FUNCTION/PSYCHIATRIC  
  MEMORY LOSS OR CONFUSION 
  DEPRESSION  
  SEEN A DOCTOR FOR PSYCHIATRIC PROBLEMS 
  PANIC ATTACKS 
  ANXIETY  
  TAKE ANY MEDICATION FOR ANXIETY  
    
GENERAL HEALTH    
  FATIGUE  
  FEVER 
  WEIGHT CHANGE IN LAST 12 MONTHS   YES   NO  
     HOW MUCH? _____________   GAIN   LOSS 
       
RESPIRATORY 
  CHRONIC OR FREQUENT COUGHS 
  SPITTING UP BLOOD  
  SHORTNESS OF BREATH 
  ASTHMA/WHEEZING 
  TUBERCULOSIS 
 
CARDIOVASCULAR  
  CHEST PAIN 
  FAINTING 
  FEET SWELLING 
  PALPITATIONS 
 
GASTROINTESTINAL  
  ABDOMINAL PAIN 
  NAUSEA 
  VOMITING 
  DIARRHEA 
  BLOOD IN STOOL 
  FREQUENT HEARTBURN 
 
GENITOURINARY  
  BLOOD IN URINE 
  INCONTINENCE 
  KIDNEY STONES 
  HESITANCY 
  SEXUAL DIFFICULTY 
 
ENDOCRINE 
  EXCESS SWEAT 
  EXCESS THIRST 
  EXCESS HOT 
  EXCESS COLD 
  GLANDULAR OR HORMONE PROBLEMS 
 
 
FOR FEMALES : 
ARE YOU PREGNANT?     YES    NO   
DATE OF LAST MENSTRUAL PERIOD _______________   
  MENSTRUAL IRREGULARITY 
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PLEASE USE THE DRAWING BELOW TO CHARACTERIZE YOUR SYMPTOMS  
 AS BEST AS POSSIBLE: 

 
 

USE THE LETTERS BELOW TO INDICATE THE TYPE AND LOCATION OF YOUR SENSATIONS  
 AS THEY ARE PRESENT TODAY 

 
KEY:  

 
  A = ACHE       B = BURNING  N = NUMBNESS 
  P = PINS &  NEEDLES     S = STABBING   O = OTHER (Describe below) 
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