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Patient	
  Intake	
  Form                                 Functional and Restorative Neurosurgery 
Minimally Invasive Spine Surgery                                    

 

 

TO BE COMPLETED BY PATIENT 
(Fill in or Circle) 

Referring MD: ______________________________________________________         
 
Primary MD:    ______________________________________________________ 

 
Patient Name: _______________________________________________________________________           Date of Appointment: 
_______________________________ 
 
Date of Birth: ____________________                              Age: _______ y/o                              Handedness:  Right    Left                              Sex:   M     F       
 
Reason for your visit: (List the issues you want the Neurosurgeon to address during your encounter)                                                                                  

                                                                                                                                                                                                                                You may shadow the area where 
                                                                                                                                                                                                                                   your symptoms are localized. 

 
MEDICAL HISTORY 

To Your Knowledge, Do You Now Have Or Have 
You Ever Had Any Of The Following: 

SURGICAL HISTORY 
Please List All Previous Surgeries 

 YES NO  YEAR 

MEDICATIONS 
Please List All Medications You Are Presently 

Taking, Including Dosage, Frequency and Reason 
(Attach Additional Page if Necessary) 

Hypertension (HTN)      
Coronary Artery Disease (CAD)      
Myocardial Infarction (MI)      
Angina      
Arrhythmia       
Chronic Heart Failure (CHF)      
Stroke      
Transient Ischemic Attack (TIA)      
Peripheral Vascular Disease       
Carotid Disease      
Endocarditis       
Cardiomyopathy      
Asthma/COPD       
Tuberculosis or Silicosis      
Lung Cancer     
Diabetes     

 

Reflux Disease (GERD or PUD)     
Arthritis     
Renal Failure      

ALLERGIES/REACTIONS 
Please List Any Medications You are Allergic to, 

include the Type of reaction 
Immunosuppressant Treatment      
Prostate Hypertrophy (BPH)      
Hepatitis or Liver Disease      
HIV or AIDS      
Other (Please list):      
     Are you allergic to YES NO 
     Latex   
     Iodine   
   

 

  

 

Adhesive Tape   
 
 

SOCIAL HISTORY YES  NO  FAMILY HISTORY 
List any Major Diseases on your Blood Relatives Do you, or have you, ever smoked (including pipes/cigars) 

 _________ Alive                   Number of packs/cigars per day? ________  Number of years ڤ�
  

Mother: ڤ� Deceased    Cause of Death: 

 

Do you drink alcoholic beverages?   
 ?Alive                   If yes, How much do you typically drink in a Week ڤ�

_________________ 

  

Father: 
 :Deceased    Cause of Death ڤ�

 

Do you use Recreational Drugs?   
Siblings: Marital Status:      (Circle one)                           Single     Married      Divorced     Widow 

Lives:                    �Alone    �  With Others: 
 

Employed as: 
 



 

 

 

 
 
Primary Diagnoses: 
 
 
Assessment/Plan: 
 
 
 
 
 
 
 

TO BE COMPLETED BY PHYSICIAN 
(Do not write on this side) 

 
Patient Name:__________________________________________________________________     DOB:______________    

 
PHYSICAL EXAM 

Constitutional:                        T: ______     P:_______   BP:_____    RR:_____    Weight: _______lbs      Ht: _______________ 

General Appearance: ____________________________________________________________________________________________________    

Skin:                                   no rashes, ulcers, and nodules              Other______________________________________________________   

Eyes:                                    normal conjunctiva, normal lids       Edema       Icterus    Other______________________________________  

ENMT:                                        normal teeth, lips, gums                Other__________________________________________________________ 

Neck:                                          symmetrical, normal jugular veins, no masses, no tracheal deviation     Other_____________________________ 

Thyroid:                                   not palpable   non-tender               Other______________________________________________________ 

Lymphatic:                               no adenopathy          Other_____________________________________________________________________ 

Respiratory:                   symmetrical chest expansion and respiratory effort, clear to auscultation       Other: _______________________        

CV:                      regular rhythm, no murmurs, gallops, rubs      Other:_________________________________________________ 

GI:                                              normal bowel sounds; no tenderness or masses       Other: __________________________________________                                                                                                       

Neurological Exam 
Mental Status 
Arousal  Awake, alert, oriented x 4    Abnormal _________________________________________  

Eye Opening   Spontaneous    To voice                          To pain           None 
Commands   Consistent   Complex                          Occasional                   Simple                  None 

Language   Normal   Aphasia:   Wernicke’s _____ Broca’s____            Mute, global aphasia         Dysarthria 
Coordination 

Right:    Normal    Mild                                     Moderate                                       Severe Finger to 
nose Left:    Normal   Mild                                          Moderate                                       Severe 

Romberg   Normal    Abnormal 
Cranial Nerves 
I - XII   Grossly Intact    Abnormal 
Motor 
 D B T WF WE HI IS Q H PF PE EHL 
Right             
Left             

SENSORY REFLEXES DIAGNOSTIC STUDIES 



 

 

 


