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The following is considered confidential and privileged information.  Please answer all questions to the best of your ability.
Name: _________________________________Birth Date: ________________ Age: _______

Address: _____________________________________________________________________

______________________________________________________________________________

Home Tel: ______________________________ Office: _______________________________

Cell: _____________________   Email Address _____________________________________

Person/Doctor who referred you: _________________________________________________

Referral Reason
Why are you being referred for Neuropsychological evaluation? What are your main cognitive concerns?_______________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
Seizure History

Did you have seizure(s) with a fever when you were younger than 2 years old?   Yes     No

Age when your seizures first started?___________ Were you put on medication then?  Yes     No

Were you seizure-free for any prolonged period of time?  Yes     No
 

(If yes, from what age to what age?_____________
If you have an aura, please describe it: _______________________________________________
________________________________________________________________________________
________________________________________________________________________________
Describe what happens during a typical seizure now:___________________________________
________________________________________________________________________________
________________________________________________________________________________
How often do you have seizures now?________________________________________________
Do you have any trouble talking after a seizure?     Yes     No
    
Are you confused after a seizure?   Yes     No
Are you tired/do you sleep after a seizure?  Yes     No
How long after the seizure ends does it take before you feel back to normal?_______________
If female, do seizures cluster with your menstruation cycle?   Yes     No
Do you know of any triggers for seizures (e.g., lack of sleep, stress, alcohol)?   Yes     No    
If yes, please describe: ____________________________________________________________
________________________________________________________________________________
Is there anything else about your seizures we should know:______________________________
________________________________________________________________________________
Other Medical History
Do you have any problems with hearing?
Yes
   No

Do you have any problems with vision (not corrected by glasses)?   Yes
No

If yes to either question, please describe:___________________________________________

______________________________________________________________________________

Have you had any serious injuries, illnesses, hospitalizations or surgeries?    Yes      No
If yes, please describe:
Year/Age


Incident (please explain)

________________

______________________________________________________

________________

______________________________________________________

________________

______________________________________________________

________________

______________________________________________________

________________

______________________________________________________

Current Medications:

Name


Dosage

Why do you take this?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________
Do you have now or have you had a past history of (Check all that apply)?
▪Head Injury  _______ (If yes, at what age? ______)

       (Did you experience a loss of consciousness?   Yes     No    (If yes, for how long: _____)
▪Brain Infection _______ (If yes, at what age? ________)

▪Stroke _______ (If yes, at what age? _________)

▪High Blood Pressure ______

▪Diabetes_____

▪High Cholesterol _______

▪Heart Condition______  

▪Breathing Problems______

▪ Allergies (food/environmental/medication) _______ (If yes, specify: _____________________)

▪Organ Disease______  (If yes, which organ(s) __________________)  

▪Other Disease:__________________________________________________________
What are your sleeping habits like? _________________________________________________

________________________________________________________________________________

What is your appetite like? ________________________________________________________

________________________________________________________________________________

Have you ever undergone any of the following?

CT scan of the brain

Yes

No

Results: ______________________

MRI scan of the brain
Yes

No

Results: ______________________

EEG



Yes

No

Results: ______________________

If you have Memory Complaints or were referred for this reason, Please complete this section 
Please describe what you notice to be the problem (or what others have told you):________

______________________________________________________________________________
______________________________________________________________________________
How old were you when you or others thought you began having memory problems? _____
   

Did you or others notice any other problems that seemed worse than others your age? Yes   No

Do you feel as if your memory has gotten worse over time?   Yes    No

If yes, over what period of time?____________________________________________________

Please check if you have any of the following (Check all that apply):

▪Problems finding the right word_______

▪Difficulty paying attention or keeping your focus on things_________

▪Problems remembering things from the last few days_______

▪Getting lost in familiar places_______

▪Problems walking_______
▪Falls_______ (how frequent?_________________________)
▪Problems figuring out how to use things________ (Please give an example:_____________)

▪Problems with your written language_________

▪Problems with reading comprehension_________

▪Irritability, low frustration tolerance_________
Do you shower, bathe, groom, and feed yourself or do others help you with these tasks?___

______________________________________________________________________________

Do you remember to take your medications (if applicable) by yourself or do others remind you?_________________________________________________________________________

Do you cook, clean, food shop, etc. by yourself or do others help you with these tasks?_____

______________________________________________________________________________

If you work, do you have any work-related problems related to your memory or other cognitive dificulty?_____________________________________________________________

______________________________________________________________________________

Have you ever accidentally left the stove on after cooking due to forgetfulness or becoming distracted while cooking?  Yes    No

If yes, describe how often this has happened: _________________________________________

______________________________________________________________________________

Do you drive?  Yes        No

If yes, have you encountered any problems driving, such as forgetting where to go, getting into an accident, etc.?  Yes       No

If yes, please describe: ____________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Other symptoms:_______________________________________________________________
______________________________________________________________________________

Psychological History
How would you describe your current mood?_______________________________________

Have you ever been seen by a Psychiatrist, psychologist, or other mental health professional for treatment of a psychological problem?  Yes       No

If yes, please describe:__________________________________________________________

_____________________________________________________________________________

______________________________________________________________________________

Have you ever received medication for treatment of a psychological problem? Yes     No 

If yes, please describe:__________________________________________________________
_____________________________________________________________________________

Do you currently have a diagnosis of or have you ever been diagnosed with any of the following problems (Check all that apply)?

Depression______
Anxiety______       Panic attacks_______
Learning Problems______
Bipolar disorder______    ADHD_______
   Psychosis/Schizophrenia______
Other (Please Indicate) _______________________________________________________
Do you have any history of trauma in your childhood or as an adult?  Yes 
No
If yes, please describe:_____________________________________________________________
________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Have you had any recent stressors?      Yes
No

If yes, please describe:_____________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
How do you spend your typical day? (i.e., list activities that you spend a significant period of time doing during a typical day, such as work, school, socializing with friends/family, reading, watching television, listening to music, daytime sleeping, etc.): ___________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Does anyone in your family currently have a diagnosis of or has anyone in your family ever been diagnosed with any of the following problems (Check all that apply)?

Depression______
Anxiety______       Panic attacks_______
Learning Problems______
Bipolar disorder______    ADHD_______
   Psychosis/Schizophrenia______   

Other (Please Indicate) ____________________________________________________________
What relation are/were they to you? _________________________________________________
Substance Use History
Do you currently Smoke?
Yes
No
Did you smoke in the past?     Yes
    No

How many cigarettes per day do/did you smoke? ________
Have you ever drunk alcohol or used illicit drugs at an amount that you OR others considered excessive for any significant period of time?   Yes        No

If yes, please describe which substances were used, at what amount, and for what period of time: ___________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Do you currently drink alcohol?
Yes
No  (If yes, frequency/amount:_______________)
Did you drink in the past?

Yes
No  (If yes, frequency/amount:_______________)
Do you currently use drugs?
Yes
No  (If yes, what drugs?_____________________)


Frequency:_____________________  Amount:_______________________)
Did you abuse drugs in the past?
Yes
No    (If yes, what drugs?_____________________)


Frequency:_____________________  Amount:_______________________)


Have you ever been treated for any substance abuse problems, either on an outpatient or inpatient basis?  Yes      No

If yes, please describe:__________________________________________________________

_____________________________________________________________________________

Developmental History
As far as you know, was your mother’s pregnancy normal?
Yes
     No
If no, please describe:___________________________________________________________
______________________________________________________________________________
As far as you know, were you a full-term baby (9 months)?    Yes           No

If no, please describe:___________________________________________________________
______________________________________________________________________________

As far as you know, were you walking and talking at about the normal age? Yes   No

If no, please describe:___________________________________________________________

______________________________________________________________________________
Did you have any significant illnesses or injuries as a child?   Yes
No

If yes, please describe:__________________________________________________________
_____________________________________________________________________________
Handedness (Check One):    Right______
   Left:________   Ambidextrous: ______
Personal/Family Information
Marital Status (Check One):  

Single_______Married______Domestic Partnership_____Divorced______

Separated______Widowed______Other____________________________________________
If in a relationship, what is your spouse’s/partner’s name?____________________________
With whom do you live? ________________________________________________________
Where were you born and raised? ________________________________________________

Ethnic Identity: _______________________________________________________________

Is English your first language?    Yes     No   (If no, which language?___________________)

(If English is not your first language, at what age did you learn English? ___________

(If English is not your first language, how comfortable are you with English? Please describe: _____________________________________________________________________

Do you have any children?  Yes    No              Names/Ages:____________________________

______________________________________________________________________________
Do you have a family history of neurological problems, including epilepsy, dementia, stroke, multiple sclerosis, genetic disorders, etc?

Yes

No

If yes, please describe:__________________________________________________________

_____________________________________________________________________________

______________________________________________________________________________

Educational/Occupational History:
Are you currently in school?     Yes        No             If yes, which school? ___________________

What is the highest grade you completed?__________

If you did not finish high school, did you get a GED?   Yes     No
If you went to college, what college did you attend?__________________________________

If you completed college, what was your major / minor?______________________________
If you completed a graduate degree, what field was it in?______________________________

Did you have any learning problems in school (i.e., problems learning to read or write)?  Yes    No

If yes, please describe:__________________________________________________________

_____________________________________________________________________________

Did you receive any remedial interventions, special therapy, or tutoring? Yes      No

If yes, please describe:__________________________________________________________

_____________________________________________________________________________

______________________________________________________________________________

Did you skip any grades?
Yes 
No
Did you repeat any grades?    Yes
    No

Did you have any attentional and/or behavioral problems in school?
      Yes
No

If yes, please describe:__________________________________________________________

_____________________________________________________________________________

What kind of student were you in school (circle one)?  Excellent     Average
   Poor

What were your best/worst subjects in school?________________________________________
Are you currently a student, working full or part time, on disability, or retired? (Circle One)

If working, what is your current occupation?__________________________________________
How long have you worked there?___________________________________________________
What was your job before this or what other type of work have you done?_________________
________________________________________________________________________________
If on disability, when did your disability start (or how long have you been on disability)? ________________________________________________________________________________

If retired, when did you retire (or how old were you when you retired)?___________________
Have you ever been in the armed forces?
   Yes       No

If yes, please describe branch of military, what years you were in the military, your particular job, whether you saw combat, what type of discharge you have: ______________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
Are there any legal matters such as law suits, workers compensation related to this evaluation?   Yes
No
If yes, please describe:__________________________________________________________

_____________________________________________________________________________

______________________________________________________________________________
Is there anything that has not been asked in this questionnaire that you would like to mention at this time?

Person who completed this form (if other than patient): ______________________________

Relationship to patient: ______________________________________
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