CLINICAL NEUROSCIENCESOF TAMPA BAY, LLP (CNYS)
430 Morton Plant St. Suite 400 — Clearwater, F38756 Robert Vollbracht MD, Diana L. Bok MD, Ajay Arora MD,
(727) 443-3295 — Fax (727) 446-4336 Jean-Raphael SchneidBt NDaniel Cabello MD

New Patient Information Questionnaire- 2 pages  Today’s Date

Name M F DOB Age SS#

Address: Phone(am) (pm)

City,State,Zip Race_ ~ Ht Wt
Referring Doctor Primary Doctor Handed: R L

PERMISSION for results of my evaluation to be discu  ssed with or contact for emergency:
Name Phone Relationship

Patient Initials:

*Please bring to your next appointment any previous testing reports, films and/or disks ex: MRI, CT, L abs etc.

HISTORY OF PRESENT ILLNESS (Chief complaint: Describe your main problem) SYMPTOMS?

1. PHYSICIAN'S NOTES:

PAST MEDICAL HISTORY**: Dasthma Oarthritis Cdiabetes [high BP Theart disease angina [Acholesterol
Dkidney [Jlung disease [Jhiatal hernia [Julcer Cicolon or Gl [ IBS [epilepsy/seizure Cistroke [ thyroid C[iskin
[Jmigraine [lother headaches [Ifibromyalgia [Imultiple sclerosis [Ineuropathy [Imuscle disease [ Parkinsons
[essential tremor, [Jcancer (type?) Danxiety [Jdepression [Jother (list): [JNone of these

OPERATIONS & HOSPITALIZATIONS Date OPERATIONS & HOSPITALIZATIONS Date

OVER to page 2 =




Current Medications- Dosage/Frequency (include OTC

’

s) (Or Provide List) Notes

Please list other medications or treatments previously tried for your neurologic problem.
Medicine (dose & freq) or Treatment

ALLERGIC TO MEDICATIONS? (Y N) List:

FAMILY HISTORY:

[JAsthma, UArthritis, [JAlchoholism, [JParkinsons, [IColon, [ISkin, [IDiabetes

[JHigh BP [JHeart disease, [JAngina, [/Kidney, [ILung, [IStroke, [JCancer (type?)

[IMuscle Disease, [INeuropathy, [JTremor, [ Epilepsy/Seizure, [1Multiple sclerosis , [IMigraine, [10ther

SOCIAL HISTORY

Marital Status: S M D W Children # Education/Degreelyrs
Smoking: (Y N Quit) Pack/day Years Quit

Alcohol (no rare social daily) drinks/wk

Occupation

Current/Past Problem: Alcohol (Y N) Drug (Y N)

REVIEW OF SYMPTOMS
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Weight(Igain orl[]loss of Ibs[Ifever [Ifatigue [Isleep problem
[ldecreased vision R L [Idouble vision [Jeye pain(]

[Isinus [Jpost nasal drip [Iswallowing problems [1hearing loss

(1 ringing in ears [ldizziness [1TMJ problem [J

(shortness of breathcough [ congestion [ wheezing(]

[Ichest pain [Jpalpitation [ledema [Ifainting [J

[Inausea [Idiarrhea [Icramps [Jabdominal pain []

[loss of bladder control/wetting yourselfitrouble voiding [Isexual problem
[Inew pregnancyImenstrual problems(started hormones /breast problem
(joint pains [Jneck pain [Jback pain [Imuscle cramps(]

Crash (litching [Thair loss [Jhair growth [

COmemory difficulty [Tnumbness [Jheadache(lloss of coordination’Jtingling
[Idouble vision [Islurred speechiseizure [1 speaking[lweakness

[Inervous [lanxiety [ldepressed [Iconfusion [] seeing psychiatrist] bipolar
(diabetes [Thypoglycemia [low/high thyroid [

Clow blood count Ciswollen glands [

[lasthma (Ifrequent or unusual infections/HIV or AIDS [

[ suicidal thoughts

| haveread and agreetothe HIPAA consent and allow CNTB to release my medical recordsto my

Insurance Carriers, referring Physiciansand Morton Plant Neuroscience Clinics (if | am a patient) and

to obtain and release e-medical history from/to pharmacies and physicians. | hereby understand thefinancial
office policy of thisoffice. | guarantee payment of all chargesincurred. | authorizerelease of medical
records, labs, and Radiology reports from outside sourcesto CNTB. ***CNTB DOESNOT SEE ACCIDENT
CASESASAUTO, WORKMANSCOMP, OR SLIP AND FALLS; if accident careisacurrent or future
problem | will treat with other physicians.

Signature

Phar macy name and phone number

Date

Retired: [IYes

[JAssisted Living [INursing Home



