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Department of Neurology and the John R. Graham Headache Center
New Patient Intake Form






Date:  __________________

Name: ___________________________________________________ Date of Birth: ______________________
Primary Care Physician:    _____________________________________________________________________  

Address: ______________________________   City: ________________ State: _________ Zip:_____________
Phone: __________________________   Fax:  ________________________   Email:  _____________________

Referring Physician (if different from PCP): _________________________________   Specialty:  ____________

Address:  ___________________________________________________________________________________
Phone: ____________________________ Fax: __________________________ Email: ____________________

_______________________________________________________
Past/ Current Medical Problems and Past Operations:


___________________________________________________________________
 

___________________________________________________________________          

___________________________________________________________________


___________________________________________________________________


Current Medications

Medication:



          
        Dose:



Frequency:

______________________________________          _____________________

____________

______________________________________          _____________________

____________

______________________________________          _____________________

____________

______________________________________          _____________________

____________

______________________________________          _____________________

____________

Medication Allergies:
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

	Family History  
Do you have a family member affected with:

Condition

Yes    No

type/affected relative 

Condition

Yes    No

type/affected relative

Brain Tumor
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Muscle Disease
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Seizures or Epilepsy
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Neuropathy
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Dementia
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Other Neurological Disorder
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Parkinson’s 
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Hypertension
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Multiple Sclerosis
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Diabetes
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Thyroid Disease
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Migraines
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Write other conditions  ___________________________________________________________________________






All Patients please sign and date below.
If headaches are your major complaint please continue on to pages 4-6.

The information on this form is accurate to the best of my knowledge:

______________________________________




__________________

Patient Signature








Date completed

I have reviewed the above information with the patient:


__________________________________      Clinical ID #


            __________________

Physician Signature








Date reviewed

Physician Initials __________
Headache Related Questions

	Headache Numbers
   How many days in the last month did you experience any kind of headache?             ___________   
   How many days in the last month did your headache completely stop your activity?   ___________         
   How many trips to the emergency room for headache in the past three (3) months?     ___________     
   How many missed days of work in the past three (3) months (“NA” if does not apply)?  __________                               

                                                                                                                                                        


	MIDAS Questionnaire
1. On how many days in the last 3 months did you miss work or school because of headache?     _______

                                                                                                                (Enter zero if does not apply)

2. On how many days in the last 3 months was your productivity at work or school reduced

    by half or more because of headache? (Do not include the answer for #1 above; zero if does not apply)  ______ 

                                                                                          [Total for #’s 1 and 2 together cannot be > 90]
3. On how many days in the last 3 months did you not do household work/ chores because of    

    headache?                                                                                  (Enter zero if does not apply)            _______  

4. On how many days in the last 3 months was your productivity in household work reduced

    by half or  more because of headache?  (Do not include the answer for #3 above; zero if does not apply)  _______

                                                                                             [Total for #’s 3 and 4 together cannot be > 90]
5. On how many days in the last 3 months did you miss family, social or leisure activities 

    because of headache?                                                                                                                    _______

                                                                                                         Total                                          _______
 Disability Score  Grade I: Minimal 0-5. Grade II: Mild 6-10. Grade III: Moderate 11-20. Grade IV: Severe 21+.

   


	MEDICATION LIST 

(CIRCLE THOSE YOU HAVE BEEN ON)



	BETA BLOCKERS

Atenolol (eg Tenormin)

Metoprolol (eg Lopressor)

Nadolol (eg Corgard)

Propranolol (eg Inderal)

Other:

CALCIUM CHANNEL BLOCKERS

Amlodipine (eg Norvasc)

Diltiazem (eg Cardizem)

Nifedipine (eg Procardia)

Verapamil (eg Calan)

Other:

ANTIDEPRESSANTS

Amitriptyline (eg Elavil)

Desipramine (eg Norpramin)

Doxepin

Imipramine

Nortriptyline

Trazodone

Remeron

Other:

MAO INHIBITORS

Isocarboxazid (eg Marplan)

Phenelzine (eg Nardil)

Tranylcypromine (eg Parnate)

Other:

ERGOTS

Bromocriptine (eg Parlodel)

Dihydroergotamine (DHE)

Methylergonovine (eg Methergine)

Inhaled EHE (Migranal)

Other:

COX2

Celexcoxib (eg Celebrex)

Other:


	TRIPTANS

Almotriptan (Axert)

Frovatriptan (Frova)

Naratriptan (Amerge)

Rizatriptan (Maxalt)

Sumatriptan (Imitrex)

Zolmitriptan (Zomig)

Other:

SEROTONIN ANTAGONISTS

Cyproheptadine (eg Periactin)

Other:

ANTICONVULSANTS

Carbamazepine (eg Tegretol)

Diphenylhydantoin (eg Dilantin)

Divalproax sodium (eg Depakote)

Gabapentin (eg Neurontin)

Levetiracetam (eg Keppra)

Phenobarbital

Lamotrigine (eg Lamictal)

Topiramate (eg Topamax

Zonisamide (eg Zonegran)

Other:

ACE INHIBITORS

Captopril (eg Capoten)

Enalapril (eg Vasotec)

Lisinopril (eg Zestril)

Candesartan (eg Atacand)

Other:

ALPHA-ADRENERGIC BLOCKERS

Clonidine (eg Catapres)

Doxazosin (eg Caradura)

Other:




	MEDICATION LIST (Continued)

(CIRCLE THOSE YOU HAVE BEEN ON)



	NSAIDS

Aspirin

Diclofenac (eg Voltaren, Cambia)

Etodolac (eg Lodine)

Ibuprofen (eg Motrin)

Indomethacin (eg Indocin)

Ketoprofem (eg Orudis)

Ketorolac (eg Toradol)

Naproxen sodium ((eg Naprosyn)

Other:

STIMULANTS/ANTI MANIC

Dextroamphetamine (eg Dexedrine)

Lithium (eg Lithobid)

Methylphenidate (eg Ritalin)

Other:

ANTIPSYCHOTIC

Quetiapine (eg Seroquel)

Risperidone (eg Risperdal)

BENZODIAZEPINES/ TRANQUILIZERS

Alprazolam (eg Xanax)

Buspirone (eg Buspar)

Clonazepam (eg Klonopin)

Lorazepam (eg Ativan)

Zolpidem (eg Ambien)

Diazepam (eg Valium)

Other:

MUSCLE RELAXANTS

Baclofen (eg Lioresal)

Carisoprodol (eg Soma)

Cyclobenzaprine (eg Flexeril)

Orphenadrine (eg Norflex)

Tizanidine (eg Zanaflex)

Other:

HORMONES

Estrogen/progesterone (eg many OCPs)

Estrogen (eg Premarin)

Medroxyprogesterone (eg Provera)

Other:


	STEROIDS

Dexamethasone (eg Decadron, Medrol)

Prednisone (eg Deltasone)

Other:

ANALGESICS and OVER THE COUNTER

Acetaminpophen/caffeine/butal (eg Fioricet)

ASA/caffeine/butalbital (eg Fiorinal)

Isometheptene/acet/dichloral…  (eg Midrin)

Acetaminophen (eg Tylenol)

Acetamin/ ASA/caffeine (eg Excedrin Migraine)

Decongestants (eg Sudafed)

Other OTC:

NARCOTIC/ OPIOIDS

Butorphanol (eg Stadol)

Fentanyl (eg Duragesic)

Codeine (eg Fioricet with codeine)

Meperidine (eg Demerol)

Long acting oxycodone (eg Oxycontin)

Oxycodone (eg Percocet)

Tramacdol (eg Ultram)

Other:

DIURETIC

Acetazolamide (eg Diamox)

ANTINAUSEA

Meclizine (eg Antivert)

Metolopramide (eg Reglan)

Prochlorperazine (eg Compazine)

Promethazine (eg Phenergan)

Ondansetron (eg Zofran)

TOXINS

OnabotulinumtoxinA (Botox)

SUPPLEMENTS

Co Q 10

Vitamin B 2/ Pyridoxine

Feverfew

Magnesium

Petadolex

Migrelieve

Melatonin










 Social History





Occupation: _____________________________ Marital Status: _________________ Number of children: ______


Highest Level of Education: _______________________________


Handedness (circle one):     Right                Left           





Do you smoke? _____________________________________________


Do you drink alcohol?_____________________________________________________


Do you use recreational drugs?_____________________________________________________________


Do you exercise regularly? (circle one)	Yes	No	How frequently?__________________________________


Weight: ________________


Height: _________________				


Females: Are you, or could you be pregnant? (circle one)	   Yes	    No




















Safety


Did you receive a copy of a pamphlet titled, “We Care About Your Safety”?		   Yes  		No


Do you understand how to prevent the spread of germs? 				   	   Yes   		No 


If having surgery or procedure, do you understand how we will keep you safe? 		   Yes  		No


Do you have additional questions or concerns about patient safety?


_____________________________________________________________________________________________





Do you have a Health Care Proxy? (circle one)					   Yes		No





If yes, please list and bring copy: __________________________________________________________________





If no, and you would like more information, please ask our receptionist.
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