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Soclal Security Number

First Name

Date of Birth

Marital Status:

MI

Female Race

_ Married _ Single _ Divorced _Widowed Spouse Name:

Address City State Zip Gode

Neurology Consultants of Montgoffi€ry, P.C.
PATIENT INFORMATION SHEET

Referred by: Primary Gare Physlclan_

Date of Injury or lllness:

Last Name Title

Eurrent Age Male

Home Telephone Number Work Telephone Number Gell Telephone # E-Mail Address

Patient's Employer Employers Address, City, State and Zip Gode

Occupation:

Please indicate who we may speak with regarding your protected health information (PH9

May we leave messages for you regarding your PHI or your appointment: Yes _ No

Emergency Gontact Name(s)

Relationship Home Telephone Number Work Telephone Number

Present Complaint

Are you a resident

-Why are you here today?

of a nursing home or an assisted living facility? Yes _No

lf yes, which one?

PLEASE GIVE ALL INSURANCE CARDS TO RECEPTIONIST
RELEASE OF INFORMATION, BENEFIT ASSIGNMENT, PAYMENT AUTHORIZATION, FULL DISCLOSURE

AND AGREEMENTTO PAY FOR PROFESSIONAL SERVICES.
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PatienVResponsible Party Signature

Payment of co-payment is expected at the time of seruice.
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Date

Gheck _ Credit Gard _ Gash _
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Medicine llsft (all prescription, over the counter, and herbat medicines)

i
I

For Office Use



REVIEW OF SYSTEMS:
Recent weight loss?
Fever?

Decrease in vision?
Double vision?
Glaucoma?
Cataracts?

Ringng in the ears?
Hearing loss?

Cough?
Shorhress of breath?

Chest pain?
Heart racing?

Indigestion?
Diarrhea?
Constipation?

Vomiting?
Abdominal pain?
Nausea?

Other

I

_NO _YES Kidneyproblems?
_NO _YES Bladderproblems?

Impotence?
_NO _YES Incontinence?
_NO _YES
_NO _YES
-NO -YES BackPain?

Neck pain?

-NO -YES SkinRash?
-No -YEs Breast changes?

I

_NO _YES
_NO _YES
_NO _YTSswallowing difficulty? -No -yEs 

Arthdtis?

Speech difficulty? _NO _YES

_NO _YES
_NO _yES
_NO _YES

NO YES

_NO _YES
_NO _YES

_NO _YES
_NO _\GS
_NO _YES

_NO _rGS
NO YES

_NO
_NO

_YES
YES

Nuurbness?

-NO -YES Weakness?

-NO -VgS Dizziness/vertigo?

-NO -YEs DePression?

-fVO -VgS Hallucinations?

-No -YES sinus trouble?
Food Allergy?

NO YES Difficulty sleeping? _NO
NONO YES Snoring?

NO YES

_NO _YES
NO YES

_YES
YES

SOCIAL EISTORY:
SmokingHistory: Never smoked.

Alcohol History: None

DRUG ALLERGIES:

Former smoker, quit_ years ago. Smoked - packs per day for
yean|.

Currently smoke packs per day for _years.

Drinls per day( beer, wine, or whiskey) -days per week

Which drug store do youuse?

Pharmacy phone nunrber:




