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Patient History Sheet: Head

Hame: Date of Exam:
Gender: d Male O Female Date of Birth:
Was the onset of your symptoms related bo an injury? dYes O Mo

If yes, how and when?

Symptoms:
How long hawe you had your sympioms?

Fleaze give a description of your symptoms {be tharough:

Flease check the area(s) affected below and shade affected area(s) io the lefl. If you anawer yes
1o any of the sympioms below, please tell how long you have had them in the space &t the right.

Headacheas d Yes d Mo

Slurrad sp=ech d Yes d Mo

Dizziness d Yes a Mo

Dowble wision dYes d Mo

Hearing loss d Yes d Mo

Tinniti=s (ringing in the ears} d Yes d Mo

‘Weakness dYes d Mo
Numbnesstingling d Yes d Mo

Facial droop d Yes d Mo

Seizures d Yes a Mo

Hiztory of hypertension d Yes d Mo

History of diabetes d Yes d Mo

History of contrast reaction d Yes d Mo

Fein dYes d Mo

Do wou have a messilump d Yes d Mo

Fevarizhills dYes d Mo

Hawa wou ever been 2 smoker O Yes d Mo

Any history of cancar d Yes d Mo Type:

If yes, whan was it diagnosed?

How wes il tregted? d Radigtion therapy O Chemotherapy d Surgery
Have you ever had surgery on your head before? d Yes d Mo
if yas, when? ‘What was done?

Pravious Braln Studies:

Bone scan: O%es OMNo VWWhere: Date:
X- Rays: d¥es Mo Where: Oate;
CT scan: dYes OMo VWWhere: Date:
CT Angiogram: O%es Oko Where: Oate;
AngioplastylAngiogram: O Yes O Mo Where: Date:
MRI Brain: d*¥es Mo ‘Where: Cate;
MBI Angio: O%es Oko Where: Oate;




