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Rappahannock Neurology Specialists 

 
Patient History Questionnaire 

This questionnaire is confidential and will be kept as part of your medical record. 
 
Name of Patient:_______________________________________ Date of Birth:______________Age:________ 
Primary Care Physician:_______________________________________________________________________ 
 
Past Medical History:  Please circle yes or no. 
 
Diabetes…………………..…No       Yes   Kidney Disease……………….No        Yes 
High Blood Pressure………...No       Yes   Arthritis…… …………………No        Yes 
Cancer………………….........No       Yes   Thyroid Disease………………No         Yes  
Stroke………………………..No       Yes   Bleeding Problems……………No         Yes 
Heart Trouble…………..........No       Yes   Venereal Disease……………...No         Yes 
Lung Disease………………...No       Yes   AIDS/HIV…………………….No          Yes 
Liver Disease………………...No       Yes   Hereditary Defects…………….No         Yes 
Are you claustrophobic? ……No       Yes                         Have you had a head injury……No       Yes 
Have you ever had a piece of metal in your eye? ……No       Yes 
Do you have a pacemaker? …………No       Yes 
 
 
Past Surgical History: 
Type of Operation 
_____________________________________________________________________Year:________________ 
_____________________________________________________________________Year:________________ 
_____________________________________________________________________Year:________________ 
 
Medications: Please list Medications, dosages, and frequencies. 
 
Medication       Dosage  Frequency 
___________________________    _________________ ____________________________________ 
 
___________________________    _________________ ____________________________________ 
 
___________________________    _________________ ____________________________________ 
 
___________________________    _________________ ____________________________________ 
 
___________________________    _________________ ____________________________________ 
 
___________________________    _________________ ____________________________________ 
 
___________________________    _________________ ____________________________________ 
 
___________________________    _________________ ____________________________________ 
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Allergies:   Please list Allergies and reactions. 
 
Medicine      Reaction 
 
__________________________________  ________________________________________________ 
 
__________________________________  ________________________________________________ 
 
__________________________________  ________________________________________________ 
 
__________________________________  ________________________________________________ 
 
__________________________________  ________________________________________________ 
 
__________________________________  ________________________________________________ 
 
Family History:  
     Medical Problems  
Father             __________________________________________________________________ 
Mother                       __________________________________________________________________ 
Brother                       __________________________________________________________________ 
Sister                          __________________________________________________________________ 
Any other Family History not mentioned: 
________________________________________________________________________________________________
________________________________________________________________________________________________ 
 
Social History: 
 
Occupation:______________________________________________________________________________ 
 
Level of Education:       Grade School            High School            College/Vocational          PhD/Other 
 
With whom do you live with?________________________________________________________________ 
 
Are you:      Single            Married                 Divorced               Widowed              Living with Significant Other 
 
Do you smoke?.........No       Yes    If yes, how much?______________ How long?_________________ 
Have you ever been a cigarette smoker?.........No       Yes    If  yes, when did you stop? ___________________ 
 
Do you drink alcohol?..........No       Yes      If Yes, how much?____________ How long?________________ 
 
Do you use recreational drugs?...........No      Yes 
 
_______________________________________ ____________ ______________ _____________ 
Provider Signature     Date Reviewed 


