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FirstName: Middle Initial:

LastName:

Sex(Gender) ❍ Male ❍ Female

Dateof Birth: ______/_____/______
Month Day Year

Social SecurityNo.:

PharmacyName:
Pharmacy Address:
PharmacyPhone#:

PrimaryCarePhysician:

Preferred methodof
communication:

❍ Email ❍ Phone ❍Mail ❍ Notspecified

Email:

Residential Phone:

Mobile phone:

Number/Street/Suite:

City:

State:

Zip: County:

Lives in anursinghome ❍No ❍ Yes

Race(s): ❍White ❍ Black ❍ AmericanIndian
❍ Hispanic❍ MiddleEastern ❍ Japanese
❍ Chinese❍ Other________________

Ethnicity: ❍ Non-HispanicorLatino
❍ Hispanicor Latino ❍Other

Patient IdentifyingInformation

Contact

Address

Demographics

Tri-StateMountain NeurologyAssociates,P.C.
1321SunsetDrive, Suite 11
JohnsonCity, TN 37604
Phone: (423) 928-6174 Fax: (423) 926-2258
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Tri-StateMountain NeurologyAssociates,P.C.

PleaseListAllMedical History
(1)
(2)
(3)
(4)
(5)
(6)
(7)
(8)
(9)
(10)

PleaseListSurgicalHistory Date
(1)
(2)
(3)
(4)
(5)

FamilyMedical History
Mother

Father

Brother(s)

Sister(s)

Grandparents

PleaseListYourAllergiesBelow
CheckSeverity DescribeReaction

NameofSubstance Mild Mod Severe (rash,nausea, swelling,etc.)
(1)
(2)
(3)
(4)
(5)

HH

____Ft ___In Weight: _________ pounds
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Tri-StateMountain NeurologyAssociates,P.C.

PleaseListAllofYourMedications
(includingnon-prescriptionandother over-the-counterpreparations)

NameofMedication Dose Frequency
(1)
(2)
(3)
(4)
(5)
(6)
(7)
(8)
(9)
(10)
(11)
(12)
(13)
(14)
(15)

PleaseDescribeAnyAdvanceDirectives:
(For example:Powerof attorney, livingwill, etc.)

OTHERINFORMATIONTHATMAYBE IMPORTANTFORYOURPHYSICIAN:
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________
________________________________________________________________________
________________________________________________________________________

❒ None ❒ Seeattachedsheet ❒ See listbelow
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Tri-StateMountain NeurologyAssociates,P.C.

Doyouuse?

Tobacco: ❒ No/❒ Yes HowLong:____ Pks/Day____ ❒Quit /___ #of yrs
Alcohol: ❒No/❒ Yes ❒ Beer: ___ cans/day ❒wine: ___ glasses/day

❒ Liquor:___ oz/day ___ #of yrs
Street drugs: ❒ No/❒ Yes ❒ In thepast Type(s)__________ HowOften:______

Caffeine: ❒ No/❒ Yes ❒ Coffee _____cups/day ❒ SoftDrinks:_____ oz/day

Areyou: ❒ Single ❒Married ❒ Separated ❒Divorced ❒ Widowed
Education: ❒HighSchool____ years ❒ College____ years ❒ PostGraduate ____
yrs

Occupation: ____________________________________ ❒ Retired ❒ Disabled
Employer: _____________________________________
DoyouDrive: ❒ No / ❒ Yes

SITUATION CHANCEOFDOZING

SittingandReading ________
Watching TV ________

Sitting inactive in apublicplace ________
Beingapassengerinamotor vehicle for anhourormore ________

Lyingdown intheafternoon ________
Sitting and talkingtosomeone ________

Sittingquietly after lunch(no alcohol) ________
Stoppedfor a fewminutesin trafficwhile driving ________

TOTALSCORE(add score up) ________

Iunderstandthe importanceofatruthful HealthHistorytoassistthedoctor inprovidingthesafestcare
possible. Ihaveansweredallof the aboveinformationaccurately.

__________________________ ______________________________________
(Patient signature) (Signature of other personfillingout forthepatient)

Usethefollowingscaleto choose
themostappropriate numberfor

eachsituation:

0=would never dozeorsleep
1=slight chance ofdozingor

sleeping
2=moderate chanceofdozing

orsleeping
3=high chance ofdozingor

sleeping

EpworthSleepScale

SocialHistory


