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We appreciate your cooperation in providing the important information requested below in advance of the initial interview.  Accurate and complete information will help clarify diagnosis and the reasons for this will be explained at the time of the interview. All of your personal information will be handled with confidentiality as described at the end of this document and in accordance with provisions of HIPPA. Further, any professional receiving my report may not send it to anyone else and I have such a statement at the beginning of all reports.
Confidential Form - Restrictions Apply

Patient/Client Name: ___________________________

DOB :____________________________

Address__________________________

_________________________________

Names and Title of Person(s) ( if  other than patient) completing form and relationship (i.e., POA, Guardian)

______________________________________________________________________________

Who referred (the patient/client) for this evaluation and what is your understanding of the reason you will be seen?__________________________________________________________________________
(Usually, Neuropsychological evaluation is provided to better understand a person’s current neurobehavioral status, the nature of any neurobehavioral impairments, the practical implications of the neurobehavioral problems, and to make recommendations for treatment based on test results.)

HISTORY OF CURRENT DIFFICULTIES 

Date of Accident/Injury or Illness_________________________________________________

Briefly describe what occurred and how this has affected you________________________

____________________________________________________________________________________________________________________________________________________________

Describe all previous treatments to date for your current condition:

____________________________________________________________________________________________________________________________________________________________
Review of Documents: 

Medical Records Will Need To Be Reviewed- Please provide copies all records you have of accident illness if your Doctor or Agency will not be sending them to us. If we need to obtain them you will need to sign a release here for us to obtain all previous treatment records for this condition.  Where are your records located?___________________
______________________________________________________________________________

Name & Address of your Primary Care or Treating Physician
______________________________________________________________________________

Hospitalizations/Diagnoses/Dates__________________________________________________

____________________________________________________________________________________________________________________________________________________               

PAST SURGICAL HISTORY: (Dates and Hospitals if known)
PAST MEDICAL HISTORY:

Lab Work (date of most recent lab tests)__________________________________________________

Brain MRI/CT /PET/DTI/MEG

Date__________Location________________Findings____________________________

EEG    Date__________Findings__________________________________________________________

Prior Concussion/TBI Yes/No.    Dates of any previous concussions/traumatic brain injuries or coma (including childhood injuries)________________________________________________________________________
_______________________________________________________________
Review of Systems

 Please Circle Yes/No for each of the following

Seizures   Yes/No; (Type)_________________________ Migraine Headache  Yes/No;  

 Muscle-Tension HA  Yes/No;  Incontinence Yes/No;    Urinary Tract Infection (currently) Yes/No;   
 Stroke Yes/No; Myelopathy Yes/No;    Brain Tumor  Yes/No;  Parkinsonism Yes/No;  

Transient Ischemic Attack Yes/No;   Neuropathy  Yes/No;   Thyroid Disorder  Yes/No;  

 Pituitary Disorder Yes/No;   Diabetes  Yes/No;  Dysautonomia (POTS)  Yes/No;  

Any other autoimmune disorder Yes/No; _______________________________  

Chronic Pain (including fibromyalgia)  Yes/No;     Arthritis  Yes/No;    Falls  Yes/No;  

Polio  Yes/No;   Cancer  Yes/No;    Liver Disease  Yes/No;  Irritable Bowel Syndrome  Yes/No;   

 COPD  Yes/No;    Others not listed above_______________________________________
________________________________________________________________________If you have ever had any of the above please list dates and where the condition was treated
MEDICATIONS: Please list each current prescribed medication and dose or attach a list.
1.___________________________Date Started______________

2.___________________________Date Started_______________
3.___________________________Date Started_______________

4.__________________________  Date Started________________
5.___________________________Date Started________________

6.___________________________Date Started________________
7.___________________________Date Started__________________ 
Previous Medications (that you may have used long term-for years)_____________________

___________________________________________Date Stopped_______________________

Nonprescription Medications/Homeopathic Medications______________________________

Medical Marijuana: Current Yes/No  or   Past Yes/No (Years/amount per day)__________
Medication Side Effects: Were your last medication(s) and doses taken as ordered?  Yes/No.   In the past 24 hours have you had more than two drinks of alcohol or used any non-prescribed recreational drug or non-prescribed medication______________?

Medication Allergies____________________________________________________________
SUBSTANCE USE:

Do you drink alcohol?  Yes/No.    If you drink how many drinks do you have when you drink_____________? What type of Alcohol__________?  DUI Yes/No Date(s)__________________________Ever had withdrawal? Yes/No Have you ever experienced blackouts or not recall a night you were drinking the next day?  Yes/No.  How long ago did you experience blackouts____________?

Tobacco use Yes/No    Past Use (Years and Packs per day)_________________________________
Recreational Drugs:  Yes/No   Which drugs?__________________________________________ Years________________________________________________________________________
Have you had treatment for any of the above (e.g. Alcohol or Drug Rehabilitation either inpatient or outpatient (please provide dates, length of treatment and place you were in treatment)___________________________________________________________________________________________________________________________________________________.
PSYCHIATRIC /PSYCHOLOGICAL/MENTAL HEALTH HISTORY:

Outpatient Counseling (Year(s) and Frequency, Type of Therapist, Illness)____________

________________________________________________________________________

Inpatient Hospitalizations (Year and Length of Treatment) __________________________

Did you have side effects from psychiatric medications? ___________________________

Response to Treatment (Where their functional improvements from treatment Yes/No
Describe Improvements_________________________.  Have you ever been suicidal in the past or 

Are you at present having any thoughts of self-harm or suicide)?________________________________

MENTAL/NEUROBEHAVIORAL STATUS

Briefly describe any current or past difficulties with any of the following by circling Now/Past and describing.
Concentration (Now/Past)_________________________________________________________
Memory (Now/Past)______________________________________________________________
Coordination Difficulties (hands, arms, legs) Now/Past__________________________________

Behavior or Personality Changes (Now/Past)___________________________________________
Emotionality –crying for inappropriate reasons (Now/Past)________________________________

Impulsiveness (Excessive Risk Taking) (Now/Past)_______________________________________
Hearing Voices (Now/Past)__________________________________________________________

Lacking Energy (Now/Past)__________________________________________________________

PERSONAL AND SOCIAL HISTORY:

Married/Single/Divorced:  Dates of Current Marriage___________________________________
Previous Marriages: (List years of each prior marriage)_________________________________
Children: (Names and ages and if living with you at present)_______________________________________________________________________
______________________________________________________________________________
FAMILY of ORIGIN:

 Place of Birth________________________ Who raised you?_________________________

 Raised in (City or Cities and dates)________________________________________________ 

Please describe your homelife during childhood and growingup_____________________
_________________________________________________________________________

_________________________________________________________________________

(How many brothers and sisters did you have? Where are you in order of birth?
 Were you ever abused by anyone as a child or later in life?  Please describe briefly_______-

Mother’s educational level and occupation_________________________________________

Father’s educational level and occupation_________________________________________)
Family medical history:

Which Relative (include parents, siblings or grandparent on either side) had any of the below:
Alzheimer’s Relative____________________________________________________
Epilepsy or Seizures Relative______________________________________________________________
Migraine Headaches Relative______________________________________________________________
Multiple Sclerosis Relative______________________________________________________________
Neuromuscular Disease Relative______________________________________________________________
Neuropathy  Relative_______________________________________________________________
Parkinson’s
Relative______________________________________________________________
Stroke 
Relative_______________________________________________________________

Psychiatric (Depression, Schizophrenia, Bipolar Illness,Suicide)
Relative_________________________________________________________________

Academic (ADD, Dyslexia, Math Disability, Left Handedness)
Relative_________________________________________________________________

ACADEMIC: 

How many years of formal education have you finished? (Last grade completed) ______________.
If Graduated-name/ location of High School and Grad Date_____________ GPA if known_______.

________________________________________________________________________

High School or College Extracurricular activities including sports___________________________

______________________________________________________________________________
______________________________________________________________________________
College Attendance (Years attended, name of institution)

College or University___________________________Major_______________GPA______

              Degree______________________  Post Graduate Institution_______________


Degree/Year____________________________ GPA_____ Honors Received_________

DEVELOPMENTAL HISTORY:

Birth weight__________.  Where there complications at time of birth?____________________.  Mother’s health during her pregnancy with you if known____________ Did she drink alcohol/smoke? To your knowledge did you meet developmental milestones including walking, language acquisition and toilet training at age-expected intervals (describe what you know)__________________
___________________________________________________________________________________________________________________________
Where there any early problems related to Speech?_________________________________

Where there any difficulties with awkwardness and clumsiness/coordination:______________

Were there problems with behavior (fire starting, animal cruelty, bed wetting, anger, attachment?) 

______________________________________________________________________________
Were there juvenile conduct problems?_____________________________________________
Were you ever tested/diagnosed with childhood Attention Deficit Disorder/Hyperactivity? ________
Profession/Vocation
Present Job__________________________  How Long There?___________________________
Describe Job Duties in Detail_____________________________________________________
______________________________________________________________________________

______________________________________________________________________________

How has your job been affected by this injury or your illness? __________________________________________________________________________________

Are there any current or recent difficulties on your job or with employer? Please describe: _________________________________________________________________________________
______________________________________________________________________________

Have you been injured, fired or traumatized in any job?_____  Briefly Describe Circumstances__________________
_____________________________________________________________________________
Give Dates and Duties of Last  5 years of employment or Positions______________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

MILITARY HISTORY: Branch of Service was_____________ Dates Served___________________
Overseas Service?________ Theatre or Country__________________ Dates_________________
Was there exposure to combat?____________________________________________________
Did you experience any trauma while in the service?___________________________________
Type of Discharge or Circumstances of Discharge; Honorable/Other Discharge Rank_______________________
Are you rated by the Veteran’s Administration for any Service Connected Disability? Yes/No
Please provide rated condition and percent of disability_______________________________

_____________________________________________________________________________
REVIEW OF NEUROBEHAVIORAL SYSTEMS:
Describe any problems with your current pattern of sleep ____________________________

Do you have any excessive sleep patterns or dreams that contain nightmares, night terrors, sleepwalking? Please Describe_____________________________________
Do you snore Yes/No.   Have you ever been told you stop breathing at night?  Yes/No
Do you awaken with headaches first thing in the morning? Yes/No
Do you have daytime sleepiness where you could fall asleep performing routine activities? Yes/No
Ever had a polysomnogram?  Yes/No.  Last night how many hours of sleep did you have?_______ Is this your usual amount of sleep? Yes/No .  How much sleep do you need to feel rested the next day? ___________________________Describe your energy level at present_______________.
Sensory and Motor:

Left or Right Handed or both?______________________________

Do you have any Peripheral motor injuries or limitations (arms or hands)_______________________________

Photophobia or visual changes Yes/No.  Cataracts? Yes/No  Other visual problems_________

If your Vision is corrected what was the date of your last optometry exam?_______________

Is your Hearing "normal" and if augment give date of last auditory examination____________

Dizziness, balance or falls?  Yes/No________________ How many falls in past year?_______

Has your sense of smell changed?________________________________________________

Is your appetite the same as usual? Yes/No.  Gained/ lost more than 10 lbs in past year? ___

Current Height and Weight:____________________________________
ADVANCED ACTIVITIES OF DAILY LIVING: 

Do you need help or are you unable to perform any of these? Answer Yes or No and briefly describe.
Driving ___________________

Riding as a passenger in a vehicle ___________________________________________________

Sexual Function ________________________________________________________________

Preparing and taking medications __________________________________________________
Money Management ____________________________________________________________
Communicative activities ________________________________________________________
Shopping______________________________________________________________________

Lifting groceries_________________________________________________________________
Housework ____________________________________________________________________
Community Ambulation - do you need any assistive device?_____________________________
Moderate Activities: (vacuum, moving table)_________________________________________
Vigorous Activities (running, heavy lifting)___________________________________________

Are you currently restricted by a Physician from performing any of the Activities of Daily living listed above? Yes/No.  
Describe____________________________________________________

Do you have any work restrictions or limitations written by a physician or medical provider?

___________________________________________________________________________

BASIC ACTIVITIES OF DAILY LIVING:

 Do you need help or are you unable to perform any of these? Check if help is needed to perform
Bathing___ Dressing___Stairs____Indoor mobility_____ Feeding_______Toileting (Bladder and Bowel Functions)________.  Is there anything else you need help with at home?____________.
DISABLING CONDITIONS:

 Do you have any current or past conditions recognized as functional disability and rated by SSI, Private Insurance, Veterans Administration or State Worker’s Compensation in any State or Province?   Yes or No.
If yes,  please describe the condition and functional disability___________________________

______________________________________________________________________________
LEGAL HISTORY (Other than divorce)

Current Legal Representation Yes/No.  Who is your legal Counsel?________________________
Arrests (Date(s); Offense(s); Conviction(s):_______________________________________________

____________________Incarcerations (Dates andlocation)______________________________________________________________
Any additional information you would like us to know before the interview?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Written Neuropsych Reports

The physician whom referred you for your evaluation will receive a copy of Dr. English’s report as soon as it is available if this is what you would like. It usually takes about  two weeks following your appointment with Dr. English.  Your referring physician will discuss with you the results of the evaluation and any recommendations Dr. English may make.

It is necessary that prospective patient’s and/or persons seeking evaluation sign and date the consent before treatment can proceed.  I will answer any questions and discuss the need for this information at the initial meeting.

Please sign the ‘Informed Consent’ on the following page  now or after more explanation at the time of the appointment.

Informed Consent
Neuropsychological Test results and associated techniques and associated data /scores may only be released to qualified professionals. At the outset of this evaluation I will further explain what a neuropsychological evaluation entails and how it is conducted (via interview and objective testing to determine current emotional, cognitive and neurobehavioral status). I ask that all questions be answered fully.   In the report generated from your evaluation here, your test performances will be variously adjusted for age, education, gender, handedness, and ethnicity as appropriate. Next, the pattern, localization and level of performance will be compared to the data base of 9,000 patients contained in the Meyers Neuropsychological data base and I will also review all test results clinically.  During the evaluation you will be encouraged to perform to the best of your ability and advised that measures of effort will also be concurrently administered as part of the evaluation. Some people will experience anxiety and severe fatigue during/after this evaluation so please let me know if due to these factors you unable to proceed with the evaluation.  If coming from out of town you may be fatigued at the end of the appointment time and should consider making overnight accommodations in the city in which you are being seen for this appointment. 
By signing, I understand that understood the parameters of this evaluation and consent to proceed. I also understand that my report will only be released to (1.) Those I authorize to have it and/or the Agency which has referred me for this evaluation. 
I understand the consent paragraph above and to releasing my report to the parties listed above.
Signature and Date_________________________________________________________________

Or

Guardian/POA for Healthcare and Date_________________________________________________

Witness________________________________________________________________________

Phone (406) 457-5488
Fax (406) 204-0217

