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STRONG EPILEPSY CENTER
I. Patient Demographics
Patient Name: ​​​​​​​​​​​​​​​______________________________________________________________________________________

First




Middle Initial



Last

Birthdate:​____________________________________________
      Sex:_______________________________________

Address:__________________________________________________________________________________________

_________________________________________________________________________________________________

City:_______________________________________      
State:_____________        Zip Code:______________________

Home Phone: _____________________________________  Cell Phone:_______________________________________

Email Address:_____________________________________________________________________________________

Legal Guardian(s):__________________________________________________________________________________

Race: (circle one)     White           Black          Hispanic          Asian          American Indian      Other

Marital Status: (circle one)           Married           Single         Divorced          Separated         Widow(er)

Spouse’s Name: (if married): __________________________________________________________________________

Interpreter needed? ___________________     If yes, what language/dialect? ____________________________________

Employment Status: (circle one)    Full time     Part time      Not Employed     Self Employed    Retired      Active military
Patient’s Employer: _________________________________________________________________________________

Address: __________________________________________________________________________________________

City: _________________________________________        State: _______________    Zip Code: __________________

Work Phone: _______________________________________  Ext: ___________________________________________

If Retired:  Retirement Date: ______________________    Retired From: _______________________________________

Local/Emergency Contact: ____________________________________________________________________________

Relationship to Patient: ______________________________________________________________________________

Home Phone: _________________________________________     Cell Phone: _________________________________

Primary Care Doctor: ________________________________________________________________________________
Address: __________________________________________________________________________________________
City: _________________________________________        State: _______________    Zip Code: __________________

Phone: _________________________________________  Fax:______________________________________________
Neurologist: ________________________________________________________________________________

Address: __________________________________________________________________________________________
City: _________________________________________        State: _______________    Zip Code: __________________

Phone: _________________________________________  Fax:______________________________________________

OB/GYN Doctor: ___________________________________________________________________________________

Address: __________________________________________________________________________________________
City: _________________________________________        State: _______________    Zip Code: __________________

Phone: _________________________________________  Fax:______________________________________________

Is this visit related to an accident/incident?_______
A motor vehicle accident? ________ Is this work related? _________

Insurance Company: _________________________________________________________________________________

Policy/Contract Number: _____________________________________________________________________________

Subscriber: ___________________________________________________ Subscriber’s Date of Birth: ______________

Insurance Company: _________________________________________________________________________________

Policy/Contract Number: _____________________________________________________________________________

Subscriber: ___________________________________________________ Subscriber’s Date of Birth: ______________

If someone other than the patient is responsible for payment

Guarantor Name: _________________________________________________________   Date of Birth:______________

                                 First                            Middle Initial                  Last    

Address: __________________________________________________________________________________________
City: _________________________________________        State: _______________    Zip Code: __________________

Home Phone: _________________________________________     Cell Phone: _________________________________

Guarantor’s Employer: _______________________________________________________________________________

Address: __________________________________________________________________________________________
City: _________________________________________        State: _______________    Zip Code: __________________

Work Phone: ______________________________________________________________________________________

How did you hear about this Practice? (circle one) 

Family friend    Phone Book    Strong Health Physician Referral Line    Physician:_________________________________ 
Which hand do you use to write?: 
Right_______
Left_______  
Both_______
II.
Birth & Developmental History
A. Were there any complications (bleeding, illness, falls, etc.) with your mother’s pregnancy when she was pregnant with you?


( Yes
( No 
Describe:










B. List any medications your mom took during pregnancy.

C. Were there any problems, during labor and delivery, when you were born?     

(Yes 
(No   Describe:                          








        
D.
What was your birth weight?    









                   
E.
Were you born on time, earlier than your due date or later than your due date?

( On time
( Early:     How early?  ____________________  ( Late:    How late?  ________________
F. 
Did you have any of the following problems during the first few weeks of life?

Require an isolate
(Yes 
( No
Describe







Seizures

(Yes
( No
Describe







Infections

(Yes
( No
Describe







G.
Did you go home from the hospital the same time as your Mom?
( Yes
  ( No 
If not, why? 










H.
At what age did you:
Sit up alone? 





Walk unsupported?




Say single words?




Say sentences with 3 words?




I.
Did you have any of the following problems/illnesses in childhood?

High fever

(Yes
( No
Describe







Convulsions

(Yes
( No
Describe







Seizures

(Yes
( No
Describe







Staring spells

(Yes
( No
Describe







Headaches

(Yes
( No
Describe








J.
Have you ever had:
Head injury

(Yes
( No
Describe







Loss of consciousness
(Yes
( No
Describe







Infection of the brain
(Yes
( No
Describe 







(Meningitis or encephalitis)

III.
Present Problem
Please briefly describe your reasons for coming to the Strong Epilepsy Center to be evaluated:
IV
History of Seizures
A.         At what age did you have your first seizure?  _________________________________________________
Describe the seizure:  

























.
How long did it last?          









    Was it associated with anything such as illness/fever/accident?  (Yes   (No  
   
Describe:  














Were you started on medication?    (Yes      (No
What medication?  











B. At what age did you have your next seizure(s)?  








Briefly describe:










                        

C.
How do the seizures affect your everyday life?


D.
Have you ever been in the emergency room for your seizures?   (Yes  (No  

If yes, where and when? 











______________________________________________________________________________________

E.
Have you ever been admitted to the hospital for your seizures?  (Yes   (No  

If yes, where and when? 











______________________________________________________________________________________
_____________________________________________________________________________________
F.
Were you ever hospitalized other than for seizures?  (Give age, reason & name of hospital)


             _____________________________________________________________________________________\


_____________________________________________________________________________________

G.
Are your seizures related to your menstrual cycle?   (Yes    (No    ( not applicable

If yes, describe: 













H.
Please list & describe all the types of seizures you have ever had.  Use the following tables:
	
	Your name for the seizure
	Description of each seizure type

	A
	
	

	B
	
	

	C
	
	

	D
	
	



I.
How often is each type of seizure?



	
	Your name for the seizure
	Frequency  (last 6 months)
	Age of first seizure
	Date of most recent seizure

	A
	
	
	
	

	B
	
	
	
	

	C
	
	
	
	

	D
	
	
	
	


J.
Do you have a warning?
	
	Your name for the seizure
	Describe any warning that occurs prior to each seizure type

	A
	
	

	B
	
	

	C
	
	

	D
	
	


K.
Do you have any after effects?
	
	Your name for the seizure
	Describe how you feel after each seizure type

	A
	
	

	B
	
	

	C
	
	

	D
	
	


V.
Current Medications  (Please list all medications, including over-the-counter, vitamins, and herbal supplements)
* G= generic
B= Brand
U= Unknown

	Current medications
	Tab size (mg)
	* TYPE

Generic

Brand

Unknown
	Total Daily
Dose
	Please write in the time you take medication using ‘am’ or ‘pm.’
In the columns below, write in how many pills you take at each time.

	
	
	
	
	__ am

__ pm
	__am

__ pm
	__ am

__ pm
	__ am

__ pm

	Example:  Lamictal
	200 mg
	B
	1200 mg
	2
	1
	0
	3

	1.
	
	
	
	
	
	
	

	2.
	
	
	
	
	
	
	

	3.
	
	
	
	
	
	
	

	4.
	
	
	
	
	
	
	

	5.
	
	
	
	
	
	
	

	6.
	
	
	
	
	
	
	

	7.
	
	
	
	
	
	
	

	8.
	
	
	
	
	
	
	

	9.
	
	
	
	
	
	
	

	10.
	
	
	
	
	
	
	

	11.
	
	
	
	
	
	
	

	12.
	
	
	
	
	
	
	

	13.
	
	
	
	
	
	
	

	14.
	
	
	
	
	
	
	


Please bring your medication bottles to the appointment
1. Do you have any allergies?


a. ( Yes   ( No
To what: 










2. Do you have any side effects from your current medications? 


a. ( Yes  ( No  
Describe 











VI.
Anti-Seizure Medication History               
Using the following chart, please fill in all blanks that apply to all anti-seizure medications you have ever taken.
	MEDICATION
	Maximum total daily dose
	Date started

(approximate)


	Date  stopped
(approximate)
	Side effects or reason stopped

	Generic
	Brand name(s)
	
	
	
	

	acetazolamide
	Diamox
	
	
	
	

	carbamazepine
	Tegretol/Equetro/Carbatrolol
	
	
	
	

	chlorazepate
	Tranxene
	
	
	
	

	clonazepam
	Klonopin
	
	
	
	

	clobazam
	Frisium
	
	
	
	

	diazepan
	Valium
	
	
	
	

	ethosuximide
	Zarontin
	
	
	
	

	felbamate
	Felbatol
	
	
	
	

	gabapentin
	Neurontin
	
	
	
	

	lacosamide
	Vimpat
	
	
	
	

	lamotrigine
	Lamictal
	
	
	
	

	levetiracetam
	Keppra
	
	
	
	

	lorazepam
	Ativan
	
	
	
	

	oxcarbazepine
	Trileptal
	
	
	
	

	phenobarbital
	
	
	
	
	

	phenytoin
	Dilantin or Phenytek
	
	
	
	

	pregabalin
	Lyrica
	
	
	
	

	primidone
	Mysoline
	
	
	
	

	rufinamide
	Banzel
	
	
	
	

	tiagabine
	Gabitril
	
	
	
	

	topiramate
	Topamax
	
	
	
	

	valproic acid
	Depakote or Depakene
	
	
	
	

	vigabatrin
	Sabril
	
	
	
	

	zonisamide
	Zonegran
	
	
	
	


The following two questions refer to any medicine you have ever taken for seizures:

a. Which medicine did you like best and why?









b. Which medicine was your least favorite and why?  ____________________________________________
VII.
Social Information
1.
Please check all that apply to you.
( Single

( Student

( Married

( Employed Part time
( Separated

( Employed Full time

( Divorced

( Unemployed

2.
Your parents are:

( Married
( Single
( Separated
( Divorced 

3.
(If you are under 18) who is your legal guardian?                                                                             

  








    (Name)

4. With whom do you live?








 

5. Do you have any children?     ( Yes      ( No
 If yes, please give names & age (s):  
VIII.
Current School/Employment Information:

1. School or Employer name  










2. Grade or job title  











3. If you are no longer in school, what was the highest grade you completed?         


    

4. Please list any specialists or agencies involved in your care. 






IX.
NOT during your seizure episode, do you currently have any problems with:?

Vision


( Yes
( No
Describe








Hearing


( Yes
( No
Describe







Speech


( Yes
( No
Describe









Sleep
 
 
( Yes
( No
Describe







Behavior
 
( Yes
( No
Describe








Learning 

( Yes
( No
Describe







Headaches

( Yes
( No
Describe







Fevers                            ( Yes
( No
Describe







Chills                             ( Yes
( No
Describe







Sweats               
( Yes
( No
Describe







Chest pain

( Yes
( No
Describe







Heart palpitations
( Yes
( No
Describe







Shortness of breath
( Yes
( No
Describe







Persistent cough

( Yes
( No
Describe







Nausea


( Yes
( No
Describe







Vomiting

( Yes
( No
Describe







Diarrhea

( Yes
( No
Describe







Constipation

( Yes
( No
Describe







Urination

( Yes
( No
Describe







Sexual function

( Yes
( No
Describe







Joints/bones/muscles
( Yes
( No
Describe







Rashes


( Yes
( No
Describe







Fatigue                           ( Yes
( No
Describe







Weakness           
( Yes
( No
Describe







Infections

( Yes
( No
Describe







1. Do you have any birthmarks?

( Yes
( No
Describe: 










2. Do you smoke?

( Yes
( No
If yes, how many packs per day?   

      How long?




At what age did you start? _____    If you no longer smoke, when did you stop?




3. Do you drink alcohol?

( Yes
( No

How much?



    How often?





4. When was the last time you had 4 or more drinks with alcohol on one day?  _________________________

5. Have you ever had a drinking problem? 
( Yes
( No   If yes, when/describe: 









6. Have you ever taken illegal drugs? 
( Yes   ( No 
If yes, when/describe: 









X.
Family History
1. Are you adopted?           ( Yes
      ( No 
2. Has anyone in your immediate family (parents, siblings, children) ever had a seizure?      ( Yes         ( No

3. Has any blood relative outside of your immediate family ever had a seizure?
( Yes         ( No

4. Has any blood relative had a childhood febrile convulsion (seizure due to fever as a child – age 5 or younger)? 

( Yes        ( No

5. Please complete the following chart to the best of your abilities.  Please be sure to include any problems with seizures, headaches, mental retardation, learning problems, tics, inattention or hyperactivity, degenerative disease, or any other neurological problems.       

If you answered yes to any of the above questions, please be sure to include the information in the following table.
	Family members (blood relatives)
	Age
	Relation to you
	Health Problems

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


XI.
Tests and Studies
1. Have you had an EEG? 
( Yes
( No  






Circle one


 When 



Where





normal

abnormal

When         

     
Where





normal

abnormal

**If yes, Please bring the actual CD to the appointment, AND complete a release form.
2. Have you had a CT scan? 
( Yes  
( No






Circle one

When 



Where





normal

abnormal

When         

     
Where





normal

abnormal
**If yes, Please bring the actual CD to the appointment, AND complete a release form.

3. Have you had an MRI scan?
( Yes ( No

   



            Circle one
When 



Where





normal

abnormal

When         

     
Where





normal

abnormal
**If yes, Please bring the actual CD to the appointment, AND complete a release form.

4. Have you had neuropsychological testing? 
( Yes   ( No

When 




Where









When         


     
Where








Results:            











                
5. Have you had any other relevant studies? 
 ( Yes   ( No    



 Describe: 












*(For school age children) Please complete a release for the school, so we may discuss medical information with your child’s nurse or health care professional.

Please bring your CT & MRI films with you to your appointment.   It is very important for you to make every effort to obtain the actual films; (the reports, which should be in your medical record, are often not adequate).  Also, please be sure to bring your current medication bottles to the appointment.
Thank you for taking the time to fill out this form prior to your appointment at the Strong Epilepsy Center. 
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