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DR. SHAIK UBAID

Neurologist

Samaritan Medical Office Bullding
2231 Burdett Ave Suite. 280

Troy, NY 12180

NEW PATIENT HEALTH HISTORY

DATE OF VISIT: PATIENT NAME: M_

OB: AGE: HEIGHT: WEIGHT:

GENDER: __ FEMALE __ MALE HANDDOMINANACE: __ RIGHT __LEFT __ AMBIDEXTROUS

PRIMARY CARE PROVIDER: ___

OTHER FROVIDERS:

Wwhat is your major netirological comptaint or why did you ask your doctor to see 3 neurologist?

CURRENT MEDICATIONS:

MEDICATION NAME DOSE/FREQUENCY

Name and address of current pharmacy:




NEW PATIENT HEALTH HISTORY CONTINUED

DO

SATE OF VISIT: PATIENTNAME:
IEDICATION ALLERGIES:
- S _
-
| — -
- .
B !
WHAT MEDICATIONS HAVE YOU TRIED FOR THIS |N THE PAST FOR THIS PROBLEMI?
rmsnimnaﬂ NAME STRENGTH REASON FOR STORPING g
| '%
i .
| .
— —
SURGICAL RISTORY
[ SURGERY TYPE BOCTOR/ FACILITY DATE E
! !
|
-
i
SOCIAL HISTORY
Do you smoke tobacce? __ YES{_ /DAYType:_ Y QUIT {How longago? L NEVER
Do youdrink alechel?  ___YES (How much/ often? ) NG
Do vou ase Uic drugs? VES MO ifyesplease explain
Do vou dring caffeine? __ YES {How much/ often? v NO

\Winat s your socupation?

Maritsl Status:

Hew manychtaren?
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PAST MEDICAL HISTORY (PLEASE CH ECK ALL THAT APPLY}
ARTHRITITS: HEADACHEOR MIGRAINE: STROKE: 1
RHEUMATOID/SARCOID/ |
PAORIASIS . 7
VES NG YES NG YES N : |
CANCER: TYPE: HIGH BLOOD PRESSURE: THYROID CONDITION: l
) ) .
YES NO i
NO YES NGO |
— 15 ‘
DEMENTIA: HIGH CHOLESTEROL: WULTIPLE SCLEROSIS: |
Ygs NO yis _ NG VES NO ‘
| D : IS/ CROHN'S |
: NEUROPATHY: ULCERATIVE COL |
PIABETES: DISEASE: i
TES NO YES NO YES NG !
EPILEPSY: PARKINSON’S DISEASE: OTHER SIGNIFICANTFAMILY |
' HISTORY: !i
YES NG YES ND |
=2 NILY MEDICAL HISTORY (PLEASE CHECKALL THAT APPLY}
ARTHRITITS: HEADACHE OR MIGRAINE: STROKE:
RHEUMATOID/SARCOID/S
PSORIASIS

_ MOTHER__ FATHER_ _SiSLING

__MOTHER___FATHER___SIBLING

__MOTHER___FATHER_._SIBLING ‘

CANCER: TYPE:

_ MOTHER___FATHER_ SIBLING

HIGH BLOOD PRESSURE!

__MOTHER___FATHER___SIBLING

THYROID CONDITION:

__MOTHER___FATHER___SIBLING

DEMENTIA:

L MOTHER EATHER___ SIBLING

HiGH CHOLESTEROL:

__MOTHER___FATHER___ SIBLING

MULTIPLE SCLEROSIS:

__MOTHER  FATHER__ SIBLING

DIABETES:

__MOTHER__FATHER___SIBLING

NELUROPATHY:

_ MOTHER___FATHER__SIRLING

ULCERATIVE COLITIS/ CROHN'S
DISEASE:
__MOTHER__ FATHER__SIBLING

EPILERSY:

__MOTHER___FATHER__ SIBLING -

PARKINSON'S DISEASE:
__MOTHER___FATHER__SIBLING

OTHER SIGNIFICANTFAMILY
HISTORY:




REVIEW OF SYSTEMS

PLEASE CIRCLE ALL THAT AFPLY
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“ision changes
-Ptosis {drooping)
-Abnormal ave

_increasad frequency
-Hematuriz {blood In urine)
-Nocturia {excassive night time

-Restiess jegs
-Anxiety
-Haiiucinations

CONSTITUTIONAL GASTROINTESTINAL INTEGUMENTARY
-Faver -Abdominal pain - Bowel loss of -Ra_sf_n
-Might sweats Somiting control —Iécn; ;Eq
“Lackof energy “Vornitng oot _Gz‘uvf":m [ igsions
‘Weight gain {___Ibs.) ~Nauses - tns/ £
ANeight loss {_ Ihs.) -Digrrhez |
-Constipation ;
TEVES GENITOURINARY PSYCHIATRIC
-Diry eyes -Urinary loss of controf ~Dep regfia_n, )
-lrritation ~Ditficulty urinating -Sleep disturoances

urinstion]
E.N.M.T. MUSCULOSKELETAL ENDOCRINE |
~Earpain -Mearing loss | -Muscle aches -Fatigtie
| -Sore throat  -Sinus -Muscie weakness -increased thirst E
| -tossof smeil  problams -loint pain -Hair loss |
| -Faciaisweiling ~Bzck pain | -Coid intolarance
| -Mouth uicers -Neck psin | -Heztintolerance i
! -Trouble swallowing -Difficulty Walking E ;
| CARDIOVASCLLAR NEUROLOGIC Jeriing | HEMATOLOGIC/
| -Argina {chest pain) -Weakness -falnting | LYMPHATIC ?
i -Sweiling of extremities -Numbness/Tingiing ~ -Confusion | -Swollen giands
~Palpitations -Seizures or Tremor -Biurred Vision | -Zzsy bruising
—Kr*nwrz heart murmur -Memory [oss -Slurred speech | -Txcassive Sleeding
ghtheadedness upon - Word finding ditficulty -Migraines | -Blood eiots
Stz rd| -imbalance - Headacnes
-Incoordination ~Difficuity Walking
-Dizziness/light headedness
RESPIRATORY ALLEGIC/ IMMUNOLGGIC OTHER —
-Freguent cough -Ajlargy symptoms
-Wheezing -Sinus pressure — ;
1 -Shortness of breath -Itehing
‘\ -Coughing up blood ~Hives L
| -Sleep aprea ']
| ~Sroring ; i‘.

DATE:

PATIENT SIGNATURE:




