






AUSTIN NEUROLOGICAL CLINIC 

HEALTH HISTORY QUESTIONNAIRE 

Please complete the following questionnaire as thoroughly as possible 

Name: 
-----------------

Today's Date: _____ _ 

Name of Referring Doctor: ____________________ _ 

Occupation: _____________ DOB: ____ __ Age: __ _ 

Married --- Single __ Widowed 
--

Divorced 
--

Separated __ _ 

Right Handed? __ Left Handed? __ Both? __ 

Allergies/Reactions to medicines? Please list ______________ _ 

Preferred Pharmacy: ____________ Phone: _______ _ 

List all medications you are currently taking, both prescription and over the counter: 

Name Dosage When Taken 

Reason for seeing the doctor: 

What part of the body is the symptom affecting?: __________ _ 
When and how frequent do the symptoms occur?: ___________ _ 
How long do they last?: __________________ _
Any trigger/activities to your symptoms?: _____________ _ 

How hard is it to endure?: 
--------------------

What makes symptoms worse or better?: ______________ _ 

How long have you this problem?: _______________ _ 

Are there any other complaints associated with problem?: _______ _




















