Kingston Neurological Associates

Follow-Up Visit Patient Questionnaire

Your Name: Today’s Date: / /

Purpose of today’s visit:

Current medications, including over the counter preparations, you have taken recently.
Please indicate how may mg per dose and how many doses per day. Underline any medications started since you were last seen here.

Did you change the dose of any medication? If so, why?

Were any medications discontinued? If so, why?

Any drug allergies?

Since your last visit, has there been any change in your general medical status?

Since your last visit, have you undergone any surgery/procedure/x-rays or other testing?

Have you recently experienced any of the following? (Please use the bottom of this page to elaborate when pertinent)

LY [N Fever LY [UN Nausea or Vomiting LY [N Sexual Problems LY [N Difficulty Sleeping L)Y [N Dizziness or Vertigo
LY N Weight Loss/Gain LY [N Chest Pain LY [N Joint Pain LY N Anxiety LY N Clumsiness

LY [N Change in Appetite )Y [N Palpitations )Y [N Bone Problems Y [N Depression Y [N Unsteadiness

1Y [N Visual Change LY [N Shortness of Breath LY [N Neck/Low Back Pain LY [N Headaches LY [N Weakness

(Y N Hearing Loss LY [N Allergies LY [N Shooting Pain / Sciatica [lY [N Change in Mental Acuity (Y [N Numbness or Tingling
LY [N Earache LY [N Constipation LY [N Muscle Pain LY [N Memory Problems [Y ON Stiffness or Slowness
LY [N Ringing in Ears L)Y [N Diarrhea LY [N Skin Problem LY [N Hallucinations LY [N Shaking

LY [N Cough [lY [N Abdominal Pain (Y [N Bleeding or Bruising LY [N Agitation or Confusion LY [N Other

LY [N Sore Throat [Y [N Black or Tarry Stools LY [N Anemia LY [N Personality Changes

LY N Change in Smell LY [N Blood in Stools LY [N Fatigue LY [N Difficulty Speaking

(Y N Difficulty Swallowing (Y [N Problems Urinating LY [N Sleepiness / Sedation [lY [N Change in Taste
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