Advanced Brain and Body Clinic
Adult Patient Information

Personal Information							Date:
Name:	________________________________________________________
Referred By: ____________________________________________________
Age: _______  	DOB: _________________	Male/Female
Past Medical History
As a child did you have:
	___ Rheumatic Fever
	___ Polio
	___ Hospitalized For: __________________________________________________________
Do you have any of the following medical diagnosis:
__Seizures			__Thyroid (hypo/hyper)		__Heart issues
__Lung issues			__Stomach Ulcers			__Liver issues
__Kidney issues		__Diabetes				__Arthritis
__Cancer 			__High Blood Pressure
__ Other _____________________________________________________________________
List any surgeries you have had:
_____________________________________________________________________________
_____________________________________________________________________________
Medicine or Substance Allergies:
____________________________________________________________________________
Head Trauma (TBI) / Concussions: Dates and if any Permanent Issues				
_______________________________________________________________________


Immunizations:  		___Up to Date 	__ Do Not Know If Up to Date
Have you ever had a positive Tuberculin Skin Test?  __Yes __No
Your last Tuberculin Test was?     __Positive   __Negative
Have you had a tetanus vaccine in the last 10 years?   __ Yes   __No
All Current Medications (including herbs and vitamins):	
	Please list the medicine, dosage and prescribed by
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
Alcohol Use: 
___ Daily 	___Weekly	___Monthly	___Hardly ever
___ 1-3		___ 3-6		___6-10	___More 
Date of Last Use: _________________________
Concerns Related to Alcohol Use:
	___ Relationship 		___Legal 		___Work/School
Tobacco Use:
	__Never	__Occasionally 		__Daily 		If Daily – Packs per Day___________
Street Drug Use:  Please list name of drug, frequency of use, last used and any concerns due to use
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
WOMEN ONLY: OB/GYN
___# of Pregnancies	__# of Births	__# of Miscarriages	
How regular are your cycles? __________________________________________________________
Any mood problems related to?
	__Menstrual cycle	__Pregnancy	___Contraception use	___Menarche 	___Menopause
Family History: Please mark all that apply
___Depression	 ___Bipolar   ___Schizophrenia	 ___Anxiety Disorder 	__ADHD/ADD
Other: ______________________________________________________________________________

SOCIAL HISTORY
Who do you live with (list all that live in household) __________________________________________
____________________________________________________________________________________
___ Single 	__Engaged	__Married 	__Divorced	__Widowed
Sexual Orientation(optional) ____________________________________________________________
Occupation__________________________________________________________________________
Children (how many if any) _____________________________________________________________
Any children with any one other then current partner?  _____ Yes 	_____No

Other Information You Would Like Your Provider to Know
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
___________________________________________________________________________

Current Symptoms 
Please circle ANY that apply currently. 
If no current symptoms place an X here __________

General:  Chills – Depression – Dizziness – Fainting – Fever – Forgetfulness – Headache - Loss of Sleep - Weight Loss – Nervousness – Numbness – Sweats
Eyes: Blurred Vision – Crossed Eyes – Double Vision – Irritation – Itching – Vision Flashes – Vision Halos– Vision Loss
Ear/Nose/Throat: Difficulty Swallowing – Earache – Ear Discharge – Hay Fever – Hearing Loss – Hoarseness – Nosebleeds – Persistent Cough – Ringing in Ears – Sinus Problems
Cardiovascular: Chest Pain – High Blood Pressure – Low Blood Pressure – Fainting During Exercise – Irregular Heartbeat – Poor Circulation – Rapid Heartbeat – Shortness of Breath – Swelling of Ankles – Varicose Veins  
Respiratory: Excessive Sputum – Dyspnea – Hemoptysis – Wheezing 
Gastrointestinal: Abdominal Pain – Poor Appetite – Bloating – Bowel Changes – Constipation – Diarrhea – Excessive Hunger – Excessive Thirst – Indigestion – Nausea – Vomiting 
Genitourinary: Abnormal Pap Smear – Amenorrhea – Dysuria – Erection Difficulty – Frequent Urination – Genital Sores – Hematuria – Incontinence – Lump in Testicles – Menorrhagia – Menstrual Pain – Painful Intercourse – Penis Discharge – Vaginal Discharge  
Muscle / Joint: Abnormal Movement – Weakness – Stiffness – Pain – Numbness
Skin: Change in Moles – Dryness – Easy Bruising – Hives – Itching – Rash – Scars – Sore that won’t Heal – Suspicious Lesions – Ulcers/Growths 
Neurologic: Body Rocking – Burning Sensation – Change in Coordination – Dizziness – Headaches – Head Trauma – Involuntary Movements – Loss of Consciousness – Loss of Memory – Numbness – Paresthesia – Poor Balance – Seizures – Syncope – Tingling Sensations – Transient Paralysis – Tremors – Vertigo – Weakness
Psychiatric: Anxiety – Depression – Delusions – Illusions – Obsessions – Paranoia – Suicidal Ideation – Homicidal Ideation – Hallucinations: Auditory -Visual - Olfactory -Sensory 
Endocrine: Cold Intolerance – Thyroid issues (hypo/hyper) – Weight change (loss/gain)
Lymphatic: Abnormal Bruising – Bleeding – Enlarged Lymph Nodes
Allergy/Immunologic: Hives – Hay Fever- Persistent Infections – HIV Exposure
Health Screening in the Past Year: Colonoscopy – Mammogram – Pap Smear - PSA
Past Medications
Place an X next to any medications you have ever been prescribed.
Please list the dosage, Duration, Response or any Side Effects.
Antidepressants (SSRI)
___ Luvox/Fluvoxamine __________________________________________________________________________
___ Paxil/Paroxetine ____________________________________________________________________________
___ Prozac/Fluoxetine ___________________________________________________________________________
___ Zoloft/Sertraline ____________________________________________________________________________
___ Celexa/Citalopram __________________________________________________________________________
___ Lexapro/Escitalopram _________________________________________________________________
Antidepressants (SNRI)
___ Effexor/Venlafaxine _________________________________________________________________________
___ Cymbalta/Duloxetine ________________________________________________________________________
___ Pristiq/Desventafaxine_______________________________________________________________________
___ Fetzima ___________________________________________________________________________________
Antidepressants (other)
___ Viibryd/Vilazodone __________________________________________________________________________
___ Desyrel/Trazodone __________________________________________________________________________
___ Serzone/Nefazodone ________________________________________________________________________
___ Wellbutrin/Bupropion _______________________________________________________________________
___ Remeron/Mirtazapine________________________________________________________________________
___ Trintellix __________________________________________________________________________________
Antipsychotic(atypical)
___ Abilify/Aripiprazole _________________________________________________________________________
___ Clozaril/Clozapine ___________________________________________________________________________
___ Geodon/Ziprasidone __________________________________________________________________
___ Latuda ____________________________________________________________________________________
___ Rexulti ____________________________________________________________________________________
___ Risperdal/Risperidone _______________________________________________________________________
___ Saphris/Asenapine __________________________________________________________________________
___ Seroquel/Quetiapine ________________________________________________________________________
___ Vraylar ____________________________________________________________________________________
___ Zyprexa/Olanzapine _________________________________________________________________________
Stimulants
___ Adderall/Adderall XR ________________________________________________________________________
___ Ritalin ____________________________________________________________________________________
___ Concerta __________________________________________________________________________________
___ Vyvanse ___________________________________________________________________________________
___ Strattera __________________________________________________________________________________
___ Nuvigil ____________________________________________________________________________________
___ Provigil ____________________________________________________________________________________
Sleep Aid
___ Belsomra __________________________________________________________________________________
___ Lunesta ___________________________________________________________________________________
___ Ambien ___________________________________________________________________________________
__ Trazadone __________________________________________________________________________________
Mood Stabilizer:
___ Lithium ___________________________________________________________________________________
___ Lamictal ___________________________________________________________________________________
___ Topamax __________________________________________________________________________________
___ Trileptal ___________________________________________________________________________________
___ Depakote __________________________________________________________________________________
___ Tegretol ___________________________________________________________________________________
Anti-Anxiety:
___ Lorazepam _________________________________________________________________________________
___ Buspar ____________________________________________________________________________________
___ Clonazepam ________________________________________________________________________________
___ Alprazolam ________________________________________________________________________________
___ Temazepam ________________________________________________________________________________
