
Neurosurgery

I. Demographic Information

Name: ______________________________________________  D.O.B.___________________  M_____     F_____ 

Home Address: ______________________________ City: _____________________ State: ______  Zip: __________

Home phone: __________________________________            Cell phone: __________________________________

Email address: _________________________________________________         Pref:  Text______  Email______

II. Care Information- please list complete name and address of physicians and pharmacies

Primary Care Physician: ___________________________________________________________________

Address: ________________________________ City: _____________________  State: ________  Zip: _________

Phone: _____________________  Fax: ______________________    Email: _____________________________

Referring Physician (if different from PCP) ______________________________ Specialty: ___________________

Address: ________________________________ City: _____________________  State: ________  Zip: _________

Phone: _____________________  Fax: ______________________    Email: _____________________________

Preferred Pharmacy: _______________________________________________________________________________

Address: ________________________________ City: _____________________  State: ________  Zip: _________

Phone: _____________________________  Fax: _____________________________ 

III. Chief Complaint (Reason for your visit): __________________________________________________________
________________________________________________________________________________________________
Is this related to worker's compensation?        Yes______      No______
Is this related to any legal actions?                      Yes______      No______
Is this problem the result of an accident? Yes_____    No_____  If so, when did the accident occur?____________

New Patient Intake Form  Date: _______________



Please list all Medications you take routinely, prescribed or over-the counter, along with the dosages:
Medication:                                                                            Dose:                                                          Frequency: 
______________________________________           __________________________          ______________________
______________________________________           __________________________          ______________________
______________________________________           __________________________          ______________________
______________________________________           __________________________          ______________________
______________________________________           __________________________          ______________________
______________________________________           __________________________          ______________________
______________________________________           __________________________          ______________________
______________________________________           __________________________          ______________________

Are you Allergic to any medications, latex, X-ray dye, or iodine? (circle one)                      Yes            No 
If yes, please explain (reaction): ______________________________________________________________

Are you taking any "blood thinning" medications?     (Circle one)            Yes                    No
If yes, check all that apply:        Aspirin ______      Anti-inflammatory medication _______      Plavix ______
              Coumadin _______    Fish Oil ________      Other (specify): _________________________________________

IV. Medical History        Please list all active medical conditions:                                    Onset of Condition: 
______________________________________________________________                      _________________
______________________________________________________________                      _________________
______________________________________________________________                      _________________
______________________________________________________________                      _________________
______________________________________________________________                      _________________
______________________________________________________________                      _________________

IV. Surgical History        Please list all operations you have had:                                        Date (Mo/Yr):
______________________________________________________________                      __________________
______________________________________________________________                      __________________
______________________________________________________________                      __________________
______________________________________________________________                      __________________
______________________________________________________________                      __________________
______________________________________________________________                      __________________

VI. Family History      Do you have a family member affected with:
Condition                          Yes     No    affected relative              

_____________________________________________________________________________________________
Alive       Deceased

Father                                            □                        □ Brothers ___________ Sisters ________
Mother                                          □                        □ Sons ___________ Daughters ________

No. of Siblings:
No. of Children:

Other conditions: _____________________________________________________________________________

Bleeding/Clotting     □         □     _________________     
Condition                    Yes     No   affected relative            

High Cholesterol       □        □      _________________     
Hypertension             □        □      __________________

Heart disease            □         □      _________________

 Diabetes                     □        □      __________________

Cancer (non brain)         □         □      _____________   
Glioma                              □         □      _____________ 
Meningioma                    □         □      _____________     
Brain Aneurysm              □         □      _____________ 
Other Aneurysm             □         □     _____________    



VII. Social History
Occupation: ____________________________________________          Marital Status: ________________________ 
Hobbies:   ________________________________________________________________________________________

Do you exercise regularly?  Yes ____ No _____       How frequently? _______________________________________

Do you smoke?   Yes___ No____   Cigarettes_____  Cigars_____  Other______  If so, how much?______________
Do you use other forms of tobacco?     Yes___ No____     If so, specify type ?_______________________________
Do you drink alcohol?     Yes____ No_____                      If so, how much?____________________________________
Do you use recreational drugs?   Yes____ No______          If yes, specify type?  _____________________________

Females: Are you, or could you be, pregnant? ______________________________________

VIII. Review of Symtoms                     Do you currently, or have you had a problem with:
Constitutional: Endocrine:
 Difficulty sleeping Yes No  Diabetes Yes No
 Excessive fatigue Yes No  Excessive thirst/urination Yes No
 Fever  Yes No  Thyroid disease Yes No
 History of falls Yes No Genitourinary:
 Weight gain Yes No  Blood in urine
 Weight loss Yes No  Difficulty starting/stopping stream Yes No
Eyes:  Incontinence Yes No
 Wear glasses Yes No  Kidney stones Yes No
 Cataracts Yes No  Painful urination Yes No
 Double/blurry vision Yes No Musculoskeletal:
 Glaucoma Yes No  Arm/leg pain Yes No
 Infections Yes No  Arthritis Yes No
 Injuries Yes No  Joint pain/swelling Yes No
Ear,Nose,Throat, & Mouth:  Numbness/tingling in extremities Yes No
 Wear hearing aids Yes No  Shoulder pain (left/right/both) Yes No
 Earpain/infections Yes No  Weakness in arms/legs Yes No
 Hearing loss Yes No Integumentary:
 Nasal congestion/drainage Yes No  Skin disease Yes No
 Nose bleeds Yes No Neurological:
 Ringing in ears Yes No  Difficulty with balance Yes No
 Sinus pain Yes No  Difficulty with speech Yes No
Cardiovascular:  Disorientation
 Chest pain or Angina Yes No  Dizziness Yes No
 Heart murmur Yes No  Fainting spells/black outs Yes No
 High blood pressure Yes No  Headaches Yes No
 High cholesterol Yes No  Inability to concentrate Yes No
 Irregular pulse Yes No  Loss of sensation/numbness Yes No
 Leg pain while walking Yes No  Memory loss Yes No
 Swelling in hands/feet Yes No  Pain in neck/back Yes No
Respiratory:  Seizures Yes No
 Asthma Yes No Psychiatric:
 Bloody sputum Yes No  Anxiety Yes No
 Emphysema Yes No  Depression Yes No
 Pneumonia Yes No Hematologic/Lymphatic: Yes No
 Shortness of breath Yes No  Anemia Yes No
Gastrointestinal:  Bleeding tendencies Yes No
 Abdominal pain Yes No  Blood transfusions Yes No
 Change in bowel habits Yes No  Hemophilia Yes No
 Diarrhea/constipation Yes No  HIV Yes No
 Jaundice Yes No  Persistent swollen glands/lymph nodes Yes No
 Nausea Yes No Allergic/Immunologic:
 Ulcers or gastritis Yes No  Autoimmune disease Yes No
 Vomiting Yes No  Food and/or inhalant (nasal) allergies Yes No



IX. Pain Assessment
Do you experience pain as part of your daily life?            Yes No
If yes, please describe the location(s), onset, duration, and characteristics of your pain:
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

If yes, on a scale of 0 to 10,  (O = no pain, 10 = the worst pain) how would you rate your pain? ______________

Have you ever had pain injections?   ___________   If yes, when? _________________________________________
What type of injection?_________________________________

X. Handedness  
Are you: Right handed Left handed

XI. Do you have a Health Care Proxy? Yes No

If yes, please list: _____________________________________________________________________

XII. HIPAA Release   (please check one)

I do _____ do not _____ consent to allow Neurepair to share the above information with other providers
involved in my care, as well as to disclose and obtain all medical records, including lab tests, diagnoses, 
treatment, and billing pertinent to my care. I consent to release my medical information to payore involved
in my medical care.

XIII. Emergency Contact

Name:  _________________________________________                       Phone: ________________________________
Relation:  _______________________________________              Alt. Phone: ________________________________

I attest that the information on this form is accurate to the best of my knowledge:

________________________________________________                 ____________________
Patient signature                                                                                             Date completed

I have reviewed the above information:

Provider signature                                                                                             Date completed

I do _____ do not _____ consent to allow Neurepair to share information with my emergency contact, including but not 
limited to all medical records, diagnoses, and treatment.

________________________________________________                 ____________________
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PATIENT CONSENT AUTHORIZATION 

Consent for Treatment: I voluntarily consent to the rendering of care, including treatment and 
performance of diagnostic procedures when warranted. I understand that I am under the care and 
supervision of the attending physician, and it is the responsibility of the staff to carry out the 
instructions of such physician(s).    Yes ____  No ____ 

Authorization for Medical Treatment: This authorization or photocopy hereof, will authorize you to 
furnish all information you may have regarding my condition while under your observation or 
treatment, including the history obtained, X-ray and physical findings, diagnosis, and prognosis. You are 
authorized to provide this information in accordance with the Florida “NO FAULT” auto insurance law 
(Chapter 71-252 F.S.)         Yes ____  No ____ 

Authorization to Photograph or Video: This authorization or photocopy hereof, will authorize you to 
be photographed for treatment purposes related to your healthcare, professional activities, insurance 
claims and patient condition.      Yes ____  No ____ 

Consent to Treat Minor Child: I am the parent or legal guardian of the patient and do hereby consent 
to any medical care of the providers of NeuRepair Brain and Spine Wellness Centers to determine what’s 
necessary for the welfare of my child while said child is under their care.  

        Yes ____  No ____ 

Parent or Guardian Consent to Accompany Minor Child: I am the parent or legal guardian of the 
patient (minor child) and authorize the following individual to accompany my child to their medical 
office visits in my absence: ______________________________________________________________ 
    First name  Last name 
    

(Must provide photo ID that matches this individual’s name) 
 

 
 
Patient’s Printed Name: _______________________________________________________________ 

Patient of Guardian Signature: ______________________________________ Date: _______________ 

Witness Signature: _______________________________________________ Date: ________________ 
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patient’s personal information

to take action if your privacy is compromised by following the practice’s policy. Our practice is 

Workers’ Compensation

 

Patient’s printed name: __________________________________________
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FI A CIAL RESPO SIBILITY POLICY 
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Q\D NElJREPAIR 
BRAIN & SPINE WELLNESS CENTERS 

Authorization To Use and or Disclose Health Information 

I ■ hereby authorize the release of 
individually identifiable health information as described below. I understand that 
this authorization is voluntary. I understand that if the organization authorized to 
receive the information is not a health plan or healthcare provider, then the 
released information may no longer be protected by federal privacy regulations. 

Information to be released: (Date From: ____ to ___ _ 

0 Entire medical record 

0 Mental health treatment records 

0 Alcoholism treatment records 

0 Drug abuse treatment records 

0 HIV/ Al DS records 

O Laboratory reports 

0 X-ray reports 

0 Other: 
-------------------------

Persons/Organization(s) receiving the information: NeuRepair Brain & Spine 

Address: 5083 LITTLE ROAD, TRINITY, FL 34655 

Phone: 727-494-7573 Fax: 727-232-2820 

Patient Signature: 
-------

DOB: 
-------

, Todays Date: _____ _ 
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