NEUROLOGICAL/MRI/ VASCULAR PATIENT QUESTIONNAIRE

NAME DATE

For any YES answer, please include details.

1. Do you suffer from neck pain with pain in your shoulder, arms or hands? NO YES
Comment:

2. Do you have weakness, numbness or burning in your shoulder, arms or hands? NO YES
Comment:

3. Do your hands or arms fall asleep regularly? NO YES
Comment:

4. Do you have reduced feeling (sensation) or swelling in your hands or arms? NO YES
Comment:

9. Do you suffer from a loss of handgrip strength? NO YES
Comment:

6. Do you suffer from back pain with pain in your buttocks, legs or feet? NO YES
Comment:

7. Do you have weakness, numbness or burning in your buttocks, legs or feet? NO YES
Comment:

8. Do our legs or feet fall asleep regularly? NO YES
Comment:

9. Do you have reduced feeling (sensation) or swelling in your legs, feet? NO YES
Comment:

10. Do you suffer from cold hands or feet? NO YES
Comment:

11. Do have frequent falls or find that you trip over your feet while walking? NO YES
Comment:

12. Do you suffer from frequent headaches? If yes, how often? NO YES

13. Have you ever been diagnosed by any physician with having peripheral neuropathy? NO YES
If yes, when and what treatment has been tried?

14. Have you tried any medications for your pain such as anti-inflammatory? NO YES
If yes, what kind of medication (Aleve, Motrin, Tylenol, steroids, flexeril)?

15. Have you tried any Physical Therapy or Chiropractic treatments before? NO YES
If yes: When? For how long? What kind?

16. Have you had an MRI? NO YES
If yes: When? Who ordered it? What was it ordered for?

17. Have you used any splint or braces or other prescribed treatment by an MD? NO YES
If yes: When? What kind? Who ordered it?




