PRINT NAME: FILE #
Confidential Patient Health Record

“GEORGE’S CEREBROVASCULAR CRANIOCERVICAL FUNCTION TEST”

Instructions: Pleasc check off the correct responsc,

Historical Information
s Iave you ever been diagnoscd or teld you have any of the following?
1. Wigh Blood Pressure (hypertension) 2 Yes oNe
2. Hardening of the arteries (aricriosclerosis) o Yes 0 No
3. Diahetes o Yes 0Ne
4. Heart or blood vessel discases 2Yes 11 No
S. Boune spurs on the neck bones (cervical spondylosis) CcYes DNo
6. Whiplash injury (flexion-cxtension infury) (cervical spondylesis) t: ¥es 1 No
7. Have any ol your relatives sueffered a stroke? Yes aNe
B. Were you ever a smaker? If yes, from o 2¥es oNo
9. Do you take any medications on 2 regnlar basis? o Yes aNo
* W yes, what? (Coamadin, Tleparin, Aspirin, Anti-hypertensive medicine, cic.)
16, (Woman Only) Have you ever taken oral Contraceptives? cYes oNeo
= Hyes, from to

¢ Have you ever had any of the following, even shory, temporary attacks, in the Jast year?

1. Blorred Vision D Yes aoNeo
2. Double Vision LYes 11 No
3. Diminished or partial Joss of vision in onc or both cyes oYes 0 Neo
4. Complete lpss of vislon in ene or both cyes 0 Yes 0 Na
5. Ringing, buzzdng or any nolsc in the ear(s) oYes o No
6. Hearing loss I one or both cars & Yes 0 Nao
7. Slurred speech or other specch problems o Yes 0 No
8. Difficulty swallowing? = ¥es 0 No
9, Dizziness 7 Yes 1 'No
10. Temporary lack of understanding o Yes o0 No
11. Loss on conseionsness, even momentary blackoots = ¥Yes 11 No
12. Nombness or loss of sensation in the face, fingers, hand,

arms, kegs, or any other parts of your body? o Yes aNo
t3. Any other abnormal sensations in any part of your body 0 Yes 0 No
4. Weakness, clumsiness or loss of strength In the Tace, finger, hands,

arms, or fegs 2 ¥Yes 0 No
15. Sodden collapse without loss of cansciousness = Yes 3 No

Patient’s Signature Date




