ROS TYPE 1

EPILEPSY QUESTIONNAIRE
DEPARTMENT OF NEUROLOGY, BAYLOR COLLEGE OF MEDICINE
PRCGE 4 OF 4

DO YOU CURRENTLY HAVE ANY OF THE FOLLOWING SYMPTOMS/COMPLAINTE?
YES DESCRIBE (If "yas”)

Weight gain / TOO Muth
Weight loss
Easy faligue
Change in skeep pattern
Stomach pain
i.oss of appelite
Mausea,vomiling
Heartburn
Diarrnea
Constipafion
Change in color of stool
Chest Pain
Palpitations (furny heart beat)
Might swaafts
Cough

—Shorness of brealh- — - ==
Wheezing
Chesl pain with deep breathing
Pain with urination
Fraguent urination
Urninary incontinancs
Blood in urine
Skin rash
Joint painz
Muscle cramps
‘Waakness
Mumbneazs
Double vision
Difficulty swallowing
Slurred speech
Dizziness
Headaches
Poor contral of bladder
Tremors [ hand shaking
Loss of muscle bulk
Fainting spels
Foor condition
Droopy face or aye
Meck | back pain
Change in vision
Change in haaring
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ROS TYPE 2

Please review the list of symptoms and check “yes” if you have any of these symptoms currently. Please
check “no™ if you have not experienced any of the symptoms.

Comstitutional {1}
O ves [ra  Fever/ Chills fSweass

O ves flina Weighe Loss

F_Yn Oka  Tieedness f Fatigue

O ves BMa  Poor Appmiite

Eyes |2)

I ves OMa  Reduesd Vision or Blumineis
O ves Obo Double Vision

@ Yes Oka Deoopy Eye Lids

O ves fldbo  Coaracs

O ves BMa CRaucoma
Ears™ontaMNaese Threat | 3)

Ol ves T Hewsing Logs

O Ves [ilo  Rmgng in the Eors

O ves ke Venigo

O ves Blbo  Hoansnes

O Yes BJjHoe  Sous Pain

O ¥es BAMe  Swsiowing Froblam
Cardiovasenlir (4]

[ ¥es @ Mo Chest Peistinging

O ¥es [He  Palpitatices

&l Yes Mo Skoriness of Breaih Lyag Fla
[1¥es ElMo  Pain inthe Legs with Walkang
O ves ENe  Fichilis

O ves ] He  Heat anack

C1¥es BBe  High Blood Pressure

Blres [Ne  High Chotesteral/Lipids

Resparanory (5}
O ¥es Brio
O ves Ba
[ es [alMa
01 s Prso

Coiggh
Fhlegm
Coghing up Bleod

Wheezing'Asthma

Gastrolmbesting] (§)

s Mo
B ves ko
O Yes Eirio
1 ves O re
& Yes O Mo
H v O
[ ¥es Bl Mo

Genitourinary (7}

1 es ] o
O ¥es S5 M
O ¥es i
] es qllu
O ¥es ) bo
0 Yes QR0

Abdasingl Pln

Mpuses andios Vamiing
Vaemiting up Blvod
Change in Bowl kavemesis
Thssvhea

Const-paiion
Bikearsd i Smal

Pain with Urisation
Escessive Lirinazom
Iscontmence
oo s Urine
Sexual Protdems

Prodtale Probiems

Musculoskoslelal (51

H v Oro
& ves CMo
£l e CIMo
Sin (9)

B One
O ¥es Lo

Meck or Pack Pan
Muscle Pun

Prin/ Rl neswS welling of & loim

Change in Sweasting

[ fes @ Ho
Mewrologic (1)
& ¥es O Ha
B Yes OO Mo
El Yes T 1a
P ¥es I Mo
Bores O
o] Yes (] Ha
O ves &d va
B ¥es OF Mo
Prvehineric (11)
[0 ¥es O e
O Yes O Ha
O Yes OMe
O Yes CH Mo
[ e & Mo
Ewndoorine {12}
[ Yes & He
O Yoz 45 He
[ ¥es R&te

Buies

Headoche
Humbness or Taaghng

Mpaszle Weakress

Logs of Conscinusness mintmg)
Memuory of Thinking Problens
Teouble with Waliomg or Balence
Siroks

Seizure

Peypchologienl or Payehizimic Care
[Bepression

Hallucimainns

Asssicty

Suicidel Thougsis

Heot Codd Inloleasze
Thyroid Problems

[Haketzs ne Sugar Problems

HemnenlopgicLymphartic (L)

O fes Ebe
O e JJ He
O el ) No

Amamia
Ezsy Brmiing
Enlarped Lyanph Modes

Allerge immunolegic (14)

O e R He
) ves F&h\n

Severe Allergie Reaction

Freagant |nfeciions
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[dve: Bno  Bathing

O ¥es @Mo  Toileting D"Fﬁ Ome . Dressing zs [ Hopping
[Jes BlMa  Eating EPE’( Taking medications [ Y. Using the Phone
[D"?J gs [IMe  Cooking Yes [ Mo Traveling

es [JNo  Paying Bills

Do you have difficulties with any of the Tollowing activities? (Please CH]W&: apply)
es. [ Me  Driving D;D Mo Cleaning

11

Have yg.lil}zd’the following services in the past three months? (Please CHECKI;;;IJBGI: apply]

[ ves Gl iting Murse [ ves ] me Health Services [ Yes [0 Doy Program

] es m/ﬂ-:./:;xiual. Therapy ] ¥es I])ﬁ/—h;‘ Program [ es :ﬂlml Health Services
D}(Edﬂ" Yes Lﬁd}Dﬁmr

[J¥es [3%5 Occupational Therapy [1Yes Speech Therapy

(]
]

PLEASE BRING COMPLETED FORM TO YOUR APPOINTMENT
Please bring Insurance cards (Authorization if Needed)
And available x-ravs, MRI scans and previous medical records
THANK YOU FOR COMPLETING THIS FORM

_____ Dane Reviewed: -

Reviewsd by Dr. _ o



ROS TYPE 3

REVIEW OF SYSTEMS

Please check ves or no for the following problems & condilions;

Yes

General; NauseaVomiting?

Fever/Chills?

Weight loss or gain? Please specify: (o — 15 Ibs |, !?ama-.]-ll.,-}g:

Skin: Rashes?

Skin Color Changes

Heent: Recent changes in vision?

Persistent Cough?

Cardiac: Chest Pain?

Angioplasty or stents for the heant?

Recent EKG or Stress Test?

Respiratory: Shortness of breath?

Can you walk up a flight of stairs without stopping?

Vascular: Circulation problems in the legs?

Pain in your legs when you walk?

Angioplasty or bypass surgery for the legs?

Foot wounds that would not heal?

Leg swelling?

Yaricose veins?

Neurologic: Weakness of numbne one side uft {Z _LLJ
! Ca i Fh

5
Dizziness/Fainting Spells?

Loss of vision?

s ;‘kay}’(x x }:‘A’(?{Iﬂrx%?ﬁxg
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GI: Abdominal Pain?

Acid Reflux?

Stomach uleers?

Stomach pain with eating?

Change in bowel movements? =gt L Aunaiag

[acse
=te\'y

Musculoskeletal: Back Pain?

Painful Joints?

Heme/One: Bleeding/Disorder

?{ > b KX R %4

The above ROS were reviewed with patient, Physician Initials;
MEDICATIONS

Flease list the medications you take, the dose, and how often you take therm.

See \ist




ROS TYPE 4

REVIEW OF SYSTEMS by SYSTEMS - Page 4

Do you currently have any of these symptoms?

Head and MNeck YES

z
=

Swelling

Masses

Huoarseness
Difficulty swallowing
Neck pain

Neck spasm

Negromuscular YES

Cramps

Weakness in limbs

Loss of control of arms of legs
Poor coordination
Mumbness

Tingling

L.uss of sensation

Loss of musele

Poor vision

Blurry vision

Double vision

Luoss of hearing

Ringing in ears
Mumbness in face
Decreased ability to smell
Decreased ability to taste
Droopy face or eye
Hoarseness

Difficulty speaking
Difficulty with speech
Slurred speech

ARSI

s

Cardio-respiratory YES

Shortness of breath
Chest pain
Chronic eough
Coughing blood
Emphysema
Bronchitis
Palpitations

NS 2[R
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REVIEW OF SYSTEMS by SYSTEMS cont. — Page 5

Do vou currently have any of these symptoms?

s
o

Ciastro-Intestinal YES

Weight loss

Blood in stool

Dark colored stool
Abdominal Pain
Hernia

Difficulty swallowing
Maused

Vomiting
Abdominal swelling
Diarrhea
Constipation
Abdominal mass

MUBHNGHRREN

-

ES

2
=

Genito-Urinary

Burning with urination

Dark or discolored urine
Difficulty urinating

Poor control of bladder

Any type of sexual dysfunction
Excessive urination

Excessive thirst

AR
SHEINN

Endocrine YES NOD

Poor appetite

Cold intolerance
Dry skin

Excessive thirst

Hair loss

Extreme nervousness
Extreme weight gain
Extreme weight loss

R

I

Psychiatric

Psychiatric Issues/Problems (please list):




ROS TYPE 5

REVIEW OF SYSTEMS by SYSTEMS — Page 4
|

Do you currently |I+IE any of these symptoms?

4

Head and Neck | 0
Swelling

Masses

Hoarseness

Difficulty !wi]]am.l*g
Neck pain

Neck spasm

2,
w

ES

.

Neuromuscular

Cramps

Weakness in lim hs I

Loss of control of arfm! of legs
Poor coordination {
Mumbness :

Tingling !

Loss of sensation

Loss of muscle

Poor vision

Blurry vision

Double vision .

Loss of hearing |

Ringing in ears
MNumbness in face
Decreased ability to
Decreased ability tn
Droopy face or n:j"e
Hoarseness
Difficulty speaking
Difficulty with lpee+h
Slurred speech
Seizures

Headaches

smell
taste

URRRRRRRRRRRRRRN Y

-l

Cardio-respiratory | ES
Shortness of breath |
Chest pain |
Chronic cough
Coughing blood
Emphysema
Bronchitis !
Palpitations

Asthma
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nquw OF SYSTEMS by SYSTEMS cont. — Page 5

Do you currently hq;ve any of these sympioms?

Gastro-Intestinal

Z
=

Weight loss

Blood in stool

Dark colored stool |
Abdominal Pain |
Hernia

Difficalty swa]]uwmg
Nausea |
Yomiting
Abdominal swelli mg
Diarrhea
Constipation
Abdominal mass

-
=
wn

[
k<l d <

]

0

Genito-Urinary | YES

Burning with urinalion

Dark or discolored wrine
Difficulty urinating |

Poor control of b er

Any type of sexual dysfunction
Excessive urination |

Excessive thirst |

T

RARANAR

ad

ES

2,
=}

Endocrine

Poor appetite

Cold intolerance

Dry skin

Excessive thirst

Hair loss |
Extreme ntrvnu:nﬂs
Extreme weight g:lp
Extreme weight loss

[T
kIl <
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