


Adult History Form

							Today’s Date ______________________

Name _________________________________________________________ Date of Birth ________________

Age ________________   		Are you right or left-handed? ______________________________

Race ____________________________________  

Home Address _______________________________________________________________________________
 
City ________________________________________ State ________________ Zip Code _________________

Telephone Numbers: Home: __________________________ Mobile:_____________________________  

Work: _____________________________ Which is your preferred contact number? ___________

May we leave a message?  _______ Yes   ________No

Referral:
Who referred you for testing? ______________________________________________________________

Why were you referred for testing (presenting problem)? ______________________________




How long has this been a problem (Date of onset) _______________________________________
_________________________________________________________________________________________________
What are your goals for this evaluation?___________________________________________________






Developmental History:
To your knowledge, were there any complications with your birth or delivery? If yes 

please describe: _____________________________________________________________________________

As far as you know, did you meet developmental milestones (e.g., walking and talking) on time? ______Yes  ______No   If no, please describe any delays:

________________________________________________________________________________________________

Diagnostic Testing:
Have you had previous neuropsychological or cognitive testing? _______________________
Have you had:
	MRI of the brain _____Yes ______No       Date(s): ____________________________________
	CT of the head     _____Yes ______No       Date(s): ____________________________________
	PET scan  	      _____Yes ______No       Date(s): ____________________________________	
	EEG 		      _____Yes ______No       Date(s): ____________________________________
	Sleep study	      _____Yes ______No       Date(s): ____________________________________
	Blood work	      _____Yes ______No       Date(s): ____________________________________

Medical History:
Please indicate if you have had or currently have the following (circle one):
1. Concussion/Head Injury		YES   NO   __________________________________________

2. Falls/gait problems		YES   NO   __________________________________________

3. Headaches				YES   NO   __________________________________________

4. Incontinence			YES   NO   __________________________________________

5. Kidney Disease			YES   NO   __________________________________________

6. Liver Disease 			YES   NO   __________________________________________

7. Sleep Apnea			YES   NO   __________________________________________

Please indicate if you or a family member on either side have had or currently have the following (circle one):
  If you circled yes, please indicate who:

1. ADD/ADHD			YES   NO   __________________________________________

2. Alzheimer’s disease or dementia	YES   NO   __________________________________________



3. Autoimmune Disorders 		
     (e.g., multiple sclerosis, Lupus) 	YES   NO   __________________________________________

4. Cancer			    	YES   NO   __________________________________________

5. Diabetes				YES   NO   __________________________________________

6. Epilepsy 				YES   NO   __________________________________________

7. Headaches/Migraines 		YES   NO   __________________________________________

8. Heart problems			YES   NO   __________________________________________

9. High Blood Pressure		YES   NO   __________________________________________

10. High Cholesterol			YES   NO   __________________________________________

11. Seizures				YES   NO   __________________________________________

12. Serious accidents			YES   NO   __________________________________________

13. Stroke or “mini stroke” (TIA) 	YES   NO   __________________________________________

14. Tremor				YES   NO   __________________________________________

15. Thyroid problems		YES   NO   __________________________________________


Have you had any Surgeries?	_____Yes ______No     
If yes, indicate type of surgery and date:  

_____________________________________________________________________________ Date _____________

______________________________________________________________________________ Date ____________

______________________________________________________________________________ Date ____________

______________________________________________________________________________ Date ____________

______________________________________________________________________________ Date ____________

Other health problems 		_____Yes ______No _____________________________________





Are you currently taking any medications or supplements:  _____Yes ______No       
 If yes, please list (including dosage information):

Name		Dosage		What for		For how long









Please list any medications you have stopped taking in the last 6 months: 



Have there been any recent changes in your weight or appetite or do you have any food cravings? ______ Yes ______ No 

If yes, please describe: ______________________________________________________________________

Sleep History:

How many hours of sleep do you get most nights? ______________________________

Any difficulties with the following?:
Snoring? 		_____Yes ______No ____________________________________________
Acting out your dreams? _____Yes ______No _______________________________
Sleepwalking? 	_____Yes ______No ____________________________________________
Do you have trouble falling asleep? 	_____Yes ______No _____________________________
Do you frequently wake up in the middle of the night or too early in the morning?  _____Yes ______No  If yes, do you have trouble falling back asleep? _______________________
Do you feel tired during the day? _____Yes ______No  
Do you take naps? _____Yes ______No
Academic History:

Highest grade completed in school: ____________________________________________

Did you ever skip or repeat a grade(s)? ________________________________________

Did you have trouble learning to read, write, or perform mathematics? _______________



Did you have more trouble than other students paying attention in school? ___________

Have you been diagnosed with Attention-Deficit Hyperactivity Disorder (ADHD or 

ADD)? _____Yes ______No       If yes, who diagnosed you and when? ______________________

_________________________________________________________________________________________________

Were you ever diagnosed with a learning disability or offered extra help (e.g., 

special education classes, tutoring, etc.)  	_____Yes ______No     

If yes, describe: ______________________________________________________________________________ 

Work history:

Are you retired? _____ Yes _____ No   Date retired (if applicable): _________________________

Are you disabled? _____ Yes _____ No Date of disability (if applicable): __________________

What is your current occupation? __________________________________________________________

How long have you worked in this position? ______________________________________________

Previous occupation? _____________________________________________ How long? _____________
Psychological history:

Have you ever been diagnosed with depression ?  _____Yes ______No     

					    anxiety? 	_____Yes ______No   
 
Other psychiatric problems? 			_____Yes ______No     

Have you participated in therapy or counseling in the past? _____Yes ______No     

With whom and when? ______________________________________________________________________

Have you taken any medications in the past for depression or anxiety or other psychiatric problems?  _____Yes ______No     ________________________________________________

Have you ever thought about or attempted suicide? ______ Yes _______ No

Substance Use History

Do you currently drink alcohol? _____Yes ______No     Drinks per week? _________________

Did you drink heavily in the past? _____Yes ______No     ____________________________________

Do you currently use marijuana or other recreational drugs? _____Yes ______No     Have you in the past? _____Yes ______No     

Do you smoke cigarettes? _____Yes ______No     Have you in the past? _____Yes ______No     

Do you exercise regularly? _____Yes ______No
Legal History

Any history of arrests? _____Yes ______No     ____________________________________

Do you currently have an attorney: _____Yes ______No     _________________________________

Any other information which you think is important for us to know?

________________________________________________________________________________________________  

________________________________________________________________________________________________  
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