






Washington	Neurosurgical	Associates,	P.C.	
Patient	Intake	Form	

	
	
	
Name:	________________________														Right	or	Left	Handed	(Please	circle)	
Age:	__________________________										
Height:	_______________________			Weight:	______________________	
Job/Occupation:___________________________________________________________	
Do	you	smoke:	______________			If	yes,	how	many	packs	per	day:	________________	
Do	you	drink	alcohol:	_______		If	yes,	how	many	drinks	per	day:	_______________	
	
Let	us	know	about	your	other	doctors	
Please	list	your	primary	care	physician,	your	referring	physician,	or	any	other	
doctors	that	you	would	like	to	be	informed	of	the	results	of	your	visit.	
_________________________________________________________________________________________________	
_________________________________________________________________________________________________	
_________________________________________________________________________________________________	
	
Why	are	you	here	to	see	the	doctor	today?	
_________________________________________________________________________________________________
_________________________________________________________________________________________________
________________________________________________________________________________________________	
	
Review	of	Symptoms	(circle	all	that	apply)	
Constitutional	 Allergy	 Neurologic	
Fever	 Drug	allergy	 Paralysis	
Weight	loss	 Food	allergy	 Seizures	
Musculoskeletal	 Hematologic	 Respiratory/Cardiac	
Stiffness/Swelling	 Anemia	 Shortness	of	breath	
Fractures	 Excessive	bleeding	 Irregular	heartbeat	
Gastrointestinal	 Endocrine	 HEENT	
Constipation	 Menopause	 Swallowing	difficulty	
Diarrhea	 Obesity	 Hoarseness	
Skin	 Genitourinary	 Psychiatric	
Rash	 Sexual	difficulties	 Depression	
Eczema	 Pain	urinating	 Anxiety	
	
Please	list	the	names	of	all	your	medications	(including	over	the	counter	
medications),	vitamins,	and	supplements.			
_________________________________________________________________________________________________	
_________________________________________________________________________________________________	
_________________________________________________________________________________________________	
_________________________________________________________________________________________________	
_________________________________________________________________________________________________	
Please	list	any	medication	or	latex	allergies.			
_________________________________________________________________________________________________	
If	you	have	a	prefered	pharmacy	please	list	it	below:	
_________________________________________________________________________________________________	
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