MD Neurology

Seizure Questionnaire

Name: DOB: Date:

Check all relevant symptoms/problems that relate to you:
[l History of seizures with a high fever as a child (febrile seizures).

Last major seizure: [Idays [dweeks [Imonths [lyears ago.
Frequency of major seizures: Oper week [Omonth [Jyear.
Last minor seizure: [ldays [dweeks [Omonths [Jyears ago.
Frequency of minor seizures: Clper week [Imonth [year.

Episodes of: [de-realization [TJout of body experiences.
L Falling out of bed

[IFace twitching in the morning [JArm twitching in the morning
[ Staring Spells
[JFamily history of seizures (who? )

Seizures are provoked by:
[ Flashing lights [INot Sleeping [ Not Eating
[JStress [JFever [JAllergies [JPain

Seizures start with an aura of:

[IRising sensation [ Slurred Speech [ Shortness of Breath
[1Bad Smell 1 Confusion [ Palpitation

[IFear L] Tremor [ Sweating
[IFlashing Light [ Dizziness [ Scream

[ITunnel Vision

L Tingling ~ (where? )

O Pain (where? )

L] Twitching (where? )

Current Seizure Medications:

[ Dilantin [J Zonegran [JAtivan

[ Phenobarbital L Trileptal [IClobazam

| Tegretol ] Lamictal [JDiamox

1 Mysoline [IKeppra LJACTH

[] Depakote L] Topamax [IDetogenic Diet
[] Zarontin L Felbatol ] Vimpat

Other:




Prior seizure medications:

[ Dilantin [1Zonegran [ Ativan
[ Phenobarbital U Trileptal [IClobazam
L Tegretol [ Lamictal LI Diamox
[ Mysoline [IKeppra LIACTH
[ Depakote ] Topamax [IDetogenic Diet
[1Zarontin [IFelbatol CIVimpat
Other:

Seizures consist of :
Shaking of: [bothsides [rightside []leftside [Jhead [ trunk

[1loss of consciousness [ turning to one side [ sweating

[ staring [ raising arm [Iscreaming

[ confusion [ foaming at mouth [Ihead banging
[ can hear but can’t respond [ noisy breathing [biting tongue
[ loss of vision [ rigidity [ wetting pants
[ picking at clothes [ turning pale [Ismacking lips
[ blinking eyes L] turning red [ flailing arms

After the seizure, patient is:
Confused for: [Ominutes [Jhours [Not Confused

Weak: [bothsides [rightside [Jleftside [dhead [trunk
Numb: [Ibothsides [Orightside [Jleftside  [Jhead [trunk

[ Agitated [IBlurred vision [1Headache

[ISleepy [ Can’t talk right [ Irritable

L Depressed L] Angry LI Euphoric
Other:

Seizures began following:

[ Head injury [ Car Accident ] Meningitis
(] Encephalitis [ Stroke [1Bleeding in Brain
[ Brain Tumor L] High Fever

Drug Reaction (to: )

Are you taking any of these medications or drugs?

[ Theophylline  [JWellbutrin / Bupropion []Ultram / Ultracet / Tramadol

[J Effexor / Venlafaxine [JCocaine [ Alcohol
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