
 

 not, and if   
 4 for clinical and $100 for diagnostic visit   

  
 

 
 

 
 

 
 
 

 There may be a variable administrative charge for items such as completion of the medical 
forms, parking disability permit, physician letters etc.   

 

 
  

 



Today’s Date ______________________

Patient  Name ____________________

Address __________________________________________________ City/State/Zi ______________________________________

Soc. Sec. # ___________________________

Preferred Language _________________ Race_________________

Ethnicity: ! Hispanic or Latino ! Non-Hispanic or Latino ! 

Home Phone ________________________ Work Phone ________________________ Cell Phone ________________________

Employer__________________________________________ Occupation_______________________________________________

Referring Physician/Agency _________________________

PCP or Family Physician ____________________________

Responsible Party ! Self ! Spouse ! Parent ! Other

Responsible Party Name ___________________________________________________ Phone _____________________________

Date of Birth SS# ______________________

 ! Illness ! Auto Accident ! Job Injury ! Other Injury 

_______________________________

Primary Health Ins. Co. ____________________________________________________________________________________

Insured’s Name _________________________________DOB ________________ Soc. Sec. #__________________________

Relationship to Patient ! Self ! Spouse ! Parent ! Other

Policy # ________________________________________Group # __________________________________________________

Seconday Health Ins. Co.___________________________________________________________________________________

Insured’s Name _________________________________DOB ________________ Soc. Sec. #__________________________

Relationship to Patient ! Self ! Spouse ! Parent ! Other

Policy # ________________________________________Group # __________________________________________________

Patient/Resp  Party Signature ___________________________________ Date _________________ _



PAST MEDICAL HISTORY 

Please list all your medical problems, including such things as heart, lung and kidney problems and medical problems such as 

iabetes, ancer, igh blood pressure, etc.  

1. ______________________________________________

3. ______________________________________________

5. ______________________________________________

7. ______________________________________________

2. ______________________________________________

4. ______________________________________________

6. ______________________________________________

8. ______________________________________________



General 

Skin 

Head 

Eyes 

Ears 

Nose & Sinuses 

Mouth & Throat 

Neck 

Breasts 

Respiratory 

Cardiac 

Gastrointestinal 

Urinary 

Peripheral Vascular 

Neurological 

Hematological 

Endocrine 

Psychiatric

 

Recent weight loss, recent weight gain, weakness, fatigue, fever 

Rashes, lumps, sores, itching, dryness, changes in nails, changes in hair 

Headache, head injury 

Visual loss, pain, redness, double vision, excessive tearing 

Hearing loss, ringing in ears, earaches, ear infections, drainage from ears 

Nasal stuffiness, nasal discharge, nosebleeds 

Bleeding gums, loss of teeth, sore tongue, sore throat, sores on gums, sores inside mouth 

Lumps in neck, “swollen glands”, goiter 

Lumps, pain or discomfort, nipple discharge 

Cough, coughing up blood, wheezing, asthma, bronchitis 

Heart trouble, heart murmurs, chest pain, palpitations, rheumatic fever 

Swallowing troubles, heartburn, nausea, vomiting, vomiting of blood, change in bowel habits, rectal bleeding, 

abdominal pain, liver troubles 

Frequent urination, burning with urination, incontinence, stones, infection 

Leg cramps, varicose veins, clots in legs 

lackouts, seizures, tremors, involuntary movements

Anemia, easy bruising, excessive bleeding, transfusion reactions in past 

Thyroid trouble, excessive sweating, diabetes, excess thirst, excess hunger 

Nervousness, tension, depression, any history of psychiatric problems 

REVIEW OF SYMPTOMS 

Please circle all that apply to you or that you notice 
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Tampa Bay Neurology,Inc 
Bharatkumar Patel,MD 

8370 W.Hillsborough Ave. Suite#l03, Tampa,FL 33615 

Phone:813-336-3337 Fax:813-336-3338 

AUTO ACCIDENT PATIENT QUESTIONNAIRE 

Patient Name _________________ _ DOB 

Date of Accident:---------------------------­

Were you wearing a Seat Belt? -----------------------

Were you the Driver or Passenger? _____________________ _ 

If Passenger, were you in the front or back seat? ________________ _ 

Describe the accident in your own words: 

Were you struck in the front, rear, driver side or passenger side of the vehicle? _____ _ 

Were you knocked unconscious? ______ If yes, How Long? 

Did you feel immediate Pain? YES/ NO Where? ________________ _ 

Did you go to the hospital? YES/ NO What Hospital ______________ _ 

Were x-rays taken? YES I NO Medication Given? _______________ _ 

What was your Diagnosis? 
Have you been treated by another physician since the accident? ___________ _ 

Name of Physician: __________________________ _ 

Treatment:-------------------------------
Did you have symptoms prior to the accident? _________________ _ 

Are the sy
mptoms improving, getting worse or the same? _____________ _ 

Have you been in an auto accident before? __________________ _ 

Date and Injury: ___________________________ _ 

Patient/Guardian Signature: ______________ Date ______ _




