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:: DBS MEDICAL HISTORY
NO: Diathermy, Lithotripsy MRI or Ultrasound. Medical Consent Required.

PATIENT HISTORY
Name:_ ______________________________ DOB:___________________________________

Address:_ ___________________________________________________________________

Type of Residence:_ ____________________ Phone:__________________________________

Marital Status:_________________________ Work Status:_____________________________

Occupation (if employed):______________________________________________________

Activity Level: £ Sedentary   £ Moderately Active   £ Very Active

Smoker: £ No   £ Yes, Current   £ Previous

Allergies (check for YES):  
£ Aspirin   £ Codeine   £ Penicillin   £ Local Anesthetics   £ Acrylic   £ Latex   £ Metal

PATIENT PROGRAMMER
Device:_ _____________________________ Manufacturer Contact:_____________________

Neurologist Contact:___________________ Programmer Contact:_ ____________________

MEDICATIONS
NAME DOSAGE FREQUENCY STRENGTH
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MEDICAL INSURANCE
PRE-AUTHORIZATION
Claim #:______________________________

Entitled to:____________________________

____________________________________

Insurance Company:____________________

Employee ID #:________________________

Group Name:__________________________

Group Policy #:________________________

Claim Inquiries:_ ______________________

____________________________________

____________________________________

____________________________________

EMERGENCY CONTACTS
Name:_ ______________________________

Relationship:__________________________

Home Phone:_ ________________________

Cell Phone:_ __________________________

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

Name:_ ______________________________

Relationship:__________________________

Home Phone:_ ________________________

Cell Phone:_ __________________________

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

Name:_ ______________________________

Relationship:__________________________

Home Phone:_ ________________________

Cell Phone:_ __________________________

IMMUNIZATIONS AND PREVENTATIVE SCREENINGS

TYPE DATE

Flu
Pneumonia
Tetanus
Hepatitis B
Shingles
Gardasil

TYPE DATE

Colonoscopy
EKG
Echocardiogram
Eye Exam
Physical Exam
Neurology Exam
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