Multiple Sclerosis Center

- SWEDISH

NEUROSCIENCE
INSTITUTE

Last Name:

First Name:

DOB:

With regard to your MS diagnosis, how

can our office help you?

Multiple Sclerosis:
Date of Diagnosis:

When did you have your first symptom?e
What symptom(s) did you have at that time?

History of Symptoms
Symptom Approx. Date | Took Steroids? | Resolved? | MS Therapy at the time
Example: Blurry vision June 2010 XYes [INo XYes [INo | Rebif
CdYes[INo  |[LIYes[INo
CdYes[CINo | [CdYes[INo
[dYesLINo | Clyes[INo
[Yes[INo |[dYes[INo
CdYes[(No | [yes[INo
[IyesCINo | Clyes[LINo
Medical Testing Completed:
[LIMRI Brain Date: Facility:
CIMRI Spine Date: Facility:
(ISpinal Tap/Lumbar Puncture Date: Facility:
LIElectromyogram/Nerve Study Date: Facility:

(Electrical stimulus to the limbs with wires on your
limbs. Needles placed into muscles fo record.)

Other Medical Problems

Previous Surgeries

How did you hear about our clinic?

CIFriends/Family
LIPhysician/Provider

CINational MS Society
L1Other:

LIMS R

[IRadio/TV/Newspaper

oadshow

LIMS Support Group

[ISwedish Website
Llinternet (Google, Bing, etfc.)

LIMS Educational Program
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Last Name: First Name: DOB:
Visual Symptoms

Now Inthe Past Now In the Past
Decreased Vision ] [ ] Blurry Vision ] [ ]
Double Vision [ ] [ ] Eye Pain [ ] [ ]
Motor Symptoms (Muscles)

Now Inthe Past How far can you walk without resting?e
Weakness [ ] [ ] ClLess than 5 steps
Location: [ILess than 20 yards
Location: [ILess than 100 yards
Spasticity (stifness/Cramping) | [_| ] [ILess than 500 yards
Location: [IMore than 500 yards (1/4 mile)
Location: CUnlimited
Tremors/Incoordination L] ] If you have falls due to MS, how many
Imbalance/Dizziness [ ] [ ] times did that happen in the last year?
Restless Legs L] [ ]
Mobility Aids

Now Inthe Past Now In the Past
Ankle/Foot Orthosis I:l I:l Wheelchair (asst. fransfer) |:| I:l
Knee Orthosis [ ] [ ] Power Wheelchair [ ] [ ]
Cane/Crutch L] L] Restricted to chair ] L1
2 Canes/2 Crutches |_| |_| Restricted to bed (can use arms) |_| |_|
Wheelchair (can transfer) L] L] Restricted to bed (no arm use) |:| |:|
Sensory Symptoms Brainstem/Cerebellar
Numbness/Tingling Now Inthe Past Now In the Past
Location: ] L] Trigeminal Neuralgia [ ] [ ]
Location: [] ] Dysarthria (slurred speech) ] ]
Spine tingling when i
bzndinggnegk L] L] %ﬁiﬁggﬁmg) L] L]
Pain Bladder
Location: | L] Urgency (can'twait) | [ ]
Location: ] [ ] Incontinence (uncontrolied) ] ]
Bowel Hesi’roncy (can’t go) |_| |_|
Constipation (can't go) L] Retention (incomplete voiding) [ ] ]
Incontinence (uncontrolied) — L] Urinary Catheter [ ] [ ]
Sexuality Sleep & Fatigue
Sexual concerns* 1] L Insomnia ] [
*your provider will discuss with you in more Fatigue [ ] ]
deftail Snoring/Sleep Apnea ] ]
Mood & Coghnition
Depression [ ] [l Cognitive Impairment | [] ]
Anxiety [l [ ]




Last Name: First Name: DOB:
Previous Treatments

Have you been treated with any of the following?:

JAubagio (teriflunomide) Approx. Dates:  Started: Ended:
OAvonex/Plegridy (Interferon beta-1aq) Approx. Dates:  Started: Ended:
[IBetaseron/Extavia (Interferon beta-1b)  Approx. Dates:  Started: Ended:
OCopaxone/Glatopa (Glatiramer acetate) Approx. Dates:  Started: Ended:
Gilenya (fingolimod) Approx. Dates:  Started: Ended:
OLemtrada (alemtuzumab) Approx. Dates:  Started: Ended:
CONovantrone (Mitoxantrone) Approx. Dates:  Started: Ended:
OOcrevus (ocrelizumab) Approx. Dates:  Started: Ended:
[IRebif (Interferon beta-1a) Approx. Dates:  Started: Ended:
Tecfidera (dimethyl fumarate) Approx. Dates:  Started: Ended:
CTysabri (Natalizumab) Approx. Dates:  Started: Ended:
Zinbryta (daclizumab) Approx. Dates:  Started: Ended:
Cellcept (mycophenolate mofetil) Approx. Dates:  Started: Ended:
OImuran (azathioprine) Approx. Dates:  Started: Ended:
UIRituxan (rituximalb) Approx. Dates:  Started: Ended:
Other: Approx. Dates:  Started: Ended:
Other: Approx. Dates:  Started: Ended:

Have you ever participated in a clinical research trial? |:|Yes |:|No
Tell us about the trial:
Would you like to know about clinical trials at the Swedish MS Center? [IYes [INo

Medications (use additional pages, if needed, but list medications and supplements separately)

Medication Name:

Mg or IU in each pill:

Taken how many times a day:

Supplements

Supplement Name:

Mg or IU in each pill:

Taken how many times a day:

Family History
List Medical llinesses

Father
Mother
Brother/Sister
Children age ( )

age | )

age ( )

age ( )
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Last Name:

First Name:

DOB:

Past Medical History & Review of Symptoms

Do you currently have any of the following?:

Constitutional Symptoms
[JUnexplained fevers

[JUnexplained weight loss

[INight sweats

Eye

LGlaucoma
[ICataract

[ILazy eye

[1Dry eyes
Ear/Nose/Mouth/Throat
[JHearing Loss

[JEar pain

[IRinging in ears
[1Sinus problems
[IMouth sores
[JProblems with teeth
[JHoarseness

Cardiovascular

[1Chest pain/discomfort
Lllrregular heartbeat
[JHigh blood pressure
[JHigh cholesterol
Respiratory

[1Cough

[IShortness of breath
[JAsthma
[IPneumonia/influenza
CTuberculosis
Gastrointestinal
[IFrequent nausea or vomiting
[JHeartburn

[JStomach pain

[1Blood in stool

[JEating Disorder

Genitourinary
[1Blood in urine
[JPain on urination
IGenital ulcers
LJAbnormal menstrual periods
CIKidney stones
Musculoskeletal
[1Joint pain

[1Joint swelling
[JBack or neck pain
CIArthritis
Skin/Breast

[ISun sensitivity
[ISkin cancer

[ISkin rash

LIBreast lumps
[IBreast discharge

[JVoice change Endocrine Hematologic/Lymphatic
[Trouble swallowing [1Diabetes [L1Easy bruising

Neurological [1Prior thyroid disease [IProblems with blood clotting
CSeizures Psychiatric [1Enlarged lymph nodes
[1Loss of consciousness [1Bipolar disease Gender Identity

[JHeadaches [1Suicide attempts Biologically:

[JHead/brain injury [JHave you been abused? Preferential:

Allergies

[lodine (shellfish) LTape ULatex

[IFood (list): CIEnvironmental (list): LIMedications (list drug & reaction):
Habits

What exercise do you performe:

What hobbies do you have?
Smoker: CINever [1Previously [1Currently

Alcohol: CINever [Previously [1Currently

Marijuana Use: CINever [1Previously [1Currently

Other drug use: LINever [Previously [Currently

packs/day for years
drinks/day for years
/day for years
/day for years
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