
THE NEUROLOGICAL CARE CENTER OF MONTGOMERY, PC 

1315 MULBERRY STREET 

MONTGOMERY, ALABAMA 36106 

PH-(334) 262-1113  FAX- (334)262-1119 

 
HISTORY &PHYSICAL  

PLEASE COMPLETE FORM 
 

Name: __________________________________________ 
DOB:  __________________________________________ 
Age:  ___________________________________________ 
Referring Doctor or Person: _________________________ 
Primary Doctor:  __________________________________ 
Pharmacy:_______________  Pharm.Ph#: _____________ 
HAVE YOU SEEN A NEUROLOGIST IN THE PAST, IF SO PLEASE PRINT 
NAME:_______________________________________________________ 
 
ARE YOU RIGHT OR LEFT HANDED  (Please Circle) 
 

CC:WHAT PROBLEM(S) BRING YOU TO THE THE DOCTOR? 

 
 

 
 

 
 
_________________________________________________________________________________________________ 
 
(FOR OFFICE USE ONLY) DO NOT WRITE ON THESE LINES 
 
(HPI)____________________________________________________________________________________________ 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 (PMH) WHAT MEDICAL PROBLEMS DO YOU HAVE OR HAVE HAD? FOR EXAMPLE 
HIGH BLOOD PRESSURE 
DIABETIS 
****PLEASE INCLUDE ANY SURGURIES*****   

1)_________________________2)__________________________3)_____________________ 
 
4)_________________________5)__________________________6)_____________________ 
 
7)_________________________8)__________________________9)_____________________ 
 

CONTINUED ON BACK 


