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EEG PATIENT INFORMATION
NAME: __________________________________________ DATE:___________  LOCATION:__________

	        Ambulatory EEG___  Long Term Monitoring___ Routine EEG___ Video___ No Video___

                                                1hr.___  24 hrs.___   48hrs.___   72hrs.___ Other___
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Chief Complaint: _______________________________________________________________________

Preliminary Diagnosis: __________________________________________________________________

Medications: __________________________________________________________________________

Seizure Description: ____________________________________________________________________
_____________________________________________________________________________________
Do you lose consciousness during an event? ______________________

Is there any jerking, twitching noted?  If so, what part of the body? ______________________________

Is there any speech loss, lip smacking or other repetitive movements during a spell? ________________

_____________________________________________________________________________________

How often do spells occur? ______________________________________________________________

How long does the event last? ___________________________________________________________

How do you feel before an event (are there any warning signs)? _______________________________

How do you feel after an event? _________________________________________________________

Seizure History: (types of seizures you have been told you have): ______________________________

____________________________________________________________________________________

When did seizures begin? _______________________________________________________________

Have seizures changed over time? ________________________________________________________

How long has the current type of seizures been occurring? ____________________________________

Is there a family history of seizures? ______________________________________________________

Other contributing factors: _____________________________________________________________

Skull defects (previous brain surgery)? _____________________________________________________
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