
 
 
 
Department of Neurosurgery 
Outpatient Assessment Form 
 

 
1.​ HISTORY 

 
Chief Complaint: 

________________________________________________________________________________________________________

__________________________________________________________________________________________________ 

History of Present Illness  

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

2.​ PAIN SCREENING          ◻ NO PAIN    ◻ PAIN   

Pain Score “whenever applicable”       

Location: ………………………………………………………………………………….…....Duration: 

………………………………… 

Character: ……………………………………………………………………………………....Frequency: 

……………………………………………………………… 

      Pain Management Done                        ◻ No                                                     ◻ Yes   

 

3.​ PAST MEDICAL, FAMILY AND SOCIAL HISTORY  

Past Medical History 

 

 

Family History  

 

Social History 

 

 

4.​ CURRENT MEDICATIONS: _________________________________________________________________________ 

___________________________________________________________________________________________________ 

5.​ PHYSICAL EXAMINATION 

HR: ________  Bp:__________  RR:____________ sPo2: __________      Ht:______________    Wt______________: 

Nutrition Good: Yes •        No •                            Appearance: _______________________________________________ 

 

RESPIRATORY Yes No 
Abnormal 
Findings CARDIOVASCULAR Yes No 

Abnormal 
Findings 

Normal Respiratory Effort    Normal Carotid pulses bilaterally    

Clear to Auscultation    Heart: RRR with no MRGs   

Clear to Percussion    No peripheral edema, pulses intact   
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OTHER SYSTEMS: 
 
 

NEUROLOGICAL EXAMINATION 

●​ a. HANDEDNESS​ ​  ​ ◻ Right​​ ​ ​ ◻ Left 

 

●​ b. MENTAL STATE: 

Mini mental state 

 

 

●​ c. GCS​ ​ ​ EO _______​ ​ BVR ________ ​ ​ BMR _______ 

 

●​ d. HEAD 

 

 

 

●​ e. SPEECH 

 

 

 

●​ f. CRANIAL NERVES 

                           I Olfaction                                

 

 

                          II   Visual acuity  

                                Visual fields 

                                Fundi 

 

                          III - IV - VI 

 

                          V 

 

                          VII 

 

                          VIII 

 

                          IX - X - XI 

 

                          XII 
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●​ h. SENSORY SYSTEM 

 

 

 

 

 

 

 
 

BODY CHART 

 

 

 

 

 

 

 

 

 

 

●​ i. REFLEXES 

         ​  Deep 

Biceps   

Supinator   

Triceps   

Knee   

Ankle   

 

                Superficial 

Plantar   

Abdominal   

                ​  ​  

​              Pathological 

 

●​ j. COORDINATION 

 

●​ k. SPINE  
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●​ l. PERIPHERAL NERVES & ANS 

 

 

●​ l. SIGNS OF MENINGEAL IRRITATION 

 

 

 
 
6.​ DIFFERENTIAL DIAGNOSIS OR DIAGNOSIS: 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

 

7.​ TREATMENT PLAN 

Investigation Planned    

____________________________________________________________________________________________________

____________________________________________________________________________________________________               

____________________________________________________________________________________________________ 

Main Lines of Treatment 

____________________________________________________________________________________________________

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________

____________________________________________________________________________________________________ 

Hospitalization Required –   ◻ YES           ◻ NO  

If YES, Estimated length of stay: _________________________________________________________________________ 
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3. MUSCULOSKELETAL  

 ●​ Examination of gait and station 

 ●​ Assess motor function: 

 ●​ Muscle strength in upper and lower extremities. 
●​ Bulk 
●​ Power 

 ●​ Muscle tone in upper and lower extremities (e.g. flaccid, cog 
wheel, spastic) with notation of any atrophy or abnormal 
movements (e.g., fasciculations, tardive dyskinesia)   

 

●​ Other Joints                                                                            

Doctor’s Sign: 

Doctor’s Stamp: 
 
 
 

 

Date:                             Time:                H    


