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GIVEN NAME(S) cvunerie i e e e e e e e
Adult Epilepsy Questionnaire Date of Birth ......ooviviiii i e
AFFIX PATIENT LABEL HERE
Professor Ingrid Scheffer Correspondence to:
MBBS PhD FRACP Epilepsy Research Centre
Paediatric Neurologist & Epileptologist Level 2, 245 Burgundy Street
Phone (03) 9035 7344 Fax (03) 9496 2291 Email pa-erc@unimelb.edu.au Heidelberg VIC 3084

To aid in assisting you | would appreciate if you could take time to fill in this registration form and bring it
with you to the appointment or return via email or fax (details above).

Personal Details

] 0§ g F- 14 L= O PSPPI PPPOTR PRI
11\ = 1= TSP PPPPPPPPTN
Date of Birth ....cceceveeviiiieiiiee e, Y PR
AUAIESS oeenteeetie ettt ettt et e st e ettt e st te e sbte e s be e s bt e s at e e s beeesabe e e be e e atee e b e e e eabee e beeeabeee e beeenhbee s taeebreesbaeent
Home Telephone No........ccccovveeeeeiiicciiiieeee e, MODBIIE e

(@ Tolof ] o - | T o 1SRN

Family History

Are your parents related? (For example, first cousins) O YES ONO

Parents’ Age  Mother.....cccoeeieciiiiicciee e, Father .o
Siblings

Name Date of Birth

Have there been any miscarriages/still DIrtNS? ........coouviiiiiieee et eaee s

Is there family history of fits, slow development, any serious family illness or anyone in the family with
problems like yourself? (Please bring details)........cciucuiiiiiiiiie i

Is there anyone in the family who is left handed? I YES LI NO If 50, WhO? ....ccovvivrieiieiiiiciecreeeeeee

Your mother’s pregnancy

Was she well during pregnancy? (Flu, colds, operations, accidents) .......ccccceecvieeeeiiieeecciiee e,
Did she smoke during the pregnancy? ..........ccccuueeeee.. Drink alcohol? ........ccovvveeeeiiceee e,
Was her tummy very 1arge or SMall?.........ueii e e e e e e et ee e e e be e e e ennbe e e e enaraeas
Did the child move normally inside her or stop moving for any period?..........ccccceeiieecciiieeee e,
Did she take any medicine during the Pregnancy? ... iiciie e e et e e e e rae e e
Was there any bleeding or fluid loss before the delivery, if SOWhen? ...,
Did she have any ultrasounds, if SO When and result(S)? .......ccovciiie i
Did she have any X rays during the pregnanCy?. ... it e e e e e et e e e e e e e sarare e e e e e e eenanns
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Adult Epllepsy Questionnaire Date of Birth ......cooviiii s
AFFIX PATIENT LABEL HERE

Birth

Name and address of Where YOU WEIE DOIN.........oii ittt e e e e s e s bte e e e s bae e e enaneeas

Mother's Name at tiME OF EIIVEIY ......ooi i e et e e e et e e e e et e e e e ebte e e e enbteeeenaseeas

FAHI25295

Your name at time if different from your NAmMeE NOW .........eviiiiiiii i e e e

Did your mother start [abour NAtUIally? .........oeiiieieeee e e e e e e st e e e e e e s e nnrreaeeeas

Were you born early, late or on time? (€8 3 WKS €arly).....c..ee it
[ LoV A (oY= YV T o T=IN - | oY YU T S
Was any help necessary with forceps or was a caesarean performed? .........ccccvvciieeiciiee e
What Was your Birth WEIEIL? ... e e e e e e e e e e e e e saa b e e e e e e sessansraeeeeeaseennnens
Did your condition at birth CAUSE @aNY CONCEIN? ........uiiiiiieeeecee et et e e e et e e e e are e e e e ate e e e enreeeeeanreas
Were you in g00d condition @t Dirth? ........cooiiiiiie e e e s e e e rrr e e e e araeeean
Did you have to stay in the special care nursery for any reason? .........cccceeeeciieeeeciiee e et e e
Did you feed slowly or require tUbe fEEAING?......ooo i e et e e e
WeEre You VEry irritable OF VEIY SIEEPY? ....oei ettt e e et e e e e tta e e e e sasaee e e asaeeeensaeeesnsaeeesnnsaneaas
Were there any attacks of any KINA? ........oooiiiiiie e e s e e e st ae e e s saaee e snnraeeeas
When did you go home and what was the WEIHhT?...........ooiiiiii ettt e e e raee e

Development
How old were you when you?

SMIIEA .. Sat UNSUPPOITEd... ..ot e e
Crawled ..o Walked unaided .......cccoeeeevieeiicee e,
Said first Word ......ccccveeeeiiiieiciiee e Put 2 words together .......occvveeiiciii e

Have you lost the ability to do any skills or tasks that you could formerly do? ........cccoeeciiiicciee e
Immunisation
Are you fully immunised? dYes [ No

BT - 11 PRSP
Other llinesses

DTl - 1 SRR
Fits/Seizures/Convulsions

AgE OF firSt fit/SEIZUIE/CONVUISION.....cvviiierie ettt ettt ete et e eette e et e eeaeeeeateeeeseeesbeeenteeesstesenseeesnreeans
[ Lo RNV Ao i <Y We [o IR a =N AN o Yol o U | o USSP
LV o e [o R a oAV (o To 1 11 T SRR
What time Of day dO ThEY OCCUI?.....cci et et e e e et e e e e e bt e e e eebeeeeseabaeeesenbeseesanbaeeesanseneeanns
WHEN WS ThE JaST ONEP ..ceiiiiee e et e e e sttt e e s st ee e e s st te e e s s beeeesasbeeeesanseeeesanseeaesaseeeennns
NNV o Y=o Lol g =T =1V o SRR
ANY TEDIIIE CONVUISIONS? .ciiiiiie ettt et e e et e e e st e e e s sbteeesaabeeee s s beeeessabeeeesaseeeesaseanessnseenennns
Are you [ Left or (I Right handed

Name and address Of family GOCLOr...........uiiiieie e e e e e e e e e e e s arrae e e e e e e e e nnrraneeaaeeens
Medicare NO/RET ......occueeeiieeieee ettt veeians EXD coveereeetee et ettt
Name of person completing form.........cccoeevvecinieiceccccceccece e Relationship to patient.......ccceeeeecieieecennnen.
Date.....coeeerreeeeee e
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