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NEUROPSYCHOLOGY INTAKE QUESTIONNAIRE 

All questions contained in this questionnaire are strictly confidential and relevant to your current neuropsychological evaluation. 

 

DEMOGRAPHIC HISTORY 

Name: ____________________________________________________________    Date of Appointment: ____________________________ 

Gender:   M   F    Age:__________    DOB: ____/____/______       Handedness:  Right   Left   Ambidextrous 

  

ASSESSMENT HISTORY 

Previous IQ, Educational, Psychological, or  

Neuropsychological Testing:  Yes   No 

If Yes, Date(s): _____________________________________________________________ 

*If you have the report, please bring it w/ you to your appointment 

 

RECENT IMAGING 

Head CT               Yes   No Date(s): __________________       Findings: _____________________________________________ 

Brain MRI              Yes   No Date(s): __________________       Findings: _____________________________________________ 

EEG             Yes   No Date(s): __________________       Findings: _____________________________________________ 

PET Scan     Yes   No Date(s): __________________       Findings: _____________________________________________ 

 

NFL/CONCUSSION HISTORY 

Years played in the NFL:  From ______________ to _______________          Position(s): ______________________________________________________ 

Team(s): _________________________________________________________ 

Reason for retirement: _____________________________________________________________________________________________________________________ 

Receiving NFL pension:  Yes   No   

Have you ever sustained a concussion?        Yes   No   If Yes, How many? ________________ When (year[s]): _____________________ 

   If Yes, has medical care (e.g. sideline testing, taken to the hospital, CT scan) been provided?   Yes   No    

   If Yes, how many have been formally documented? ______________________________ 

Have you ever been removed from play/practice/ training due to a concussion?  Yes   No  If Yes, for how long? ______________ 

Have you ever been knocked unconscious?   Yes   No   If Yes, how many times? ___________ When (year[s]): ___________________ 

What is the longest length of time you have been unconscious?  <30 min    30-60 min    <24 hours   >24 hours   

At what age did you start playing football?  _______________________ 

Comments: __________________________________________________________________________________________________________________________________ 

               ___________________________________________________________________________________________________________________________________ 
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 MEDICAL HISTORY: PERSONAL AND FAMILY 

Please check all that apply to yourself or to immediate family members (e.g., grandparents, parents, siblings, children) 

 You Family Which family member(s) Age/date of diagnosis  

 Seizures/epilepsy     

 Multiple sclerosis     

 Stroke     

 Dementia (Alzheimer’s, vascular, Lewy Body)     

 Brain tumor      

 Hydrocephalus      

 Migraines      

 Infection of the brain (meningitis, encephalitis)      

 Parkinson’s disease     

 Fibromyalgia      

 Chronic pain      

 Lupus      

 Chronic fatigue syndrome      

 Anemia      

 Thyroid disease        

 Diabetes type I/II      

 High blood pressure/hypertension     

 High cholesterol/hyperlipidemia     

 Cancer     

 Heart problems (heart attack, arrhythmia)       

 Exposure to toxic chemicals/waste/pesticides     

 Sleep apnea     

 Learning disability     

 ADD/ADHD     

 Medical complications during your mother’s  

      pregnancy or your birth 

    

 Late to start walking, talking or going to school     
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 Other:     

 

If you checked yes to any of the above, please provide additional details below: 

______________________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________________ 

 

PSYCHIATRIC HISTORY: PERSONAL AND FAMILY 

Please check all that apply to yourself or to immediate family members (e.g., grandparents, parents, siblings, children) 

 You Family Which Family Member(s) Age/date of diagnosis 

 Depression      

 Bipolar Disorder        

 Anxiety      

 Generalized      

 PTSD      

 Panic Attacks      

 Schizophrenia      

 Anger management problems      

 Suicidal thoughts     

 Suicide attempt(s)      

 Alcohol abuse      

 Other substance abuse      

 Other:      

  If you checked yes to any of the above, please provide additional details below: 

________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________ 
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SOCIAL HISTORY 

Place of birth: __________________________________________       If not US, date moved to US: __________________ 

Is your first language English?  Yes   No      If no:  What language are you most comfortable with currently? _________________    

Marital Status:   Single    Married     Separated/Divorced      Widowed       

Who lives with you in your residence? __________________________________________________________________________________ 

Do you need any assistance with: 

    Transportation          Taking medications          Scheduling appointments    Cooking 

    Household chores    Managing finances/bills    Shopping 

 

EDUCATION/OCCUPATION 

Highest Grade completed:    

  <12             GED          High School   

  Associates    Bachelors    Graduate Degree: ___   

Typical High School Grades (circle): A’s  B’s  C’s  D’s  F’s  

High School GPA: ____________   

Any history of: 

Special Education    

Repeating a grade 

IEP/504 Plan           

Tutoring  

 

 Yes   No  If yes, what grades? ____________ 

 Yes   No  If yes, which grade?_____________ 

 Yes   No  Diagnosis: _____________________ 

 Yes   No  If yes, what subject? ____________ 

College Attended: __________________________ 

Major: _______________      Grades:  A’s  B’s  C’s  D’s         GPA: _________ 

Graduate School Attended: _____________________________ 

Trade School/ Technical School Attended:  

   Yes   No 

If Yes, Specialization: _______________________       

What other work have you done aside from the NFL? _____________________________________________________________________________________ 

Current occupational status:  Retired   Working full-time    Working part-time     Unable to find employment 

 

SLEEP 

d you r  How would you rate your current sleep quality?    Excellent     Good       Fair      Poor 

How many hours do you typically sleep per night? ___________  How many hours did you sleep last night?  ___________ 

Are you currently taking medications to help you sleep? If Yes, what? ______________________________________________________________ 

Please check all that apply to your sleep:    Snoring                       Gasping/choking             Acting out your dreams 

                                                         Difficulty falling asleep    Difficulty staying asleep    Early morning awakening 

Do you use a CPAP, bipap, or dental device for sleep apnea?    Yes   No    
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SUBSTANCE USE  

Have you ever been treated for alcohol or drug use or abuse?    Yes   No    

If Yes, which substance(s): ______________________    Treatment location:___________________     Treatment date:_____________________ 

Alcohol      

On average, how many drinks do you consume in a week?________     What is the most number of drinks you drink a day? ___________ 

Which alcoholic beverages do you drink? (e.g. beer, wine, liquor): ______________________________________________________________ 

Illicit Substances/Prescription Medications  Tobacco 

Have you ever used illicit substances?               Yes   No 

If Yes, list which ones:_________________________________ 

If Yes, have you used any in the past 3 months   Yes   No 

Have you ever smoked nicotine cigarettes?     Yes   No 

If current: How many packs/day? ___  How many years? _____ 

If quit: How many packs/day? ______ When did you quit?____ 

 

MEDICATION HISTORY 

Have you ever taken medications for: Current Past Which Medications? Dates: 

Depression (e.g., Prozac, Zoloft)     

Anxiety (e.g., Ativan, Xanax)     

Sleep (e.g., Ambien, Lunesta)     

Chronic pain/headaches (e.g., Vicodin, Neurontin, Pamelor)     

ADD/ADHD (e.g., Adderall, Ritalin)     

Dementia (e.g., Aricept)      

Seizures (e.g., Topamax, Keppra)     

Other:       

 

CURRENT MEDICATIONS 

Medication:      Reason:    

_____________________________________________________   ____________________________________________________________________ 

_____________________________________________________   ____________________________________________________________________ 

_____________________________________________________   ____________________________________________________________________ 

_____________________________________________________   ____________________________________________________________________ 

_____________________________________________________   ____________________________________________________________________ 
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CURRENT SYMPTOM QUESTIONNAIRE 

Over the last two weeks, how often have you been bothered by the following problems: 
Please put an “X” in the column that corresponds best with your answer for each 

question 
 0=not at all 1=Several Days 2-More than half 

the days/week 

3-Nearly Everyday 

Dizziness      

Headaches      

Hearing Changes     

Vision Changes     

Balance Changes     

Nausea and/or Vomiting     

Light Sensitivity, bothered by bright light     

Noise Sensitivity, bothered by loud noise     

     

1. Little interest or pleasure in doing things     

2. Feeling down, depressed, or hopeless     

3. Trouble falling or staying asleep, or sleeping too much     

4. Feeling tired or having little energy     

5. Poor appetite or overeating     

6. Feeling bad about yourself-or that you are  a failure or have 

let yourself or your family down 

    

7. Trouble concentrating on things, such as reading the 

newspaper or watching television 

    

8. Moving or speaking so slowly that other people could have 

noticed. Or the opposite-being so fidgety or restless that you 

have been moving around a lot more than usual 

    

9. Thoughts that you would be better off dead or hurting 

yourself in some way 

    

     

1.   Feeling nervous, anxious, or on edge     

2.   Not being able to stop or control worrying     

3.   Worrying too much about different things     

4.   Trouble relaxing     

5.   Being so restless that it is hard to sit still     

6.   Becoming easily annoyed or irritable     

7.   Feeling afraid as if something awful might happen     

 


