Financial Policy
Direct Pay Practice: Cherry Creek Neurology is a “Direct Pay” practice. Payment in full is expected at the time of service. We
accept cash, Visa, Mastercard, Discover, & American Express. We do not accept personal checks.
Healthcare Provider Lien: If you are here for treatment of injuries sustained in a motor vehicle collision, or similar personal injury
case, then your visits here may be covered under a Healthcare Provider Lien. This means that you have signed a document
authorizing the holder of the Healthcare Provider Lien (either your attorney, medical finance company, or other entity) to pay
Cherry Creek Neurology, PLLC, for healthcare services rendered as long as the Lien agreement is in place.
Should the Healthcare Provider Lien terminate, then your visits to Cherry Creek Neurology would no longer be covered under
the Lien. Therefore, at that time, you would be responsible for all subsequent healthcare services, as per our standard fee
schedule at that time, and our financial policy presented here, and signed by you.
Medical Insurance Reimbursement: If you are a Direct Pay patient, and if you have medical insurance, we would like to help you
receive the maximum allowable benefits. As a courtesy, we will provide you with the form to send to your insurance company,
and they will reimburse you based on the specifics of your policy, according to your “out of network benefits.” Your insurance
policy is a contract between you and your insurance company. Cherry Creek Neurology is not a party to that contract. Please
verify your benefits with them. Any disputes regarding unpaid reimbursement to you are your responsibility to handle between
you and your insurance company.
Credit Cards: By signing the Financial Policy, you authorize Cherry Creek Neurology/Ament Headache Center to charge your
credit card for medical services received, fees, and charges. You may cancel this authorization at any time. Your cancellation will
be effective 5 business days from the receipt of the written & signed cancellation.
Cancellation/No-Show Policy If you need to cancel or reschedule, please notify us at your earliest convenience, at least one
business day/24 hours prior to your appointment, whichever is greater. If you fail to make your appointment, or if you call to
cancel or reschedule with less than one business day/24 hours’ notice, you will be charged a No-Show fee. The No-Show fee is
up to the full cost of the visit (amounts vary depending upon visit type and/or treatment, such as Botox). This fee may not
covered by your Healthcare Provider Lien, may not be covered by your medical insurance policy, or by any other policy, and
may not be reimbursable. You may pay this fee by cash or credit/debit card, (no checks). You may not be rescheduled until this
fee is paid. If you have two No-Show appointments, you may not be rescheduled.
I have read, understand, and agree to the financial policy.
Name (Please Print)
Signature

Date

RECEIPT OF NOTICE OF PRIVACY PRACTICES
WRITTEN ACKNOWLEDGEMENT FORM
Privacy Policy
The notice of privacy practices is required by the Privacy Regulations created as a result of the Health
Insurance Portability and Accountability Act of 1996 (HIPAA). This notice describes how health information
about you or your legal dependent (as a patient of this practice) may be used and disclosed, and how you
can access to your individually identifiable health information.
OUR COMMITMENT TO YOUR PRIVACY
Our practice is dedicated to maintaining the privacy of your protected health information (PHI). In
conducting our business, we will create records regarding you and the treatment and services we provide
to you. We are required by law to maintain the confidentiality of health information that identifies you.
We also are required by law to provide you with this notice of our legal duties and the privacy practices
that we maintain in our practice concerning your PHI. By federal and state law, we must follow the terms
of the Notice of Patient’s Privacy Rights (“Notice”) that we have in effect at the time.
We realize that these laws are complicated, but we must provide you with the following important
information:
• How we may use and disclose your PHI;
• Your privacy rights in your PHI; and
• Our obligations concerning the use and disclosure of your PHI.
The terms of this notice apply to all records containing your PHI that are created or retained by our
practice. We reserve the right to revise or amend this Notice of Privacy Practices. Any revision or
amendment to this notice will be effective for all of your records that our practice has created or
maintained in the past, and for any of your records that we may create or maintain in the future. Our
practice will post a copy of our current Notice in our offices in a visible location at all times, and you may
request a copy of our most current Notice at any time.
If you have questions about this notice
Please contact the Privacy and Security Officer at 303-834-5677.
Different ways in which we may use and disclose your PHI
Treatment. Our practice may use your PHI to treat you. For example, we may ask you to have laboratory
tests (such as blood or urine tests), and we may use the results to help us reach a diagnosis. We might
use your PHI in order to write a prescription for you, or we might disclose your PHI to a pharmacy when
we order a prescription for you. Many of the people who work for our practice - including, but not
limited to, our doctors and nurses – may use or disclose your PHI in order to treat or to assist others in
your treatment. Additionally, we may disclose your PHI to others who may assist in your care, such as
your spouse, children, or parents. Finally, we may also disclose your PHI to other healthcare providers for
purposes related to your treatment.

Payment.
Our practice may use and disclose your PHI in order to bill and collect payment for the services and items
you may receive from us. For example, we may contact your health insurer to certify that you are eligible
for benefits (and for what range of benefits), and we may provide your insurer with details regarding your
treatment to determine if your insurer will cover, or pay for, your treatment. We also may use and disclose
your PHI to obtain payment from third parties that may be responsible for such service costs, such as
family members. Also, we may use your PHI to bill you directly for service and items. We may disclose
your PHI to other healthcare providers and entities to assist in their billing and collection efforts.
Healthcare Operations. Our practice may use and disclose your PHI to operate our business. As
examples of the way in which we may use and disclose your information for operations, our practice may
use your PHI to evaluate the quality of care you receive from us, or to conduct cost-management and
business planning activities for our practice. We may disclose your PHI to other healthcare providers and
entities to assist in their healthcare
operations.
Appointment Reminders. Our practice may use and disclose your PHI to contact you and remind you of
an appointment.
Treatment Options. Our practice may use and disclose your PHI to inform you of potential treatment
options or alternatives.
Health-Related Benefits and Services. Our practice may use and disclose your PHI to inform you of
health-related benefits or services that may be of interest to you.
Release of Information to Family/Friends. Our practice may release your PHI to a friend or family member
that is involved in your care, or who assists in taking care of you. For example, a parent or guardian may ask
that a babysitter take their child to the pediatricians’ office for treatment of a cold. In this example, the
babysitter may have access to this child’s medical information.
Disclosures Required by Law
Our practice will use and disclose your PHI when we are required to do so by federal, state, or local law.
Use and disclosure of your PHI in certain special Circumstances
Public Health Risks. Our practice may disclose your PHI to public health authorities that are authorized by
law to collect information for the purpose of:
• Maintaining vital records, such as births and deaths;
• Reporting child abuse or neglect;
• Notifying a person regarding potential exposure to a communicable disease;
• Notifying a person regarding a potential risk for spreading or contracting a disease or condition;
• Reporting reactions to drugs or problems with products or devices;

• Notifying individuals if a product or device they may be using has been recalled;
• Notifying appropriate governmental agency(ies) and authority(ies) regarding the potential abuse or
neglect of an adult patient (including domestic violence); however, we will only disclose this information if
the patient agrees or we are required or authorized by law to disclose this information; or
• Notifying your employer under limited circumstances related primarily to workplace injury or illness or
medical surveillance.
Health Oversight Activities. Our practice may disclose your PHI to a health oversight agency for activities
authorized by law. Oversight activities can include, for example, investigations, inspections, audits, surveys,
licensure, and disciplinary actions; civil, administrative, and criminal procedures or actions; or other activities
necessary for the government to monitor government programs, compliance with civil rights laws, and the
healthcare system in general.
Lawsuits and Similar Proceedings. Our practice may use and disclose your PHI in response to a court or
administrative order, if you are involved in a lawsuit or similar proceeding. We also may disclose your PHI
in response to a discovery request, subpoena, or other lawful process by another party involved in the
dispute, but only if we have made an effort to inform you of the request or to obtain an order protecting
the information the party has requested.
Law Enforcement. We may release PHI if asked to do so by a law enforcement official:
• Regarding a crime victim in certain situations, if we are unable to obtain the person’s agreement;
• Concerning a death we believe has resulted from criminal conduct;
• Regarding criminal conduct at our offices;
• In response to a warrant, summons, court order, subpoena, or similar legal process;
• To identify/locate a suspect, material witness, fugitive, or missing person; and
• In an emergency, to report a crime (including the location or victim[s] of the crime, or the description,
identity, or location of the perpetrator).
Deceased Patients. Our practice may release PHI to a medical examiner or coroner to identify a deceased
individual or to identify the cause of death. If necessary, we also may release information in order for
funeral directors to perform their jobs.
Organ and Tissue Donation. Our practice may release your PHI to organizations that handle organ, eye,or
tissue procurement or transplantation, including organ donation banks, as necessary to facilitate organ or
tissue donation and transplantation if you are an organ donor.
Research. Our practice may use and disclose your PHI for research purposes in certain limited
circumstances. We will obtain written authorization to use your PHI for research purposes except when
the Practice’s Internal Review Board or Privacy Board has determined that the waiver of your authorization
satisfies the following:
The use or disclosure involves no more than a minimal risk to your privacy based on the following:

• improper use and disclosure;
• An adequate plan to destroy the identifiers at the earliest opportunity consistent with the research
(unless there is a health or research justification for retaining the identifiers or such retention is
otherwise required by law); and
• Adequate written assurances that the PHI will not be re-used or disclosed to any other person or entity
(except as required by law) for authorized oversight of the research study, or for other research for
which the use or disclosure would otherwise be permitted.
• The research could not practicably be conducted without the waiver.
• The research could not practicably be conducted without access to and use of the PHI
Serious Threats to Health or Safety. Our practice may use and disclose your PHI when necessary to
reduce or prevent a serious threat to your health and safety or the health and safety of another individual
or the public. Under these circumstances, we will only make disclosures to a person or organization able to
help prevent the threat.
Military. Our practice may disclose your PHI if you are a member of U.S. or foreign military forces (including
veterans) and if required by the appropriate authorities.
National Security. Our practice may disclose your PHI to federal officials for intelligence and national
security activities authorized by law. We also may disclose your PHI to federal officials in order to protect
the President, other officials, or foreign heads of state, or to conduct investigations.
Inmates. Our practice may disclose your PHI to correctional institutions or law enforcement officials if you
are an inmate or under the custody of a law enforcement official. Disclosure for these purposes would be
necessary: (1) for the institution to provide healthcare services to you; (2) for the safety and security of
the institution; and/or (3) to protect your health and safety or the health and safety of other individuals.
Workers’ Compensation. Our practice may release your PHI for workers’ compensation and similar
programs.
YOUR RIGHTS REGARDING YOUR PHI
Confidential Communication. You have the right to request that our practice communicate with you about
your health and related issues in a particular manner or at a certain location. For instance, you may ask that
we contact you at home, rather than work. In order to request a type of confidential communication, you
must make a written request to the Privacy and Security Officer at 1720 S Bellaire St, Suite 200, Denver,
CO 80222, specifying the requested method of contact and/or the location where you wish to be
contacted. Our practice will accommodate reasonable requests. You do not need to give a reason for your
request.
Requesting Restrictions. You have the right to request a restriction in our use or disclosure of your PHI for
treatment, payment, or healthcare operations. Additionally, you have the right to request that we

restrict our disclosure of your PHI to only certain individuals involved in your care or the payment for your
care, such as family members and friends. We are not required to agree to your request; however, if we do
agree, we are bound by our agreement except when otherwise required by law, in emergencies, or when
the information is necessary to treat you. In order to request a restriction in our use or disclosure of your
PHI, you must make your request in writing to 1720 S Bellaire St, Suite 200, Denver, CO 80222.
Your request must describe in a clear and concise fashion.
• The information you wish restricted
• Whether you are requesting to limit our practice’s use, disclosure, or both; and
• To whom you want the limits to apply.
Inspection and Copies. You have the right to inspect and obtain a copy of the PHI that may be used to
make decisions about you, including patient medical records and billing records, but not including
psychotherapy notes. You must submit your request in writing to: 1720 S Bellaire St, Suite 200, Denver,
CO 80222 in order to inspect and/or obtain a copy of your PHI. Our practice may charge a fee for the
costs of copying, mailing, labor, and supplies associated with your request. Our practice may deny your
request to inspect and/or copy in certain limited circumstances; however, you may request a review of our
denial. Another licensed healthcare professional chosen by us will conduct reviews.
Amendment. You may ask us to amend your health information if you believe it is incorrect or
incomplete, and you may request an amendment for as long as the information is kept by or for our
practice. To request an amendment, your request must be made in writing and submitted to: 1720 S
Bellaire St, Suite 200, Denver, CO 80222. You must provide us with a reason that supports your request
for amendment. Our practice will deny your request if you fail to submit your request (and the reason
supporting your request) in writing. Also, we may deny your request if you ask us to amend information
that is in our opinion (1) accurate and correct; (2) not part of the PHI kept by or for the practice; (3) not
part of the PHI that you would be permitted to inspect and copy; or (4) not created by our practice,
unless the individual or entity that created the information is not available to amend the information.
Accounting of Disclosures. All of our patients have the right to request an “accounting of disclosures.” An
“accounting of disclosures” is a list of certain non-routine disclosures our practice has made of your PHI.
To obtain an accounting of disclosures, you must submit your request in writing to: 1720 S Bellaire St, Suite
200, Denver, CO 80222. All requests for an “accounting of disclosures” must state a time period, which
may not be longer than six years from the date of disclosure and may not include dates before April 14,
2003. The first list you request within a 12-month period is free of charge, but our practice may charge
you for additional lists within the same 12-month period. Our practice will notify you of other costs
involved with additional requests, and you may withdraw your request before you incur any costs.
Right to a Paper Copy of This Notice. You are entitled to receive a paper copy of our notice of privacy
practices. You may ask us to give you a copy of this notice at any time. To obtain a paper copy of this
notice, contact medical records: 303-834-5677.

Right to File a Complaint. If you believe your privacy rights have been violated, you may file a complaint
with our practice or with the Secretary of the Department of Health and Human Services. To file a
complaint with our practice, contact: Dr. Ament, 1720 S Bellaire St, Suite 200, Denver, CO 80222. All
complaints must be submitted in writing. You will not be penalized for filing a complaint.
Right to Provide an Authorization for Other Uses and Disclosures. Our practice will obtain your written
authorization for uses and disclosures that are not identified by this notice or permitted by applicable law.
Any authorization you provide to us regarding the use and disclosure of your PHI may be revoked at any
time in writing. After you revoke your authorization, we will no longer use or disclose your PHI for the
reasons described in the authorization. Please note we are required to retain records of your care. If you
have any questions regarding this notice or our health information privacy policies, please contact our
Privacy and Security Officer at: 1720 S Bellaire St, Suite 200, Denver, CO 80222.

I,

, have reviewed a copy of the Notice of Privacy Practices.

Patient Signature or Legal Guardian Signature

HIPAA Privacy Authorization Form
**Authorization for Use or Disclosure of Protected Health Information (Required by the Health Insurance
Portability and Accountability Act, 45 C.F.R. Parts 160 and 164)**
1. Authorization
I authorize
(Healthcare Provider) to disclose the protected health
information described below to Cherry Creek Neurology/Ament Headache Center (practice).
2. Extent of Authorization
a.  I authorize the release of ALL my medical records.
**OR**
b.  I authorize the release all my medical records EXCEPT:
 Mental Health Records
 Communicable Diseases (including HIV and AIDS)
 Other (please specify):
3. This medical information may be used by the person I authorize to receive this information for
medical treatment or consultation,
billing or claims payment, or other purposes as I may direct.
4. This authorization shall be in force and effect until or unless one of the following events occurs:
a. Receipt by the practice of my written revocation. (proof of receipt of my written revocation may be
by certified mail, registered mail, facsimile, electronic mail, or any other receipt evidencing actual receipt
by the practice)
**OR**
b. Two years following my last day of treatment at the practice.
5. I understand that I have the right to revoke this authorization, in writing, at any time. I understand that a
revocation is not effective to the extent that any person or entity has already acted in reliance on my
authorization or if my authorization was obtained as a condition of obtaining insurance coverage and the
insurer has a legal right to contest a claim.
6. I understand that information used or disclosed pursuant to this authorization may be disclosed by the
recipient and may no longer be protected by federal or state law.

Signature of Patient or Legal Guardian
Printed name of Patient and Patient DOB

Demographic Information
Patient Name:

Date of Birth:

Gender:

Marital Status:

Language:

_

Race:

Address:
Street

City

State

Zip

Email:
Cell phone:
Home phone:
Work phone:

Emergency Contact
Please list an emergency contact if you have one.
Name:
Phone Number:
Relationship:

Immediate Family

Other Family

Friend

Do you give your permission for this person to see your medical record?

YES

NO

PAST MEDICAL & SURGICAL HISTORY
Do you wear glasses or contacts?
None
Do you wear hearing aids?
Yes
No
Do you wear dentures?
Yes
No
Do you use any devices to help with walking?
Do you use any braces?
If so, what type(s)?

Yes

Glasses

Cane

Contacts

Walker

No

Right wrist brace
Right elbow brace
Right knee brace
Right ankle brace

Left wrist brace
Left elbow brace
Left knee brace
Left ankle brace

Mid-back support brace
Low-back support brace

Medical History Check List - if not listed, please describe in comments below
High blood pressure
High Cholesterol
Diabetes
Thyroid disease
Sinus disease
Asthma
Headache
Migraine
Depression
Anxiety
Insomnia
Sleep Apnea
Chronic Neck Pain
Chronic Back Pain
Sciatica
Carpal Tunnel Syndrome
Neuropathy
Fibromyalgia
Other chronic pain
Cancer: if yes, what type?

IBS
GERD/ Acid reflux
Ulcer
GI disease
Liver disease
Kidney disease
Lung disease/ COPD/ Emphysema
Heart disease/ Heart Attack
Arrythmia
Blood clots
Bleeding disorder
Alcohol problems
Substance or chemical dependency
HIV/AIDS
Seizures
Tremors
Stroke/ Parkinson’s
Dementia
Previous Concussion

Other Past Medical History not specified above

Previous Surgeries: Please specify any previous surgeries you have had performed, as well as the year that
procedure was done.

SOCIAL & FAMILY HISTORY
Social History
What is your occupation? If retired or disabled, list your previous occupation.
Hobbies/Interests:
Marital Status:
Do you have children? _
_
How many children?
How old are they?
Caffeine Intake
Include caffeine from coffee, tea, soda/pop, sports drinks, or any other source.
Do you drink caffeinated beverages?  Yes  No
How many caffeinated drinks a day?
Alcohol Use
Do you drink alcohol?  Yes
Servings per week:

 No

Tobacco Use
Include all forms of tobacco products, including cigarettes, pipes, chewing tobacco, e-cigs, etc. Do
you use tobacco products?  Yes
 No
How many uses per day?:
Marijuana Use
Include all forms of marijuana, including leaf, pipes, bongs, CBD oil, etc. Do
you use marijuana products?  Yes
 No
If so, what do you use? How many uses per day?:
Recreational Drugs (other than marijuana)
Do you currently use any other recreational drugs? (Cocaine, LSD, Ecstacy/Molly, quaaludes etc.)
 Yes
 No
If so, what?:
Family Medical History
Please list any medical problems of your parents, siblings, children, and other relatives. If none, please list
“none.”

Allergies
Please list any allergies to medications.
Name / Reaction

Medications
If known, list dosages and units of medication. List prescribed medications, and over the counter
medications.
Name / Dosage

Supplements
Do you take any herbal, vitamin, or mineral supplements? If known, list dosages and units.
Name / Dosage

Review of Systems
Please check the box for any/ all additional symptoms you are currently experiencing.
General
□ Fever

□ Fatigue

□ Loss of Appetite

□ Significant Weight Gain

□ Significant Weight Loss

Dermatology
□ Itching

□ Redness

□ Rash

□ Lumps

□ Skin Cancer

Endocrinology
□ Excessive Sweating/Thirst

□ Temperature Intolerance

□ Lactation

Ophthalmology
□ Vision Loss

□ Blurring of Vision

□ Double Vision

Neurology
□ Memory Problems

□ Tremors

□ Balance Difficulty

□ Numbness

□ Speech Difficulties

□ Dizziness

□ Seizures

□ Weakness

Hematology
□ History of Transfusions

□ Easy Bruising

Cardiology
□ Chest Pain

□ Palpitations

□ Irregular Heartbeat

□Leg Swelling

Gastroenterology
□ Abdominal Pain

□ Heartburn

□ Nausea

□ Vomiting

□ Blood in Stool

ENT/Respiratory
□ Ringing in Ears

□ Shortness of Breath

□ Change in Voice

□ Difficulty Swallowing

□ Sleep Apnea

□ Cold & Cough

Musculoskeletal
□ Joint Pain

□ Joint Swelling

□Joint Stiffness

□ Depression

□ Sleep Disturbance

□Muscle Aches

Psychology
□ Anxiety
Genitourinary
□ Difficulty Urinating

□ Urinary Urgency

□ Increased Frequency □Incontinence

□Please check this box if you have no additional symptoms.

HEADACHE HISTORY
FORM
Instructions:
• Answer each question the best you can.
• If the answer varies, give the answer that is most typical of your headaches.
• If you can’t answer, or it doesn’t apply, you may leave the question blank.
During the last 6 months, how many days
of the month do you have a headache, on
average? (circle a number)

1
8
15
22
29

2
9
16
23
30

During an average month, what percentage
of your headaches are:
Severe:
%
Moderate:
%
Mild:
%
Total:
100%

3
10
17
24
31

4
11
18
25

5
12
19
26

6
13
20
27

7
14
21
28

Are they increasing in:
Frequency? ☐Yes ☐No
Duration? ☐Yes ☐No
Severity? ☐Yes ☐No

How old were you when you first started having headaches?
Since you started getting headaches:
What is the longest you have had a continuous headache?
What is your longest headache-free period?
Was there a specific timeframe when your headache pattern changed?
If so, please explain:
Are you ever completely free of all pain in the head and the neck?

☐Yes ☐No
☐Yes ☐No

In the last 6 months (if none, record as 0):
Days missed from Work due to headache
Days missed from Family/Social events due to headache
Trips to the Emergency Department due to headache
Have you ever been admitted to the Hospital for treatment of your headaches (longer than an ER visit?)
☐ Yes ☐No
Have you ever sought treatment for your headaches at a National Center (e.g.: Mayo Clinic, Diamond Clinic,
MHNI, Cleveland Clinic, Jefferson Clinic, etc) ☐Yes ☐No

Have you ever had (in your life):
☐ Whiplash
☐ Been in a motor vehicle accident
Dental:
☐ Frequent cavities/poor dentition
☐ Grind teeth

☐Concussion
☐Had other trauma or surgery to your head or neck
☐Frequent/significant dental work
☐Trouble with the jaw: R / L / Both sides

Headache relief measures:
Please list all medications that you have taken over the last 6 months for headache relief. Include all over the counter
medications or supplements, such as aspirin, ibuprofen, Tylenol, Excedrin, etc.
Effectiveness scale (-1 0 1 2):
-1 = made it worse
Rx

Other relief measures?
Ice
Heat

0 = no effect

1 = somewhat helpful
Frequency/week

2 = very helpful
Effectiveness
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0

☐1
☐1
☐1
☐1
☐1
☐1
☐1
☐1
☐1
☐1

☐2
☐2
☐2
☐2
☐2
☐2
☐2
☐2
☐2
☐2

Effectiveness
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0

☐1
☐1
☐1
☐1
☐1

☐2
☐2
☐2
☐2
☐2

Additional treatments you have tried
Chiropractic
Acupuncture
Biofeedback
Massage
Dry needling
Trigger point injections
Occipital nerve blocks
Botox
Pain blocks (facet injections, etc.)
Implanted stimulators
Dental Surgery
Sinus Surgery
TMJ Surgery
C-spine/Neck Surgery
Other:
Other:

Effectiveness
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0
☐-1 ☐0

Prior Testing
Below is a list of common tests/procedures that people often have. Please mark ALL that apply.
Testing
Year/Findings (normal/abnormal)
MRI Brain
MRI Neck
MR Angiogram
MR Venogram
CT Brain
CT Sinuses
CT Neck
CT Angiogram
CT Venogram
Cervical Spine X-Rays
Spinal Tap
EEG (brain wave test)
Sleep study (not in the home)
Conventional Angiogram
Carotid Artery Ultrasound (neck)
Echocardiogram (heart)

☐1
☐1
☐1
☐1
☐1
☐1
☐1
☐1
☐1
☐1
☐1
☐1
☐1
☐1
☐1
☐1

☐2
☐2
☐2
☐2
☐2
☐2
☐2
☐2
☐2
☐2
☐2
☐2
☐2
☐2
☐2
☐2

Testing
Tilt Table Test
TMJ testing
Electroconvulsive therapy (ECT)
Neuropsychological Testing

Year/Findings (normal/abnormal)

NOTES (Other things you wish us to know):

Thank you!

HEADACHE DESCRIPTION
FORM
Instructions:
• Answer each question the best you can.
• Mark all answers that apply to this headache type
• If the answer varies, give the answer that is most typical of your headaches.
• If you can’t answer, or it doesn’t apply, you may leave the question blank.
• If you have more than one type of headache, then please fill out a separate Headache Description

Form for each type.

When did this headache pattern start?
Was there some event in your life that may have started this headache pattern? ☐Yes ☐No If
so, please explain:

Do you get a warning sign before you get a headache?
☐ Visual change
☐ Fatigue
☐ Off balance
☐ Sensory change
☐ Other:

☐ Ringing in the ears
☐ Localized weakness / numbness

Where does it start & where does it spread to? (please mark on the drawings)
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How painful does it typically get?
Pain Scale:
1 = mild/moderate pain, but can function normally
2 = moderate/severe pain, but still can do some things
3 = severe pain, have to stop/cannot function
4 = worst pain of your life/true agony
|
1

2

3

|
4

How fast does it build, from no/minimal pain to its maximum pain level?
☐ Seconds
☐ Minutes
☐ 1hr
☐ 2-5hrs
☐ 6-12hrs
☐ 1day
☐ 2days
☐ >2days
☐ Varies/No Pattern
How long does it typically last, without treatment?
☐ Seconds
☐Minutes
☐1hr
☐ 1day
☐2days
☐>2days

☐2-5hrs
☐6-12hrs
☐I don’t know. I always treat it with something.

How long does it typically last, with treatment?
☐ Seconds
☐ Minutes
☐ 1hr
☐ 1day
☐ 2days
☐ >2days

☐ 2-5hrs

How do you treat your headache now (medications, other measures)?

What does it feel like; how would you describe the pain?
☐ Throbbing/pulsing
☐sharp/stabbing
☐ Pressure/squeezing
☐dull/nagging
☐ Other:
What time does your headache usually start?
|
6AM
Noon
☐ Unpredictable

☐burning/tingling
☐jab/jolt

6PM
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| Midnight
Midnight

☐ 6-12hrs

Associated Symptoms
During a headache, do you have any of these symptoms? (check ALL that apply)
☐Light sensitivity
☐Sound Sensitivity
☐Sensitivity to smells
☐Vomiting
☐ Blurred vision
☐ Blind spots

☐ Double vision
☐ Bright spots

☐ Zigzag lines
☐ Colored spots

☐ Pupil size change

☐ Eyelid droop: Left/Right

☐ Red/injected eye

☐Stuffy nose

☐ A feeling like there’s something in the eye
☐ Tingling/numbness; where?
☐ Jabs/jolts of pain
☐Vertigo/light headed/room
☐ Falling
☐ Ringing in the ears
☐ Poor concentration
☐ Confusion
☐ Passing out/Loss of consciousness
☐ Restlessness/can’t hold still
☐ Do you hit your head?

☐Nausea
☐Tunnel vision
☐ Tearing

☐Weakness; where:
spinning/sensation of movement
☐ Whooshing sound in the ears
☐ Slurred speech
☐Seizures
☐Do you pace/rock?

Headache triggers/Precipitating factors
Which of these things will set off this type of headache? (check ALL that apply)
☐ Bright lights
☐Sun
☐Stress
☐ Weather changes
☐Change in sleep patterns
☐ Hormonal changes: Menstrual period/ovulation/pregnancy/post-partum/contraceptives
☐ Travel/time zone changes
☐Travel to Altitude
☐ Alcohol
☐Foods:
☐ Exercise / exertion
☐Position changes
☐Cough/strain
☐ Flashing lights
☐Other:
NOTES (Other things you wish us to know):

Thank you!
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☐Letdown
☐Allergies/Sinus
☐Fasting
☐Chewing/talking
☐Orgasm

Medications
Please check the medications you have taken in the past
☐ acetaminophen

Anelgesics
-----

☐ buprenorphine
☐ butalbital
-----

☐ butorphanol
--

☐ codeine
☐ fentanyl
--

☐ hydrocodone
☐ isometheptene
☐ meperidine
☐ methadone
☐ Morphine

☐ nalbuphine
☐ naltrexone
☐ oxycodone

☐ pentazocine
☐ propoxyphene
☐ Tramadol

---

-----

☐ Tylenol
☐ Excedrin
☐ Excedrin Migraine
☐ Midol
☐ Goody Powder
☐ Butrans
☐ Fiorinal
☐ Fioricet
☐ Fioricet w/ codeine
☐ Esgic
☐ Phrenilin
☐ Stadol Spray
☐ Stadol Injection
☐ 222’s
☐ Duragesic
☐ Actiq
☐ Vicodin
☐ Midrin
☐ Demerol
☐ Methadone
☐ M S---IR
☐ MS Contin
☐ Roxanol
☐ Nubain
☐ Vivitrol
☐ OXY---IR
☐ Oxycontin
☐ Percocet
☐ Percodan
☐ Talwin
☐ Darvon
☐ Darvocet
☐ Ultram
☐ Ultracet

-Angiotensin Receptor Blockers
☐ candesarten
☐ Atacand
☐ losarten
☐ Cozaar

Anticonvulsants
☐ Diamox
☐ Tegretol
☐ Gralise
-☐ Neurontin
☐ lacosamide
☐ Vimpat
☐ lamotrigine
☐ Lamictal
☐ levetiracetam
☐ Keppra
☐ oxcarbazepine
☐ Trileptal
☐ phenobarbital
☐ Phenobarbital
☐ phenytoin
☐ Dilantin
☐ pregabalin
☐ Lyrica
☐ primidone
☐ Mysoline
☐ topiramate
☐ Topamax
-☐ Trokendi
☐ valproate
☐ Depakote
☐ zonisamide
☐ Zonegran
Antidepressants
☐ amitriptyline
☐ Elavil
☐ buproprion
☐ Wellbutrin
☐ buspirone
☐ Buspar
☐ citalopram
☐ Celexa
☐ desvenlafaxine
☐ Pristiq
☐ doxepin
☐ Sinequan
-- ☐ Silenor
☐ duloxetine
☐ Cymbalta
☐ fluoxetine
☐ Prozac
☐ fluvoxamine
☐ Luvox
☐ lithium
☐ Eskalith
☐ mirtazapine
☐ Remeron
☐ nortriptyline
☐ Pamelor
☐ paroxetine
☐ Paxil
☐ sertraline
☐ Zoloft
☐ trazodone
☐ Desyrel
☐ venlafaxine
☐ Effexor
Antihistamine/Decongestant
☐ cetirizine
☐ Zyrtec
☐ chlorpheniramine
☐ Chlortrimeton
☐ cyproheptadine
☐ Periactin
☐ dimenhydrinate
☐ Dramamine
☐ fexofenadine
☐ Allegra
☐ acetazolamide
☐ carbamazepine
☐ gabapentin
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Antihistamine/Decongestant
☐ Vistaril
-- ☐ Atarax
☐ loratidine
☐ Claritin
☐ meclizine
☐ Antivert
☐ montelukast
☐ Singulair
☐ pseudoephedrine
☐ Sudafed
-- ☐ Drixoral
Anti-Inflamatory/NSAIDs
☐ aspirin
☐ Aspirin
☐ boswellia
☐ Gliacin
☐ celecoxib
☐ Celebrex
☐ diclofenac sodium
☐ Cataflam
-- ☐ Voltaren
☐ diclofenac potassium
☐ Cambia
☐ ibuprofen
☐ Advil
-- ☐ Motrin
☐ indomethacin
☐ Indocin
☐ ketorolac
☐ Sprix Nasal Spray
-- ☐ Toradol Tablets
-- ☐ Toradol Injections
☐ meloxicam
☐ Mobic
☐ nabumetone
☐ Relafen
☐ naproxen
☐ Aleve
-- ☐ Anaprox
-- ☐ Naprosyn
☐ rofecoxib
☐ Vioxx
☐ sulindac
☐ Clinorol
☐ valdecoxib
☐ Bextra
Antipsychotics
☐ lithium
☐ Eskalith
☐ olanzepine
☐ Zyprexa
☐ perphenazine
☐ Trilafon
☐ quetiapine
☐ Seroquel
☐ risperidone
☐ Risperdal
☐ ziprasidone
☐ Geodon
Benzodiazepines
☐ alprazolam
☐ Xanax
☐ chlordiazepoxide
☐ Librium
☐ clonazepam
☐ Klonopin
☐ clorazepate
☐ Tranxene
☐ diazepam
☐ Valium
☐ hydroxyzine

Beta Blockers
☐ Tenormin
☐ Lopressor
☐ Corgard
☐ Inderal
☐ Blocadren
Calcium Channel Blockers
☐ amlodipine
☐ Norvasc
☐ diltiazem
☐ Cardizem
☐ flunarizine
☐ Sibelium
☐ nicardipine
☐ Cardine
☐ nifedipine
☐ Procardia
☐ verapamil
☐ Calan
Ergotamines
☐ dihydroergotamine
☐ Migranal
☐ ergotamine + caffeine
☐ Cafergot
-- ☐ Wygraine
☐ methylergonovine
☐ Methergine
☐ methysergide
☐ Sansert
Hormonal Therapy
☐ birth control pills
☐ Seasonale
-- ☐ Seasonique
-- ☐ Loestrin
-- ☐ Orthotricycline
☐ estrogen
☐ Estrogen
☐ progesterone
☐ Progesterone
MAOI
☐ phenelzine
☐ Nardil
Muscle Relaxants
☐ baclofen
☐ Lioresal
☐ carisoprodol
☐ Soma
☐ chlorzoxazone
☐ Lorzone
-- ☐ Parafon Forte
☐ cyclobenzaprine
☐ Flexeril
☐ dantrolene
☐ Dantrium
☐ metaxalone
☐ Skelaxin
☐ methocarbamol
☐ Robaxin
☐ orphenadrine
☐ Norflex
-- ☐ Norgesic
☐ tizanidine
☐ Zanaflex
☐ atenolol
☐ metoprolol
☐ nadolol
☐ propranolol
☐ timolol
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☐ lorazepam
☐ temazepam

☐ Ativan
☐ Restoril

Phenothiazines
☐ Thorazine
☐ Inapsine
☐ Haldol
☐ Reglan
☐ Compazine
☐ Phenergan
☐ Mellaril
☐ Navane
☐ Tigan
Sleep/wake cycle
☐ Nuvigil
☐ armodafinil
☐ chloral hydrate
☐ Chloral Hydrate
☐ dextroamphetamine
☐ Dexadrine
-- ☐ Adderall
☐ melatonin
☐ Melatonin
☐ modafinil
☐ Provigil
☐ pemoline
☐ Cylert
☐ ramelteon
☐ Rozerem
☐ zaleplon
☐ Sonata
☐ zolpidem
☐ Ambien
Steroids
☐ dexamethasone
☐ Decadron
☐ hydrocortisone
☐ Solu---Cortef
☐ methylpredisolone
☐ Solu---Medrol
-- ☐ Medrol Dosepak
☐ prednisone
☐ Predisone
Anti-Nausea
☐ famotidine
☐ Pepcid
☐ metoclopramide
☐ Reglan
☐ ondansetron
☐ Zofran
NMDA Agents
☐ memantine
☐ Namenda
Botox
☐ botox injections
☐ chlorpromazine
☐ droperidol
☐ haloperidol
☐ metoclopramide
☐ prochlorperazine
☐ promethazine
☐ thioridazine
☐ thiothixene
☐ trimethobenzamide

☐ almotriptan
☐ eletriptan
☐ frovatriptan
☐ naratriptan
☐ rizatriptan
☐ sumatriptan

☐ zolmitrptan

Triptans

---

☐ Axert
☐ Relpax
☐ Frova
☐ Amerge
☐ Maxalt
☐ Imitrex
☐ Treximet
☐ Zembrace
☐ Zomig

Ditan (5HT-1-f)
☐ Reyvow
CGRP Small Molecule (Gepant)
☐ Rimegepant
☐ Nurtec
☐ Ubrogepant
☐ Ubrelvy
CGRP Mab
☐ eptinezumab-jjmr
☐ Vyepti
☐ erenumab-aooe
☐ Aimovig
☐ fremanezumab-vfrm
☐ Ajovy
☐ galcanezumab-gnlm
☐ Emgality
Vitamins, Supplements, Herbal, Other
☐ butterbur
☐ coenzyme Q10
☐ feverfew
☐ magnesium
☐ marijuana
☐ Marinol
☐ migrelief
☐ Migrelief
☐ oxygen
☐ vitamin B2
☐ Riboflavin
☐ white willow
☐ lasmiditan

☐ tiger balm
☐ diclofenac gel
☐ lidocaine gel
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Topical
☐ Voltaren gel

My Headache Diary
______________________________________________________________________________________________________________________
Name: ________________________________________
Month: ________________________________________
Instructions:
• Fill in your name, month, rescue medication list, and preventative medication list.
• Find the appropriate date of the month.
• Choose your pain level (1=mild; 2= moderate; 3= severe).
• List what rescue medication you used, if any.
• Indicate what medications gave you relief.
• For women, mark the days of your menstrual period (*).
01

Pain Score
Rescue
Medication
1.
2.
3.
Relief?
Prevention
Medication
1.
2.
3.
4.
5.
Menstrual
Period (*)
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