
The Healthy Brain Clinic 

The healthy Brain Clinic 

Lifestyle/Background Questionnaire 
Person Being Evaluated (patient)


Person Assisting in Completion of Questionnaire

Name:
___________________________________
Name:    ______________________________________

Date of Birth: ____________Dominant Hand:_____
Relationship top Patient : ________________________
Please read these directions before you begin.  

· Please take your time answering these few questions.

· The questionnaire may be completed by the person being evaluated (patient) or by a person able to answer the questions about the patient (e.g. parent, spouse, or friend, etc.).
Presenting Concerns
1. Why are you (the patient) seeking help at this time?____________________________________________________________________________________________________________________________________________________________________________

2. Have you (the patient) sought help for these concerns before?

□ No

□ Yes
If yes, please describe when, with whom, and what type of treatment. 





And, was the treatment helpful?

______________________________________________________________________________________________________________________________________________________________________________________         ___________________________________________________________________________________________
3. Have you (the patient) had any prior psychological or neuropsychological evaluations? 
□ No

□ Yes
If yes, please describe when, with whom, and summarize the results.

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
4. Were you (patient) adopted?

□ No

□ Yes
If yes, what were the circumstances surrounding the adoption (e.g. age





and time of adoption, where did you (the patient) live prior to the 






adoption, knowledge of biological parents, etc.)?

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
5. Were there any unusual circumstances during the pregnancy, deliver, or first months of your (patient’s) life? 

□ No

□ Yes

□ Don't know   
6. Were there any developmental problems including delay in learning to crawl, walk or talk?

□ No

□ Yes  

□ Don't know   

If yes, please describe.
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
7. As an infant, were you (patient) difficult, demanding, hard to soothe, colicky or had problems sleeping?

□ No

□ Yes

□ Don't know   

If yes, please describe.
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
8. Were there any disruptions or major difficulties that could have affected your(patient’s) bonding with your mother during the first three years?

□ No

□ Yes

□ Don't know   

If yes, please describe.
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
9. Is there anything in your (the patient’s) past that would be characterized as emotionally traumatic?

□ No

□ Yes
If yes, please convey any relevant information you are at ease providing.

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
10. Do you feel that you (the patient) could benefit from increasing the amount or improving the quality of sleep?

□ No

□ Yes
If yes, please put an “x” next to any of the following that apply:
( Delays going to bed

( Difficulty falling asleep 
( Difficulty waking in morning

( Physically restless sleep
( Not rested after sleep
( Nightmares (bad dreams)

( Sleeping too much

( Frequent waking

( Teeth grinding

( Snoring


( Bedwetting


( Sleep Apnea  

Please describe the severity and frequency of any “x” that was marked.  


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

11. Do you feel that you (the patient) could benefit significantly from an improved diet?

□ No

□ Yes
  
If yes, please explain how (e.g. less sugar, less processed food, more           

vegetables, etc.):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

12. How much do you do the following:

a. Use tobacco products/smoke cigarettes: ________________________________________________

b. Drink coffee/caffeinated beverages: ____________________________________________________

c. Drink alcohol: ______________________________________________________________________

d. Use drugs: _________________________________________________________________________
If not currently, was there a problem with any of these in the past?
□ No

□ Yes
  
If yes, please explain/describe.

13. Do you feel that you (the patient) could benefit from changing the amount/type of exercise or physical activity that is done?

□ No

□ Yes
 If yes, please explain how much and what type is currently done and 





what you think would be better.

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

14. How much time is spent in terms of hours per day looking at/using the following screens?

a. Television: ________________________________________________________________________

b. Video games: ______________________________________________________________________

c. Computer games: __________________________________________________________________

d. Social media: ______________________________________________________________________

e. Other: ____________________________________________________________________________
15.
Are there any other lifestyle changes you (the patient) could make that could lead to benefits?

□ No

□ Yes
 If yes, please explain what changes could be helpful.

a. ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medical History

17.  Have you been to the doctor in the last year?       

□ No

□ Yes
      If yes, were the current concerns discussed?  Were recommendations made? 

________________________________________________________________________________________________________________________________________________________________________________

18. How is your health currently?  Are you being treated for anything?

________________________________________________________________________________________________________________________________________________________________________________

19. Do you get headaches?         □ No
       □ Yes 
If yes, please describe the type, frequency, and severity.

________________________________________________________________________________________________________________________________________________________________________________
20. Have you ever had any seizures?         □ No
       □ Yes 
If yes, please describe the type, frequency, and severity.

________________________________________________________________________________________________________________________________________________________________________________
21. Has anyone in your family had seizures?         □ No
       □ Yes 
If yes, please describe the type, frequency, and severity.

________________________________________________________________________________________________________________________________________________________________________________
22. What medical or physical problems have you had?  Mark an X where appropriate.

	
	Birth - 5
	   6-12
	 13-18
	 19-24
	 25-50
	   50+

	Very sensitive to textures in clothes

(seems, labels, etc)
	
	
	
	
	
	

	Allergies or food sensitivities
	
	
	
	
	
	

	Ear infections, frequent colds
	
	
	
	
	
	

	Poisoning or drug overdose
	
	
	
	
	
	

	Serious illnesses or surgeries
	
	
	
	
	
	

	Vision/hearing difficulties (not glasses)
	
	
	
	
	
	

	Speech disorders
	
	
	
	
	
	

	Serious accidents/Injuries
	
	
	
	
	
	

	Any blows to the head or concussions
	
	
	
	
	
	

	Any loss of consciousness or seizures
	
	
	
	
	
	

	Bothered by loud/unexpected noises 
	
	
	
	
	
	

	Very picky eater
	
	
	
	
	
	


Please describe any X that was marked or write anything else you feel we should know about your medical history.__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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