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Department of Neurology
Kernodle Clinic
A Duke Medicine Practice 

Dr. Hemang Shah, MD
New Patient Form 

NAME: ________________________________________ AGE: ______ SEX: _____ DOB:_________________ 
PCP: __________________________________ REFERRING PROVIDER:__________________________________
REASON FOR VISIT:
______________________________________________________________________________________________
______________________________________________________________________________________________ 
EDUCATION: _______________________
HOBBIES: ________________________ 

OCCUPATION:___________________________
MARITAL STATUS: _______________________ 

 
ALLERGIES: LIST ANY FOODS OR MEDICATIONS THAT YOU ARE ALLERGIC TO AND INDICATE THE TYPE OF REACTION(S). 
______________________________________________________________________________________________ 
______________________________________________________________________________________________ 
______________________________________________________________________________________________ 
MEDICATIONS: PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING: (ATTACH PAPER IF LONGER LIST) 

______________________________________________________________________________________________ 
______________________________________________________________________________________________ 
______________________________________________________________________________________________ 
______________________________________________________________________________________________ 
______________________________________________________________________________________________ 
______________________________________________________________________________________________ 
Preferred Pharmacy: _________________________________________________________________________ 

PLEASE STOP HERE IF YOU HAVE FILLED OUT THE ONLINE HISTORY QUESTIONAIRE 
MEDICAL HISTORY: 

 
Other Medical History: __________________________________________________________________________ 
__________________________________________________________________________________________________ 

Handedness:
Would you like to set up your Duke Mychart:
Have you had any recent falls?
Is this visit related to worker’s compensation?
Is this visit related to any legal actions?
Is your problem result of an accident?
Have you ever been victim of abuse?
If yes, to any of the above questions, Please give details _

Right Handed Left Handed Ambidextrous 
Now  At Home 

No e-mail:__________________ 

__________________ 
LAST MENSTRUAL PERIOD (LMP) 
____________ (IF APPLICABLE) 
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_________________________________________

LOTTING DISORDER 

NEMIA

RRHYTHMIA

RTHRITIS

STHMA

TRIAL IBRILLATION 

RAIN ANCER 

ANCER

EREBRAL EMORRHAGE 

HYDROCEPHALUS 

HYPERLIPIDEMIA 

HYPERTENSION 

KIDNEY DISEASE 

MIGRAINE 

MULTIPLE SCLEROSIS

MYOCARDIAL INFARCTION

MYOPATHY

NARCOLEPSY

NEUROPATHY

OSTEOPOROSIS

PARKINSON’S DISEASE

SARCOIDOSIS 

SEIZURES 

SLEEP APNEA 

STROKE 

THYROID DISEASE 

____________________________________________________________________________________________

DEPRESSION

DEVELOPMENTAL DELAY

DIABETES MELLITUS 

GERD

GLAUCOMA

HIV/AIDS

TREMOR

C
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Other Surgical History 

URGICAL HISTORY: 

 0.5 

 
############################################################################################### 
NURSE USE: VITALS 
BP: / , PULSE: , TEMP: , SPO2 , WEIGHT , HEIGHT . PAIN /10. 

 

:_________________________________________________________________________ 
_________________________________________________________________________________________________ 

FAMILY HISTORY: 

MOTHER
FATHER
SISTER
BROTHER
DAUGHTER
SON 
 

Other Family History: ____________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

SOCIAL HISTORY 
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TRABISMUS SURGERY

UBDURAL HEMATOMA
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ALVE REPLACEMENT 

SHUNT
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GLASSES OF 
WINE 

CANS OF BEER SHOTS OF LIQUOR DRINKS WITH OZ OF ALCOHOL 
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DEFER 

SMOKELESS TOBACCO 

E-Cigarette / VAPING

LCOHOL SE ES 
F YES, INDICATE AMOUNT PER WEEK

 

ES
ES
EVER SMOKER

O
O 

ORMER SMOKER

EFER

OT CURRENTLY
EFER 

URRENT EVERY DAY SMOKER
___ YEARS ACKS PER DAY 

MGM
MGF 
PGM
PGF 
 

:

EXUALLY ACTIVE

UBSTANCE USE
OBACCO USE
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