[image: ]JR-246
Rev. Abr. 25

[image: ]NEUROLOGICALJR-246
Rev. Abr. 25

Page 2 of 5
NEUROLOGICAL 
(EPILEPSY)

	[bookmark: _Hlk89163123]Claimant’s Name:
	[bookmark: Text1][bookmark: _Hlk89163043]     
	
	Physician:
	[bookmark: Text2]     

	SSN:
	[bookmark: Text3]     
	
	Technician:
	[bookmark: Text4]     

	Patient No:
	[bookmark: Text5]     
	
	Unit:
	[bookmark: Text6]     



 PLEASE complete the following sections as appropriate:

Medical information is needed to establish your patient’s eligibility under the disability provisions of the Retirement System Administration.  The information must be sufficiently detailed to enable a reviewing physician to make an independent determination as to severity and duration of the impairment.  Please answer the questions below based on information available in your records. 

1. Date of first visit ____________________.  Describe history of symptoms and findings on 
    that date.  Include frequency of attacks at that time. ________________________________ 
    ___________________________________________________________________________
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 
    ___________________________________________________________________________ 

2.  Date of last visit ____________________.  Frequency of visits ____________________ 
    ___________________________________________________________________________ 

3. Date when condition first impose limitation to the claimant 
   ___________________________________________________________________________ 
   ___________________________________________________________________________ 
   ___________________________________________________________________________ 

4. Type of seizure: _________Grand Mal _________Minor Motor (petit, psychomotor or Focal) 

5. These seizures have been observed by: 
    __________ Family Member	___________ Nurse Physician 
    __________ Neighbor 		___________ Not Observed
    __________ Other please specify: _______________________________________________ 

6. During the past twelve months, indicate dates of appointment, dates seizures occurred, description of each seizure, dates medications were prescribed medication given in each date:  Please be as accurate as possible.  This information is necessary for the evaluation of patient’s condition. 
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7. Please give a detailed description of claimant’s typical Grand Mal Seizures.
    Indication whether the following manifestations are present and describe them: 

   	a. Aura __________________________________________________________________
          	b. Tonic Clonic Movements_______________________________________________
      	c. Loss of Consciousness, incontinence____________________________________
	d. Abnormal behavior during attack______________________________________
          __________________________________________________________________________ 
	e. Postictal State_________________________________________________________
  	f. Duration ________________________ Sequelae ____________________________
          __________________________________________________________________________

8. If attacks are minor motor seizures (e.g. petit mal, psychomotor or focal) 
   Please describe in detail including any postictal manifestations.
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

9. Are the attacks diurnal? ________________________ Nocturnal __________________

10. Describe residuals, if any resulting from nocturnal epileptic episodes and indicate
if they interfere with activities of daily living.  How long do these last?
     ___________________________________________________________________________ 
     ___________________________________________________________________________
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 

11. When did he start treatment? ____________________________________________ 
     __________________________________________________________________________ 
      Medication given at that time: ___________________________________________ 
     __________________________________________________________________________ 
     __________________________________________________________________________ 
12. Frequency of seizures after starting treatment: ______________________________ 
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 

13. Medication at present: ____________________________________________________ 
     ___________________________________________________________________________ 
     Dosage-How many times a day? ___________________________________________ 
     ___________________________________________________________________________ 

14.  Frequency of seizures during the last three months: _________________________ 
     ___________________________________________________________________________ 
      Date of last three seizures: ________________, _________________, _______________ 

15. Is patient following treatment? ______Yes   ______ No If not, give reasons 
     ___________________________________________________________________________
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 

16. Is he using any drug (or alcohol) which may interfere with medication? 
     _______ No _______Yes   If Yes, specify ______________________________________
     __________________________________________________________________________ 
     __________________________________________________________________________ 
     __________________________________________________________________________ 
     __________________________________________________________________________ 
17. Please list know blood levels of phenobarbital or other anticonvulsive drugs if available, with dates: _________________________________________________________ 
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 
     ___________________________________________________________________________ 


18. Describe any side effects from anticonvulsive drugs taken.  Result of laboratory testing (e.g. EEG, X-Rays, etc.) With dates: ____________________________________________ 
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________   

19. Diagnosis: _______________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________       
   
20. Prognosis: _______________________________________________________________________ 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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