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Medical Evaluation Form for Parkinson’s disease
Thank you for your interest in treatment at Beijing Tiantan Puhua Hospital.

In order for our medical team to evaluate whether or not you are eligible for treatment and recommend on relevant medical program and treatment for you, please fill in the form below to the best at your ability or with the help of your physician.
(Please type the answers in the grey areas.)
	Patient information



	Given Name(s):
	     
	Family Name:
	     

	Date of Birth:
	     
(yyyy/mm/dd)
	Age: 
	     

	Sex:
	 FORMCHECKBOX 
Male  FORMCHECKBOX 
Female
	Marital Status:
	

	Citizenship:
	     
	
	

	Address:
	     
	Post/Zip-Code:
	     

	Country of residence:
	     
	Email:
	     

	Cell/Mobile Phone:
	     
	Home Phone:
	     


	Office Phone:
	     
	
	


	Accompanying caregiver/family member information

	Given Name(s):
	     
	Family Name:
	     

	Date of Birth:
	     
(yyyy/mm/dd)
	
	

	Sex:
	 FORMCHECKBOX 
Male  FORMCHECKBOX 
Female
	Citizenship:
	     

	Relationship to patient:
	     
	
	

	Address:
	     
	Post/Zip-Code:
	     

	Country of residence:
	     
	Email:
	     

	Cell/Mobile Phone:
	     
	Home Phone:
	     

	Office Phone:
	     
	
	


	PD history and diagnosis

	1. When (approximate date) did you first notice symptoms? 
	     


	2. List your early symptoms:
	     

	3. When were you diagnosed by a neurologist?
	     


	4. Is your diagnosis:
	 FORMCHECKBOX 
 Idiopathic (Classical)

 FORMCHECKBOX 
 Atypical

 FORMCHECKBOX 
 Tremor only

	5. Please describe the progression of your condition from early symptoms until today :
	     



	PD Symptoms

	6. Do you have tremors
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	7. Which part(s) of your body are effected by tremors?
	     

	8. On which side are the tremors more dominant?
	 FORMCHECKBOX 
Left   FORMCHECKBOX 
Right   FORMCHECKBOX 
Equally dominant

	9. Do you suffer from rigidity?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	10. Which part(s) of your body are effected by rigidity?
	     

	11. On which side of your body are the PD symptoms more dominant?
	 FORMCHECKBOX 
Left   FORMCHECKBOX 
Right   FORMCHECKBOX 
Equally dominant

	12. Can you write?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No   FORMCHECKBOX 
Poorly

	13. List any other symptoms you suffer from:

	     


	14. List any daily actions or chores that you are unable to carry out:

	     



	Medication

	15. Are you taking any medication(s) to control PD symptoms?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, list medication:

     

	16. When did you start taking this medication (approximate date)?
	     


	17. What is your current dose? (mg/day)
	     


	18. Has the dose ever been changed since you began to take this medication and if so, how?
	     


	19. Do you find this medication effective?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No   FORMCHECKBOX 
Somewhat

	20. Do you have severe dyskinesia (uncontrolled movements)?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No   FORMCHECKBOX 
Somewhat

	21. Please describe the difference in your symptoms (e.g. Tremors, rigidity, walking, freeze-ups, balance, muscle tone, etc.) during your on/off times? (under effect of medications/after effect fade)
     


	22. What is your current Hoehn and Yahr stage? ( I/ II/ III/ IV/ V )
	     
If you are not sure, please check at the following website:

http://neurosurgery.mgh.harvard.edu/functional/pdstages.htm#HoehnandYahr


	23. Please list any others medications you are currently taking:

Medication

Mg/day

Time/day

Effectiveness

Side effects

     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
      

     
     
     
     
     
     
     
     
     


	
	


	Other medical conditions
Do you suffer from any of the following:



	24. Hypertension
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, list medication:

     

	25. Heart disease
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, give date of diagnosis and exact diagnosis:

     

	26. Pneumonia
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, give date and exact diagnosis:

     

	27. Diabetes
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, give date of diagnosis and exact diagnosis:

     

	28. Hepatitis
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, give date of diagnosis:

     

	29. Cerebral Vascular Disease (stroke)
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, give date of diagnosis and exact diagnosis:

     

	30. Lung Disease
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, give date of diagnosis and exact diagnosis:

     

	31. Liver Disease
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, give date of diagnosis and exact diagnosis:

     

	32. Kidney Disease
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, give date of diagnosis and exact diagnosis:

     

	33. Fracture or Break
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, give date of diagnosis and exact diagnosis:

     

	34.Cutaneous basal cell carcinoma or in situ carcinoa
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, give date of diagnosis and exact diagnosis:

     

	35. Cancer or Tumor
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, give date of diagnosis and exact diagnosis:

     

	36. Inflammation or Infection
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, give date of diagnosis and exact diagnosis:

     

	37. Others
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, give date of diagnosis and exact diagnosis:

     

	
	Other Information


	38. Is there a caregiver who can provide you with care and assistance during your stay at the hospital if necessary?

	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

	39. Do you have any infection, wounds or other problem in the lumbar area?

	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, please describe:      

	40. Do you smoke?

	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, please specify for how long:      

	41. Are you currently using or used in the past Alcohol or drugs?

	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, please specify for how long:      

	42. Have you done pallidotomy, Deep Brain Stimulation (DBS) surgery or other striatal or extrapyramidal brain surgery before?   

	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
If yes, please specify the date:      


	43. Do you have sleep apnea and/or symptomatic chronic obtrusive pulmonary disease or other condition which does not allow general anesthesia？

	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, please specify your condition:

     


	44. Do you currently suffer from cognitive impairment, severe depression or major behavioural disorders?

	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, please specify diagnosis and medication:

     


	45. Do you have active seizure disorder or current use of antiepileptic medications as seizure prophylaxis?

	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, please specify medication:

     

	46. Are you having a current treatment with apomorphine or anticoagulants (blood thinners)?

	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, please specify medication:      


	47. Are you taking tranquilizers or other neuroleptic medications?

	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, please specify for how long:      

	48. Did you have any treatment with botulinum toxin, phenol, baclofen or any other interventional treatments for dystonia or spasticity?


	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, please specify for how long:      


	49. Did you have any treatment with immunosuppressive medications (e.g. systemic steroids)?

	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, please specify for how long:      


	Results of medical examinations (MRI, CT, X-Ray, EMG, EEG, etc.)

	50. Medical examinations (MRI, CT scan or other medical exam) 

Date

Examination name

Are the images/results available on request?

Images available on CD/ Film

     
     
     
 FORMCHECKBOX 
CD    FORMCHECKBOX 
Film

     
     
     
 FORMCHECKBOX 
CD    FORMCHECKBOX 
Film

     
     
     
 FORMCHECKBOX 
CD    FORMCHECKBOX 
Film




Other Medical Records for Medical Evaluation

Any medical records that you can send us will be helpful for your medical evaluation.

If possible, please send us any or all of the following:

· MRI / CT images (on CD, Film, or via email)

· Medical records or recent neurological evaluation from your neurologist

· Video: a short video (3-5 minutes) showing the patient performing simple daily activities.  You may use a simple home camera to prepare this video and send us via email or on a CD.

Medical records that are sent by airmail must be copies and not the originals. Tiantan Puhua Hospital will not be responsible for lost medical records. We recommend sending packages via a reliable express airmail Company.

Medical records can be sent directly to our address, at:

Beijing Tiantan Puhua Hospital 

International Department

12 Tiantan Nanli, Beijing 100050

P.R China

Phone: 0086-10-67035566 – ex. 532

Fax:    0086-10-67061799      

Thank you for your cooperation. We will get back to you as soon as possible with the evaluation of our medical team.

