INVOLUNTARY MOVEMENTS

David Siegler, M.D.

Patient: Date of Birth: Today’s Date:
Circle those movements s/he has:  Tics Tremors Shaking Twisting
When did the movements begin? (month/year) His/her age:

Was the onset associated with a strep infection? [ ] yes [ Ino

How frequent do movements occur? __ aday ___aweek ____amonth ____ ayear
How long do they last? (circle) Seconds Minutes Hours Constant

What part of the body is affected?

Is there a warning before it starts? [ [No [ |[Yes: What happens?

Is there pain associated? [ INo [ ]Yes:
How long is the warning? (circle) = Seconds Minutes
When does the spell occur? While awake asleep morning evening at any time

What seems to cause movements? [ |Nothing [ |Stress [ |Startle [ ]Other:
What can s/he do to stop them? [ INothing [ JHolding [ ] Thinking [ ]Other:

What happens with movements: [ |Pain [ |Falls [ ]Other:

What tests have been done (circle)? [ JEEG When? Where?
[ |Head CT /MRI When? Where?
[ ISpine CT/MRI When? Where?

[ |Blood tests (names of tests):
What Medicines has she/he taken for the movements? [ |[None [ ]Can’t remember name(s)

Do you have a video of movements? [ |[Yes [ |[No Can you obtain a video? [ ]Yes [ |No
Please describe movements in your own words:
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