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Nr.________
SCREENING QUESTIONNAIRE


	    date      month 	  year 
1. Date of the study		    /__/__/__/__/__/__/
2. Name   Surname                                                  ____________________________
3. Date of birth	/__/__/__/__/__/__/
4. Sex	F /__/    M /__/
5. Education (no. years)	/__/__/
6. Occupation              	_________________________
7. Marital status	/__/
8. How long has the subject been leaving in the 
	study area (years)	/__/__/
9.	Telephone	___________________________






1. Do/did you suffer from any neurological disease?	/yes_/no_/

2. If yes, which disease	___________________________

3. For how long (years)		/__/__/

4. Have you ever visited a doctor for your disease?		/yes_/no_/
	(if yes)
	a. neurologist
	b. general practitioner
	c. other
5.	Have you ever used any medication?		/yes_/no_/
6.	For how long (years)?		/__/__/
7.	Medical records		/_yes/_no/	


1. Do/did you suffer from any neurological disease?	/_yes/_no/
2. If yes, which disease	___________________________
3. For how long (years)		/__/__/
4. Have you ever visited a doctor for your disease?		/yes_/no_/
	(if yes)
	a. neurologist
	b. general practitioner
	c. other
5.	Have you ever used any medication?		/yes_/_no/
6.	For how long (years)?		/__/__/
7.	Medical records		/yes_/_no/	




1. Do/did you suffer from any neurological disease?	/yes_/no_/
2. If yes, which disease	___________________________
3. For how long (years)		/__/__/
4. Have you ever visited a doctor for your disease?		/yes_/_no/
	(if yes)
	a. neurologist
	b. general practitioner
	c. other
5.	Have you ever used any medication?		/yes/no/
6.	For how long (years)?		/__/__/
7.	Medical records		/yes/_no/	


NEUROLOGICAL EXAMINATION (all subjects)
	NORMAL	ABNORMAL
· Motor system	/__/	/__/
· Sensory system	/__/	/__/
· Deep tendon reflexes	/__/	/__/
· Balance	/__/	/__/
· Eye movements	/__/	/__/
· Other relevant	___________________________




POLYNEUROPATHY

Have you ever had?
1. Numbness (distal paresthesie) in the upper and/or lower limbs	/yes_/no_/
2. Troubles with object handling?	/yes_/no_/
3. Disturbances of standing/gait?	/yes_/no_/
4. Burning feet?	/yes_/no_/
5. Muscle cramps?	/yes_/no_/
6. Muscle pain?	/yes_/no_/
7. “Restless legs”	/yes_/no_/
8. Medical records


HEADACHE
1. Do you usually suffer from headache?		/yes_/no_/
2. Usually more than 2 days per month?		/yes_/no_/
3. (If yes) Does this lead to impairment of work and/or leisure activities?	/yes_/no_/
4. Medical records		/yes_/no_/

STROKE
1. Have you ever had weakness, or paralysis of a half of your body		/yes_/no_/
or of an arm or a leg > 24 hours?
2.	Have you ever experienced the corner of your month falling down		/yes_/no_/
	and you could not full it back voluntarily > 24 h?
3.	Have you ever had slurred speech or problems with talking to		/yes_/no_/
	somebody > 24 h?
4.	Have you ever felt numbness or sensory loss in half of your body		/yes_/no_/
	or in an arm or a leg > 24 h?
5.	Have you ever had one or more of visual symptoms > 24 h?		/yes_/no_/
6.	Medical records		/yes_/no_/


PARKINSON DISEASE
1.	Have you ever had slowness of movements?	/yes_/no_/
2.	Have you ever had increased muscle tone?	/yes_/no_/
3.	Have you ever had tremor in hands, feet and/or head?	/yes_/no_/
4.	Have you ever had gait disorders especially at start?	/yes_/no_/
5.	Do you have involuntary movements?	/yes_/no_/


MULTIPLE SCLEROSIS
1.	Do/did you find difficulty in maintaining the balance when walking?			/yes_/no_/
2.	Do/did you ever have problems with vision?			/yes_/no_/
3.	Do/did you ever have problems with bladder and bowel control?			/yes_/no_/
4. 	Do/did you ever have weakness or parestesies of an arm and/or a leg?	/yes_/no_/
5.	Do/did you ever have impairment of gait?			/yes_/no_/
6.	Do/did you have spontaneous improvements of above symptoms?			/yes_/no_/
7.	Do/did you have progressive deterioration of above symptoms?			/yes_/no_/

EPILEPSY
1.	Have you ever lost consciousness?			/yes_/no_/
2.	Did you ever fall without a reason?			/yes_/no_/
3.	Have you ever lost consciousness with loss of bladder and bowel control?	/yes_/no_/
4.	Did you ever unconsciously bite your tongue?			/yes_/no_/
5.	Did you ever experience lapses of consciousness that lasted 			/yes_/no_/
	at most a few minutes?
6.	Did you experience sudden and transient bodily sensations,			/yes_/no_/
	non-existent images, sounds or strange odors?
7.	Did other persons find you “staring”			/yes_/no_/


DEMENTIA
· MMSE	_________________


Name, signature of examiner________________________________________
Nr.________
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