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Parkinson Disease Pre-treatment evaluation

Admission Number:        
Name:                         
DOB （date of birth）:                     Age:
Gender:  
Country:


Please answer the following questions:

1. How long have you had this disease?  _________years. 
2.  What are your PD symptoms? 

Do you have tremors?    

On which part of the body do you have tremors?  
Is your left/right side more dominant in having the tremors?
Do you suffer from rigidity? 

Which parts of the body are rigid?  
Is your left/right side more dominant having PD symptoms?

Do you suffer from freeze ups?

Can you write?

Other symptoms you suffer from:

Daily actions you cannot do:


3. Are you taking any oral dopamine medication?               (Yes / no)


What kind of medicine:                                  (L-Dopa / Others)

          
What is the dose you have been taken recently?  _________mg/day


Have you change the dose for the last 1 year?                 (Yes / no)

Is this medication effective?                  (Yes / no)

 

Are there any intolerable side effects?      

              
Have your symptoms been controlled by the medicine?          (Yes/no)


4. Your recent Hoehn and Yahr Stage:                   (I / II / III / IV)
You can check your stage of disease according to the staging on this website:

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

5. Do you have any other disease?


  a. Hypertension ____________           

  b. Heart disease____________

  c. Pneumonia ______________

  d. Diabetes _______________
  e. Hepatitis _______________

  f. Cerebral Vascular disease (stroke) __________________  
  g. Other________________________________________


6. Are there any other medications you are taking?

*please make a full list of your current medications, including: 

Name of medication / mg per day / how many times a day / time of day- evening/morning 

 

 

              


7. Is there any caregiver who can contribute and provide assistance for you if necessary?                    (Yes/no)


8. is your diagnosis:   Idiopathic (Classical) / Atypical / Tremor only


9. Do you have severe dyskinesias?                         (Yes / no)

10. Have you done pallidotomy, Deep Brain Stimulation (DBS) surgery or other striatal or extrapyramidal brain surgery before?     (Yes / no)

11. Are you having a current treatment with apomorphine or anticoagulants (blood thinners)?       (Yes / no)

12. Did you have any treatment within the last 3 months with immunosuppressive medications (e.g. systemic steroids) or neuroleptic medication?     (Yes / no)

13.  Did you have any treatment with botulinum toxin, phenol, intrathecal baclofen or any other interventional treatments for dystonia or spasticity within the previous 6 months?                       (Yes / no)

14. Do you have active seizure disorder, or current use of antiepileptic 
medications as seizure prophylaxis?                  (Yes / no)

15. Do you have active or prior malignancy other than cutaneous basal cell carcinoma or in situ carcinoma of the uterine cervix?      (Yes / no)

16. Do you use alcohol or drugs?                    (Yes / no)

17. Do you have pregnancy or lactation now?          (Yes / no)
    
18. Do you have sleep apnea and/or symptomatic chronic obstructive 
pulmonary disease or other condition which does not allow general anesthesia or steriotactic surgery?                 (Yes / no)
      
19. Are you taking neuroleptic medications now or the last 3 month?       (Yes/no)       


20. Do you have severe current cognitive impairment, severe depression, or 
major behavioral disorders as demonstrated by neuropsychological 
assessments?                    (Yes / no)
    
21. Do you have coagulation or other significant laboratory abnormality?          (Yes / no)
      
