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Welcome to the Pediatric NeuroMotion Functional Clinic!
The purpose of this multidisciplinary clinic is to provide the best care to a special pediatric population using the expertise knowledge and skills of our medical staff trained in Neurology, Neurological Surgery, Orthopedics and Physical Therapy.  Our primary goal is to improve the patient’s quality of life by providing a combination of treatments and therapies for those with neuromuscular functional disabilities.  This is best accomplished through open communication among the neuro-motion function team, the patient and the families in setting realistic goals and expectations on outcomes.  
Here is an introduction to your NeuroMotion Functional Team!
Jeffrey P. Greenfield, M.D., Ph.D. 

Murray Engel, M.D.
Attending Pediatric Neurosurgeon

Attending Pediatrician

Assistant Professor of Neurological

Professor of Clinical Neurology

Surgery in Pediatrics



Office (212) 746-3278

Office (212) 746-2363

Maria Rust, CPNP, MSN, RN

In addition, we collaborate with a 
Pediatric Nurse Practitioner


team Orthopedic Physicians located 
 
Clinical Coordinator



at Hospital for Special Surgery, as 
Office (212)746-2363
well as, a team of Physical therapists! 
Please turn the page and fill out the following questionnaire in order to help us provide a more thorough assessment and examination of your child’s suitability for possible therapeutic options.
Patient Name:___________________________________________________________

Home Address: ________________________________________________________________________
________________________________________________________________________

Phone: ________________________________________________________________ 
Guarantor Name: ________________________________________________________________________
Home Address: ________________________________________________________________________
________________________________________________________________________
Phone: _________________________________________________________________ 

Email Address: __________________________________________________________

Date of Birth: ________________________ Age:_______________________________ 
Sex: ________________________________ Social Security #:____________________ 
Marital Status: _______________________Occupation: ________________________
Do you need a translator for your appointment: ______________________________

How were you referred to us?
WEBSITE INSURANCE FAMILY/FRIEND/ EMERGENCY ROOM/OTHER
________________________________________________________________________ 
Referring Physician: _______________________________________________________________________
Phone:____________________________________Fax:__________________________
Address: ________________________________________________________________________
________________________________________________________________________
Primary Care Physician: __________________________________________________  

Phone:_____________________________________Fax:________________________
Address: _______________________________________________________________________
________________________________________________________________________
Sub-Specialist (1) ________________________________________________________

Phone: _____________________________________Fax:________________________

Address: ________________________________________________________________________
________________________________________________________________________

Have you ever been hospitalized for a reason other than surgery?

Reason: _________________________________________________________________

When: ____________________________

Reason: _________________________________________________________________
When: ____________________________

Reason: _________________________________________________________________ 
When: ___________________________

Reason: _________________________________________________________________ 

When: ____________________________
Have you ever had surgery?

Reason: _________________________________________________________________ 
When: _____________________________

Reason: _________________________________________________________________ 
When: _____________________________

Reason: _________________________________________________________________ 
When: _____________________________

Reason: _________________________________________________________________ 
When: __________________________

Please list any medications you are currently taking:

Name Dosage/How administered

1.______________________________________________________________________

2.______________________________________________________________________

3.______________________________________________________________________

4.______________________________________________________________________

5.______________________________________________________________________

6.______________________________________________________________________

7.______________________________________________________________________

8.______________________________________________________________________

9.______________________________________________________________________

10._____________________________________________________________________

11._____________________________________________________________________

12._____________________________________________________________________

Are you presently taking aspirin or have you taken aspirin in the past 7 days? 
_________ Yes _________ No
Are you allergic to any medications?
Name: ________________________   Reaction:_________________________________
Name: ________________________   Reaction:_________________________________
Preferred Pharmacy
Name_______________________________ Telephone#:________________________

Address: ________________________________________________________________

________________________________________________________________________
Neurological Function Assessment

What are your most recent MRI/CT Scans?

Image_____________________________ Date_________________________________

Image_____________________________ Date_________________________________

Image_____________________________ Date_________________________________

What concerns do you have regarding your function, mobility, or sensation declining or deteriorating over the past year?

________________________________________________________________________________________________________________________________________________________________________________________________________________________.

Do you have any increased difficulty with any of the following activities?
Bathing

Non-Independent

Independent

Assisted
Eating


Non-Independent

Independent

Assisted
Walking

Non-Independent

Independent
 
Assisted
Sleeping

Non-Independent

Independent

Assisted
Dressing

Non-Independent

Independent

Assisted
Using the bathroom    Non-Independent

Independent

Assisted
Transport/Driving
Non-Independent

Independent

Assisted
School Activity
Non-Independent

Independent

Assisted
Employment

Non-Independent

Independent

Assisted
ADLs 


Non-Independent

Independent

Assisted
Please elaborate as needed: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever been diagnosed with Spasticity?  When?

________________________________________________________________________________________________________________________________________________

Have you ever been diagnosed with Dystonia?  When? 

________________________________________________________________________________________________________________________________________________

Do you experience spasms or spastic movements?   Yes    

No   


How often do you experience the spasms?
None  

Less than 10/hour  


More than 10/hr

If yes, please describe where it occurs and the details:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do any of the following trigger the spasms?

Positional Changes
        Infections  
      Pressure Areas 
           Constipation

Other___________________________________________________________________________________________________________________________________________

How do your spasms impact your function, independence and care?

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you take any medications to help control your spasms?

________________________________________________________________________________________________________________________________________________

Have you trialed any other treatments to manage spasms? 

(Please list dates, hospital where treatment was done and outcome)

________________________________________________________________________________________________________________________________________________________________________________________________________________________

What previous physical therapies have you undergone in regards to your spasticity, neuro-motor disabilities?
(Please describe the therapy, length and where it was done)

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you currently use or wear any orthoses, braces or casts to help improve your range of motion or improve muscle function?

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Treatment Goals
Ongoing communication is key in providing realistic feedback to patients and caregivers regarding expectations and goals of treatment.  We look forward to learning more about what you hope to achieve in terms of relief of symptoms and/or pain and improvements in lifestyle. 
Please list some of the goals you would like achieved through management with the multidisciplinary team?
1.______________________________________________________________________

2. ______________________________________________________________________

3. ______________________________________________________________________

4. ______________________________________________________________________

5. ______________________________________________________________________

Of the previously listed goals, what is the goal which you wish to improve the most?

1. ______________________________________________________________________

I believe the above information is complete to the best of my knowledge.

Patient signature: _______________________________________________________Date:____________

If this form was completed by someone other than the patient, please list name, relationship to the patient and the reason that that the patient was unable to complete the form:

________________________________________________________________________________________________________________________________________________

Reviewed and discussed with patient:__________________________Date: ___________
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