Stroke Questionnaire
** Information to be obtained by the first contact-EMS,ED Staff, Nursing Staff- Completed form should be put with patient’s Medical Record.**

	1. When did the Stroke Occur? When was the patient last normal?



	2.   Is the patient a Diabetic?                                   Yes             No                Unknown

	3.   Does the patient have a history of Seizures or Convulsions?

                                                                           Yes             No                Unknown

	4.  Has the patient had a previous stroke?               Yes             No                Unknown

     If yes, when? _________________________
     If yes, what side of the body was affected?        Right             Left

	5.   Is the patient on blood Thinner medication?     Yes             No                Unknown
      If yes, what medication? ________________________________
      If yes, when did the patient last take it? _____________________
      If yes, does the patient take the medication CONSISTENTLY as ordered?

Yes            No                Unknown


Information obtained from:
Patient

Family

Other:________________

Information obtained by:
EMS

ED Staff
Other:________________

