Dear Patient,
We appreciate your entrusting Reed Migraine Centers with your medical care, and we
are now at the point of scheduling you for an initial consultation with Reed Migraine.
Prior to actually having the consultation though, it is important that you complete the
attached set of questionnaires. Now, I realize that there are quite a few forms here for
completion, but stating the obvious, we are dealing with a very serious situation with
your headaches and one that has impacted your life greatly. Further, you are now
considering a surgical therapy that has the potential of controlling those headaches and
restoring your life. We therefore take our responsibility here very seriously and believe
that it is important to gather all of the necessary information to help determine the best
course of treatment for you. Also, much of this information is actually specifically
required by insurance carriers.
Finally, many of the questions are used as part of Reed Migraine’s ongoing clinical
research in our continuing efforts to improve our processes and care for all patients. As
such, I and our future patients very much appreciate your time in completing these
forms.
Following completion of these forms, the actual consultation will consist of two separate
telephone (or office) interviews. The first interview will be with me, Dr. Ken Reed, and
will consist of two components: 1) Initially, I will review the medical history of your
headaches, and, 2) I will review the implant procedures in detail and then spend all the
time necessary in answering any questions that you might have.
The second interview will be with either Dr. Cartwright or Dr. Hanks, who will review the
headache impact questionnaires that are enclosed here. Chronic headaches of course
affect the lives of everyone who suffers from them, and these questionnaires are
designed to determine and gauge the impact that your headaches have had on your life.
Again, as part of the initial interview I will spend all of the time necessary to review all of
the questions that you, or your family, might have. Should you, however, have any
general questions prior to the interview, certainly please contact our office at any time.
Otherwise, I look forward to meeting you and our discussions in the initial interview.
est wishes,

Ken Reed, MD
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Describe the circumstances of how your headaches began? Did they just come on, or was there
an accident, or something else? ___________________________________________________
_____________________________________________________________________________
Please list all of your current medications:
Headache Medications
1. _________________________
2. _________________________
3. _________________________
4. _________________________

5. _________________________
6. _________________________
7. _________________________
8. _________________________

Other Medications
1. _________________________
2. _________________________
3. _________________________
4. _________________________

5. _________________________
6. _________________________
7. _________________________
8. _________________________

Do you have any allergies to medications? _________
with the type of reaction:

If yes, then please list them along

Medication

Describe Reaction

1.
2.
3.



' !' !' $ #%&' "!''&'



  

 ' $ ' '&' 

'&' ###'

Please list all surgeries you have had:
Surgery

Date

Please list all other hospitalizations you have had:
Reason

Date

Please list all other medical problems that you have had previously, or are currently
experiencing:
Problem

Date

Please check all of the below that may apply to you:





Bleeding Problems
High Blood Pressure
Stroke
HIV






Hepatitis
Heart Disease
Cancer
Diabetes






Drug Addiction
Liver Disease
Depression
Thyroid Problems

Please list any medical problems that run in your family:
Problem
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HEADACHE
HISTORY FORM

During the last 3 months, on average how many headaches did you have PER MONTH? ___________
During the last 3 months, how severe was your headache pain (on a 0 to 10 scale)?
Your typical/average headache severity: __________.
The worst your headaches can get (highest pain level): __________.
How old were you when you first started having headaches? __________.
How long have your headaches been as severe as they are now? ______________.
Since you started getting headaches:
What is the longest you have had a continuous headache? _______________.
What is your longest headache-free period? _______________.
Are you ever completely free of all pain in the head and the neck?
Yes

No

How many times in the past year have you been treated for headaches at:
Your doctor’s office?

________________

Emergency Room?

________________

Admitted to hospital? _______________
Have you ever sought treatment for your headaches at a National Center (e.g., Mayo Clinic, Diamond
Clinic, MHNI, Cleveland Clink, Jefferson Clinic, etc.)
Yes

No

Have you ever had (in your life)?
Whiplash
Been in a motor vehicle accident

Concussion
Had other trauma or surgery to your head or
neck

Dental:
Frequent cavities/poor dentition
Grind teeth

Frequent/significant dental work
Trouble with the jaw: R / L / Both Sides
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Headache Relief Measures
Please list all medications that you have taken over the last 3 months for headache relief. Include all
over the counter medications or supplements, such as aspirin, ibuprofen, Excedrin, etc…
Additional treatments you have tried
Chiropractic
Acupuncture
Biofeedback
Massage
Dry needling
Trigger point injections
Occipital nerve blocks
Botox
Pain Blocks (facet injections, etc…)
Implanted stimulators
Dental Surgery
Sinus Surgery
TMJ Surgery
C-spine/Neck Surgery
Other:
Other:

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

Revised 01/2018 Form PP1.03

Do you get a warning sign before you get a headache?
Spots or flashes in your eyes.

Fatigue

Nausea, Vomiting

Partial loss of vision: If so, then:

Numbness or Tingling: If

Unusual Smells

Describe: __________________________

so, then: Where? _________

Sensitivity to Light

__________________________________

________________________

Weakness: If so, then:

Does it come on before or
after the headache? ______

Where: ___________________________

How long does it last? _____

_________________________________
Does it come on before or after

________________________

the headache? ____________________
How long does it last? ______________
_________________________________
Where does it start and where does it spread to? Describe: __________________________________
__________________________________________________________________________________
_ Then, please mark on the drawings: 0OUIFESBXJOHTCFMPXQMFBTFTIBEFUIFBSFBTXIFSFZPVGFFMUIF
QBJO UIFOQMBDFBO9PWFSUIFBSFBPGXPSTUQBJO

Do you feel headache pain?
1. All over your head (right, left, front, and back)?
Yes

No

Or,
2. Is your headache pain more localized?
Yes

No

If localized, then do you feel it PRIMARILY:
Back of the head

Front of the head

Is it on the right side, left side, or both sides?
Right side

Left side

Both sides

3. If you experience headache pain in more than one
location, is the pain about the same all over, or
the pain much worse at one location? ___________
__________________________________________
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What type of headaches have you been diagnosed as having? If you have more than one type of
headache, then please mark all that you have been diagnosed with:
Tension Headache

Chronic Daily Headache

Transformed Migraine

Migraine
Migraine with Aura

Hemicrania Continua
Occipital Neuralgia

Hemiplegic Migraine
Abdominal Migraine

Cluster Headache

Post-Traumatic Headache

Other: ______________

If you have an aura, please describe in detail: ______________________________________________
___________________________________________________________________________________
How fast does it build, from no/minimal pain to its maximum pain level?
Seconds

Minutes

1 Hour

2-5 Hours

6-12 Hours

1 Day

2 Days

>2 Days

Varies/No Pattern

How long does it typically last, without treatment?
Seconds

Minutes

1 Hour

2-5 Hours

6-12 Hours

1 Day

2 Days

>2 Days

I don’t know. I always treat it
with something.

How long does it typically last, with treatment?
Seconds

Minutes

1 Hour

1 Day

2 Days

>2 Days

2-5 Hours

6-12 Hours

How do you treat your headache now (medications, other measures)?
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
What does it feel like; how would you describe the pain?
Throbbing/pulsing

Sharp/stabbing

Burning/tingling

Pressure/squeezing
Other: _________________

Dull/nagging

Jab/jolt

What time does your headache usually start?
|______________________________________________________________________|
Midnight
6AM
Noon
6PM
Midnight
Unpredictable
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Associated Symptoms
During a headache, do you have any of these symptoms? (Please check ALL that apply
Light sensitivity

Sound sensitivity

Sensitivity to smells

Vomiting

Stuffy Nose

Tingling / numbness. Where? ____________

Blurred vision

Double vision

Zigzag lines

Tunnel vision

Blind spots

Bright spots

Colored spots

Confusion

Red/injected eye

Tearing

Jabs/jolts of pain

Falling

Pupil size change

Eyelid droop:
Left/Right
A feeling like there’s something in the eye

Nausea

Vertigo/light headed/room spinning/sensation of movement
Passing out/ Loss of
consciousness

Weakness; where?
_______________________

Whooshing sound in the ears

Poor concentration

Ringing in the ears

Slurred speech

Seizures

Do you pace/rock?

Restlessness/can’t hold still

Do you hit your head?

Headache Triggers/Precipitating Factors
Which of these things will set off this type of headache? (Check ALL that apply)
Bright lights
Sun
Stress

Letdown

Weather changes

Change in sleep pattern

Cough/strain

Allergies/Sinus

Hormonal changes:
Menstrual period
/ovulation/ pregnancy/
post-partum
/contraceptives

Foods:

Travel to
Altitude

Fasting

Exercise/exertion

Flashing lights

____________________
____________________
____________________

Orgasm

Travel/time zone
changes
Position changes

Alcohol
Chewing/talking

Other: ______________
NOTES (Other things you wish us to know):
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
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MIGRAINE DISABILITY
ASSESSMENT

The MIDAS (Migraine Disability Assessment) questionnaire was put together to help you measure the
impact your headaches have on your life. The information on this questionnaire is also helpful for your
primary care provider to determine the level of pain and disability caused by your headaches and to
find the best treatment for you.

Instructions
Please answer the following questions about ALL of the headaches you have had over the last 3
months. Select your answer in the box next to each question. Select zero if you did not have the
activity in the last 3 months.
__________ 1. On how many days in the last 3 months did you miss work or school because
of your headaches?
__________ 2. How many days in the last 3 months was your productivity at work or school
reduced by half or more because of your headaches? (Do not include days you
counted in question 1 where you missed work or school.)
__________ 3. On how many days in the last 3 months did you not do household work (such
as housework, home repairs and maintenance, shopping, caring for children
and relatives) because of your headaches?
__________ 4. How many days in the last 3 months was your productivity in household work
reduced by half of more because of your headaches? (Do not include days you
counted in question 3 where you did not do household work.)
__________ 5. On how many days in the last 3 months did you miss family, social or leisure
activities because of your headaches?
__________ Total (Questions 1-5)
___________________________________________________________________________________
__________ A. On how many days in the last 3 months did you have a headache? (If a
headache lasted more than 1 day, count each day.)
__________ B. On a scale of 0 - 10, on average how painful were these headaches? (where 0
= no pain at all, and 10 = pain as bad as it can be.)
Scoring:After you have filled out this questionnaire, add the total number of days from questions 1-5
(ignore A and B)
MIDAS
MIDAS
Grade

Please return this form to Reed Migraine Centers.

Definition

Score

I

Little or no disability

0-5

II

Mid disability

6-10

III

Moderate disability

11-20

This survey was developed by Richard B. Lipton, MD, Professor of
IV
Severe disability
Neurology, Albert Einstein College of Medicine, New York, NY, and Walter
F. Stewart, MPH, PhD, Associate Professor of Epidemiology, Johns Hopkins University, Baltimore, MD.

21+
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HEADACHE IMPACT TEST
This questionnaire was designed to help you describe and communicate the way you feel and what you
cannot do because of headaches.
1. When you have headaches, how often is the pain severe?
Never
Rarely
Sometimes
Very Often

Always

2. How often do headaches limit your ability to do usual daily activities including household work,
work, school or social activities?
Never

Rarely

Sometimes

Very Often

Always

3. When you have a headache, how often do you wish you could lie down?
Never

Rarely

Sometimes

Very Often

Always

4. In the past 4 weeks, how often have you felt too tired to do work or daily activities because of your
headaches?
Never

Rarely

Sometimes

Very Often

Always

5. In the past 4 weeks, how often have you felt fed up or irritated because of your headaches?
Never

Rarely

Sometimes

Very Often

Always

6. In the past 4 weeks, how often did the headaches limit your ability to concentrate on work or daily
activities?
Never

Rarely

Sometimes



Very Often



Always





Column 1

Column 2

Column 3

Column 4

Column 5

(6 points each)

(8 points each)

(10 points each)

(11 points each)

(13 points each)

TOTAL SCORE
To score, add points for answers in each column.
Please return this completed form to Reed Migraine Centers.

Revised 01/2018 | Form PP1.05

SF-12Ò PATIENT
QUESTIONNAIRE

SF-12® Patient Questionnaire
Patient Name ______________________________________________ Date of Birth _____________
SF-12®:This information will help your doctors keep track of how you feel and how well you are able
to do your usual activities. Answer every question by placing a check mark on the line in front of the
appropriate answer. It is not specific for arthritis. If you are unsure about how to answer a question,
please give the best answer you can and make a written comment beside your answer.
1. In general, would you say your health is:
_____ Excellent (1)
_____ Very Good (2)
_____ Good (3)
_____ Fair (4)
_____ Poor (5)

The following two questions are about activities you might do during a typical day. Does YOUR
HEALTH NOW LIMIT YOU in these activities? If so, how much?
2. MODERATE ACTIVITIES, such as moving a table, pushing a vacuum cleaner, bowling, or playing golf:
_____ Yes, Limited A Lot (1)
_____ Yes, Limited A Little (2)
_____ No, Not Limited At All (3)

3. Climbing SEVERAL flights of stairs:
_____ Yes, Limited A Lot (1)
_____ Yes, Limited A Little (2)
_____ No, Not Limited At All (3)

During the PAST 4 WEEKS have you had any of the following problems with your work or other regular
activities AS A RESULT OF YOUR PHYSICAL HEALTH?
4. ACCOMPLISHED LESS than you would like:
_____ Yes (1)
_____ No (2)

5. Were limited in the KIND of work or other activities:
_____ Yes (1)
_____ No (2)

During the PAST 4 WEEKS, were you limited in the kind of work you do or other regular activities AS A
RESULT OF EMOTIONAL PROBLEMS (such as feeling depressed or anxious)?
6. ACCOMPLISHED LESS than you would like:
_____ Yes (1)
_____ No (2)

7. Didn’t do work or other activities as CAREFULLY as usual:
_____ Yes (1)
_____ No (2)
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8. During the PAST 4 WEEKS, how much did PAIN interfere with your normal work (including both
work outside the home and housework)?
_____ Not At All (1)
_____ A Little Bit (2)
_____ Moderately (3)
_____ Quite A Bit (4)
_____ Extremely (5)

The next three questions are about how you feel and how things have been DURING THE PAST 4
WEEKS. For each question, please give the one answer that comes closest to the way you have been
feeling. How much of the time during the PAST 4 WEEKS –
9. Have you felt calm and peaceful?
_____ All of the Time (1)
_____ Most of the Time (2)
_____ A Good Bit of the Time (3)
_____ Some of the Time (4)
_____ A Little of the Time (5)
_____ None of the Time (6)

10. Did you have a lot of energy?
_____ All of the Time (1)
_____ Most of the Time (2)
_____ A Good Bit of the Time (3)
_____ Some of the Time (4)
_____ A Little of the Time (5)
_____ None of the Time (6)

11. Have you felt downhearted and blue?
_____ All of the Time (1)
_____ Most of the Time (2)
_____ A Good Bit of the Time (3)
_____ Some of the Time (4)
_____ A Little of the Time (5)
_____ None of the Time (6)

12. During the PAST 4 WEEKS, how much of the time has your PHYSICAL HEALTH OR EMOTIONAL
PROBLEMS interfered with your social activities (like visiting with friends, relatives, etc.)?
_____ All of the Time (1)
_____ Most of the Time (2)
_____ A Good Bit of the Time (3)
_____ Some of the Time (4)
_____ A Little of the Time (5)
_____ None of the Time (6)

Surgeon Signature________________________________________ Date_______________________
SF-12® Health Survey © 1994, 2002 by Medical Outcomes Trust and QualityMetric Incorporated. All Rights Reserved SF-12® is
a registered trademark of Medical Outcomes Trust
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AUTHORIZATION TO RELEASE
MEDICAL RECORDS

Patient Information
First Name: ___________________ Last Name: _______________________ Middle Initial: __
Date of Birth: _______________________ Social Security Number: ______________________
I, _______________________ (“Patient”) hereby authorize ____________________________________________
(“Physician”) to release my medical information and records for medical review,
examination, and/or treatment to:
Reed Migraine Centers of Texas, PLLC
11970 North Central Expressway, Suite 510
Dallas, Texas 75243
Phone: 972.707.2800Fax: 855.335.6014
*GVSUIFSBVUIPSJ[F3FFE.JHSBJOF$FOUFST 1--$BOE/FVSP4UJN5FDIOPMPHJFT --$UPTFOENZ
SFDPSETUPBOEGSPNBOZPUIFSDBSFHJWFSTUBLJOHQBSUJONZDBSFUPJODMVEF%S$BSUXSJHIUBU$BSFSJHIU
$MJOJDBM4FSWJDFT -#+'XZ/P %BMMBT 59 BOE%S%)BOLT 8"SBQBIP3E /P
 3JDIBSETPO 59 *TQFDJGJDBMMZBVUIPSJ[F%ST$BSUXSJHIUBOE)BOLTUPSFDFJWFBOETFOENZ
SFDPSETUP3FFE.JHSBJOF$FOUFST
Information to be disclosed:
☐ Complete Record
☐ Pertinent information (Demos, History & Physical, Diagnostic Test Results)
☐ Imaging Films and/or Reports
☐ Consultation and/or Operative Reports

I further acknowledge that I have been made aware of the reasons for the
disclosure of the above information, and the risks and benefits associated with
consenting to its release.
This authorization will expire one year after the date of signature. However, I
understand that I may revoke my consent at any time, except to the extent action
has already been taken on it, by providing a signed, written statement to that
effect.
Patient: __________________________________________ Date of Birth: _______________
Patient Signature: ___________________________________ Date: _____________________
Witness Name: _____________________________________ Date: _____________________
Witness Signature: _________________________________ Relation to Patient: ___________
Revised 01/2018 | Form PP1.02

AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION
According to state and federal law Reed Migraine Centers must have your written permission
to use or give out your Protected Health Information (PHI) for any purpose that is not
described in our Notice of Privacy Practice. If you want your PHI shared with someone other
than you, you need to let Reed Migraine Centers know by completing this form. This form
authorizes Reed Migraine Centers to disclose your Protected Health Information (PHI) to the
person(s) indicated below. This form must be filled out in its entirety in order to be valid.
A. PATIENT NAME
First Name: ___________________________ Last Name: ___________________________
B. AUTHORIZED INDIVIDUAL(S) SECTION
Name of person(s) to whom you are authorizing Reed Migraine Centers to disclose your PHI:
1) ___________________________________
Name

_________________________________
Relationship to Patient

Address: ______________________________________________________________
Phone Number: _______________________________

2) ___________________________________
Name

__________________________________
Relationship to Patient

Address: ______________________________________________________________
Phone Number: ________________________________
C. PURPOSE OF THE DISCLOSURE
By signing this form, I authorize Reed Migraine Centers to disclose my PHI to the authorized
individuals listed above for the following purposes (check all that apply):
Accessing my enrollment information (such as name, address, employer, effective date, etc.)
Accessing my financial information
Accessing my claims and authorizations
Medical Records (which may include diagnosis, procedures performed, providers seen, and
case management records)
Mental Health Records

Revised 07/2018 | Form PHI Release

All of the above
D. TERM
This Authorization will remain in effect until (check one):
All past, present, and future periods, OR
Date or event: ______________________________________ unless I revoke it.
(NOTE: You may revoke this authorization in writing at any time by notifying Reed
Migraine Centers, preferably in writing.)

If signed by a Legal Representative on behalf of the patient, please complete the
following:
a) Print your full name: _________________________________________________________
b) Describe your legal authority to act for the member (e.g., durable power of attorney, court
order, parent of minor child, etc.)
__________________________________________________________________________
c) Attach the legal document naming you as the legal representative when you return this form.

_______________________________________________
Signature of Patient

______________________________________________
Signature of Legal Representative

______________________________________________
Patient Date of Birth

______________________________________________
Date
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