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Neurological assessment sheet
Surname

First name

Hospital Number

Age

(Affix identification label)

Referred by

Presenting complaint:

History

REVIEW OF SYSTEMS

Respiratory 
    Cardiovascular 
Alimentary 
Urological 
Reproductive

PAST MEDICAL HISTORY

FAMILY HISTORY

SOCIAL HISTORY 

Race/Nationality

Foreign Travel

Occupations

Smoking

Alcohol

Accommodation and home environment

ALLERGIES 





TRANSFUSION RECORD
MEDICATION

GENERAL EXAMINATION

Appearance

Temperature

Respiratory







Cardiovascular
Airway







Pulse
Rate and regularity





BP
Auscultation






JVP
Carotid bruit









Oedema










Auscultation









Peripheral pulses
R      L










Femoral










Post Tibial










Dorsalis pedis

Alimentary / Urogenital


Mouth and teeth

Abdomen

Genitalia






PR
Bladder






Anal tone and reflex

Continence

NEUROLOGICAL EXAMINATION

HEAD







SPINE
Size







Deformity
Contour






Tenderness
Bruit







Kernig’s/SLR
NECK








Femoral stretch test
Rigidity






Movement
Movement

CONSCIOUS LEVEL

Alert 

Stuporose 
Coma
Glasgow Coma Scale (GCS)
Eyes open

- never 




1

- to pain 




2

- to verbal stimuli 



3

- spontaneously

 

4

Best verbal response

- none 





1

- incomprehensible sounds 


2

- inappropriate words 



3

- disoriented + converses 


4

- oriented and converses 


5

Best motor response

- none 





1

- extension (decerebrate rigidity)

2

- abnormal flexion (decorticate rigidity) 
3

- flexion withdrawal 



4

- localises pain 



5

- obeys commands 



6

--------------------

TOTAL 





(Range 3-15)

HIGHER CORTICAL FUNCTIONS AND MENTAL STATE

Handedness

Orientation 

Time

 Place 


Person
Language

Memory

CRANIAL NERVES 



    Right 


Left

I 

Smell
I I

Visual acuity

Distant

Near (J or N)

Visual fields

Visual inattention

Fundoscopy

Ptosis / Lid Lag

Proptosis

III 

Pupil 

Size

IV



Shape

VI 



Reaction

External ocular movement

Nystagmus (specify)

V 

Corneal reflex

Sensation
 - pinprick/temp

- light touch

Mastication/jaw deviation

Jaw jerk

VII 

Facial movement

Taste

VIII 

Auditory acuity

Weber

AC/BC
Tympanic membrane

CRANIAL NERVES 



Right 



Left

IX

 Palatal myoclonus

X 

Palatal movement

Swallowing

Phonation

Gag reflex

XI 

Sternomastoid/trapezius

XII 

Tongue

GAIT:

Heel/toe 

Arm swing

Turns


Romberg

MOTOR FUNCTION 
       UPPER LIMB 

RIGHT 

LEFT
Wasting

Abnormal movement/posture

Apraxia/drift

Tone

Power (see below)

Coordination

MOTOR FUNCTION 
      LOWER LIMB 

RIGHT 

LEFT
Wasting

Abnormal movement/posture

Tone

Power (see below)

Coordination

Apraxia

Vital Capacity (L)

Ventilation

Swallowing

Neck Flexion

Walk 5m with aid

Walk 5m without aid

Run

Timed walk 10m (secs)

Disability grade 

0 - Healthy

1 - Minor symptoms or signs, capable of running

2 - Able to walk 5m across open space without assistance,  

      frame or stick (but unable to run)
3 - Able to walk 5m across open space with help of one 
      person and waist level frame, stick or sticks

4 - Chair or bed-bound: unable to walk as in 3

5 - Requiring assisted ventilation (for at least part of day or 
      night)

MUSCLE POWER

Movement 




Right 




Left

Face

Shoulder abduction *
Shoulder adduction

Elbow flexion *
Wrist flexion

Wrist extension* 
Extensor digitorum communis

Grip

First dorsal interosseous*
Abductor pollicis brevis

Hip flexion*
Hip extension

Hip abduction

Knee flexion

Knee extension*
Ankle dorsiflexion*
Ankle plantar flexion

Other

Expanded MRC sum score (see below) = 
MRC scale

0 - No movement

1 - Minimal movement

2 - Movement with gravity eliminated

3 - Movement against gravity

4 - Movement against gravity and resistance

5 - Full power

Expanded MRC sum score = sum of asterisked movements (scores 2+3 imply full permissible range of movement, score 4- as 3.5, 4 as 4, 4+ as 4.5: top score is 5*14 = 70)

REFLEXES

BJ 
SJ 
TJ 
FF 
Hoffmans 
ABDOMINAL 
KJ 
AJ 
PL

left

------------------------------------------------------------------------------------------------------------right

Code

(-)        = absent

(+/-)     = present with reinforcement only

(+)       = present without reinforcement

(++)     = present without reinforcement, responses greater then (+)

(+++)   = exaggerated without clonus

(++++) = exaggerated with clonus

Sensation
Pinprick (PP)

Temperature

Light touch

Position sense

Vibration sense

Cortical sensory loss - Inattention

Stereognosis

Graphaesthesia

FUNCTIONAL ASSESSMENT
Feeding 



Independent/Needs Help/Dependent

Grooming 



Independent/Dependent

Bowels 



Fully continent/Occasional accident/incontinent

Bladder 



Fully continent/Occasional accident/incontinent

Dressing 



Independent/Needs Help/Dependent

Chair/bed transfer 


Independent/Minimal help/Able to sit/Dependent

Toilet 




Independent/Needs help/Dependent

Mobility



Independent walking/Minimal help/Wheelchair 
independent/immobile

Stairs 




Independent/Needs Help/Unable

Bathing 



Independent/Dependent

Summary

Provisional Diagnosis

Investigations and results.
Bloods

Neurophysiology

Imaging

ECG

Other

