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_________________________________________________
Name (Last, First M.I.)

_________________________________________________
Date of Birth (Month/Day/Year)

If you have completed sections 1-4 since your last birthday, please proceed to section 5.   

5. Strong Epilepsy Center  
 
With which hand do you write?  n



Anti-Seizure Medications: 

Check all that you take presently or have taken in the past. 

If you took the medication in the past, check the box and explain why you stopped. 

 n  acetazolamide (Diamox)   	 n Past/Why stopped? _____________________

 n  cannabidiol (Epidiolex)   	 n Past/Why stopped? _____________________

 n  carbamazepine (Tegretol, 	 n Past/Why stopped? _____________________ 

Carbatrol) 	   

n  chlorazepate (Tranxene) 	  n Past/Why stopped? _____________________

 n  clobazarn (Onfi, Frisium) 	  n Past/Why stopped? _____________________

 n  clonazepam (Klonopin) 	  n Past/Why stopped? _____________________

 n  diazepam (Valium) 	  n Past/Why stopped? _____________________

 n  eslicarbazepine (Aptiom) 	  n Past/Why stopped? _____________________

 n  ethosuximide (Zarontin)	  n Past/Why stopped? _____________________

 n  ezogabine (Potiga) 	  n Past/Why stopped? _____________________

 n  felbarnate (Felbatol)	 n Past/Why stopped? _____________________

 n  gabapentin (Neurontin)	  n Past/Why stopped? _____________________

 n  

 

 


