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PEDIDO DE ELETRENCEFALOGRAMA 
 
 
Nome: ___________________________________________________________________ 

Idade: __________ Prontuário: ______________ Tel.: (___)  _______________________ 

Semiologia das crises:_______________________________________________________ 

_________________________________________________________________________

_________________________________________________________________________ 

Diagnóstico sindrômico: _____________________________________________________ 

Exame neurológico: ________________________________________________________ 

Medicamentos em uso: ______________________________________________________ 

_________________________________________________________________________

Exames prévios (EEG/TC/RM): _______________________________________________ 

_________________________________________________________________________  

 

Médico: __________________________________________ Data: __________________ 
 

Serviço de Neurologia do Hospital Universitário – UFSC – Fone: 48-3721-9133/9134 
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