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NEUROLOGICAL EXAMINATION 
 
History 

The neurologic Chief Complaint and History of Present Illness are taken just as in any other medical 
specialty.  Particular care should be used, however, in evaluating such vague complaints as 
“numbness,” “dizziness,” “weakness,” and “blackout.”  Some patients who suffer from weakness or 
paresis of a limb may refer to it as “numbness.”  Patients who have spells of vertigo, grand mal 
seizures, syncopal episodes, partial complex seizures, or panic reactions may call them “blackouts,” 
etc. Ask whether the patient is right or left handed. Special attention should be paid to the time of 
onset and progression of symptoms.  After completing the History of Present Illness, a review of any 
other Neurological Complaints should be included. A normal review of neurological complaints 
follows: 

“The patient denies headaches, dizziness, fainting, seizures, trouble with thinking or memory, or 
problems with speaking or writing.   She/he denies blindness, double vision, deafness or tinnitus, and 
trouble with chewing or swallowing.  There is no weakness, numbness or tingling of the face or 
limbs, nor unsteadiness or clumsiness.  She/he denies significant pain in the neck, back or limbs.  
There is no problem with bladder or bowel control.” 

A brief medical review of systems, past history, and family history should be obtained on all patients. 

Physical Examination 

A brief and appropriate general Physical examination should be done on all patients. Often 
neurological syndromes are manifestations of systemic diseases that would otherwise be missed. 

Neurologic Examination 

I. Cognitive Function 

• Mental Status 

Assess the level of consciousness (alert, drowsy or stuporous).  Inattention alone may cause 
cognitive difficulties which are more apparent than real.  Patient orientation, attention, memory, 
and language should be tested. 

This may be obvious during the taking of their history, but better yet, it is formally tested and 
scored with a standard mini-mental test. 

A mini-mental test has been devised to quantify mental status deficits (Folstein, F.M., Folstein, 
S.E., McHugh, P.R.: A Practical Method for Grading the Cognitive State of Patients for the 
Clinician. J Psychiatry Res 12:189-198,1975).  The test provides a formal measure of memory 
and orientation, as well as cognitive and language abilities.  Out of a possible score of 30, 
obviously demented patients generally score below 20. 
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NEUROLOGIC MINI-MENTAL STATUS EXAM EVALUATION 

1. Ask the patient to tell the date. Ask for any parts omitted: month, date, year, day of week and 
season 
5 points total, subtract 1 for each part not given. 

2. Ask the patient to tell where they are. Ask for any parts omitted: name of hospital, floor, town, 
state and county. 
5 points total, subtract 1 for each part not given. 

3. Ask the patient to name three objects. Ask the patient to repeat them. 
3 points total, subtract 1 for each part not given. 

4. Ask the patient to subtract serial 7s and stop after 5 answers. Alternatively, ask the patient to 
spell WORLD backwards. 
5 points total, subtract 1 for each wrong number or out of order letter. 

5. Ask the patient to repeat the names of the three objects above (in number 3). 
3 points total, subtract 1 for each object not recalled. 

6. Show the patient two items (pencil and a watch) and have them name the items. 
2 points total, subtract 1 for each item not named correctly. 

7. Ask the patient to repeat, “No, ifs, ands, or buts.” 
1 point total, score 0 or 1 on the 1st try. 

8. Ask the patient to follow a three-stage command: “Take this paper in your right hand, fold it 
in half, and put it on the floor.” 
3 points total, subtract 1 for each action not performed. 

9. Instruct the patient to read and obey the following: “CLOSE YOUR EYES” 
1 point total, subtract 1 if the patient’s eyes do not close. 

10. Instruct the patient to compose and write a sentence. 
1 point total, subtract 1 for absence of subject, verb, or sensible meaning. 

11. Instruct the patient to copy two intersecting pentagons. 
1 point total, subtract 1 for fewer than 10 angles or 2 intersecting lines. 

• Speech 

Abnormalities of conversational speech (articulation, rate and rhythm) will often be noted as the 
history is first elicited. 

• Affect and behavior  

Where significant, note should be made of unusual affect (silent, withdrawn, angry, excited, 
jubilant) or peculiar behaviors or movements.  Poor judgment, irrelevant or tangential speech 
may be evident. 
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II. Cranial Nerves 

1. OLFACTORY - Sense of smell is intact to coffee (or soap or rubbing alcohol) and should 
be tested if the patient mentions abnormal taste or smell. 

2. OPTIC – The optic disc margins are sharp. There are no hemorrhages or exudates in the 
fundi. Retinal vessels are normal. Visual fields are intact to confrontation.  (Test visual 
acuity if findings are abnormal or patient mentions abnormal vision.) 

3-4-6. OCULOMOTOR, TROCHLEAR and ABDUCENS - The pupils are equal, round and 
reactive to light both directly and consensually. The extraocular movements are intact. 
There is no nystagmus in any direction.  (If any abnormalities are found then check 
accommodation and convergence.) 

5. TRIGEMINAL - Facial sensation is intact to pinprick and light touch.  (If abnormal, or 
patient mentions facial numbness, check the corneal reflex. When the patient mentions 
abnormal speech, chewing or swallowing, test the strength of the masseter and temporalis 
muscles.) 

7. FACIAL - There is no facial asymmetry. Wrinkling of the forehead and smiling are equal 
and symmetrical. (If the patient mentions abnormal taste or smell, test for taste on the 
anterior tongue.) 

8. ACOUSTIC - Hearing is intact to whispered voice (or ticking of a watch or rubbing your 
fingers next to the patient’s ears).  There is no lateralization to vibration of a tuning fork 
placed at the vertex (Weber test).  Air conduction is better than bone conduction (Rinne 
test). (Perform Weber and Rinne tests if hearing appears abnormal.) 

9.-10. GLOSSOPHARYNGEAL, VAGUS - The palate elevates in midline, as patient says 
“ahhhh.”  No hoarseness is noted, and patient is able to cough. 

11. SPINAL ACCESSORY - Strength of the sternocleidomastoid and trapezius muscles is 
normal. 

12. HYPOGLOSSAL - The tongue protrudes in the midline; atrophy and fasciculations are 
absent. No dysarthria is noted. 

III. Motor System 

• Tone 

There is no increased tone (spasticity or rigidity) in the extremities. 

• Strength 

Strength on direct testing is normal throughout. No atrophy or fasciculations are seen. (When 
weakness is detected, the examiner should try to determine the distribution of the weakness, 
i.e. it proximal or distal? muscles supplied by a particular nerve or root? paraparesis or 
hemiparesis?) 

Motor strength should be graded on a scale of 0 to 5: 
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0  =  no contraction 

1  =  flicker or trace of contraction 

2  =  active movement, when gravity eliminated 

3  =  active movement against gravity 

4  =  active movement against gravity and resistance 

5  =  normal power 

IV. Reflexes 

Biceps (C5-C6), triceps (C7-C8), brachioradialis (C5-C6), knee (L2-L4), and ankle (S1) jerks 
are present and symmetrical. Plantar responses are flexor (no Babinski sign). 

Deep tendon reflexes should be graded on a scale of 0-4 as follows: 

0 = absent despite re-inforcement (Jendrassik maneuver) 

1 = present only with reinforcement 

2 = normal 

3 = increased, but normal 

4 = markedly hyperactive, with clonus 

V. Sensory System 

Light touch, pinprick, vibration and position sense are intact throughout. (If a parietal cortical 
lesion is suspected, check especially for double simultaneous stimulation, graphesthesia, and 
stereognosis.) 

Sensation is tested by comparing the right and left sides.  In cases of suspected root or nerve 
lesions, sensation in a dermatomal or peripheral nerve distribution is carefully tested.  If a spinal 
cord lesion is suspected, check for sensory loss over the trunk and sacral areas (in order to 
detect a sensory level). 

VI. Coordination 

There is no tremor or involuntary movement. Finger-to-nose, fine finger movements, heel-to-
knee-to-shin are performed smoothly and accurately. 

VII. Gait/Station 

The patient’s gait is normal including tandem gait (associated movements and postural reflexes 
should be observed and commented upon if abnormal). The patient is able to stand with her/his 
feet together without falling, with eyes open and then closed (Romberg's test). 


