
Northeast Regional Epilepsy Group 
 

EVENT CALENDER 
 

Patient’s Name: _______________________________   D.O.B.: ____________   Study Date:___________ 
 

NOTE:  Very important to list ANY event that you experience.  The information that you 
provide here is critical to the success of your AEEG monitoring. 

 
Date Time Awake/Asleep Description of Event 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

 


