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Neuropsychological Intake Form

Please fill out this form and bring it with you to your appointment.
Please also bring any glasses, hearing aids, etc. that you may use.


Name:__________________________	    Date:_________________________							
Date of Birth:_______________________       Place of Birth:_________________

Age:__________      Handedness:        Right      Left   	Gender:       Male      Female

What languages do you speak? ______________________________________________

Marital Status:       Single/never married	   Married 	     Divorced         Widowed

How many children do you have? ____________________________________________
Where do they live? _______________________________________________________

What is your highest level of education?
    High School Diploma	Associates Degree	 
    Bachelor’s Degree              Graduate Degree
    Technical certificate 
What was your area of study? _________________________________________

Educational History: Please indicate if you had any of the following: 
      Academic difficulties ___________________________________________________
      Academic honors ______________________________________________________
      Special Education ______________________________________________________

What was your main occupation?_____________________________________________
What was your last job?____________________________________________________
When did you retire?_______________________________________________










Have you had previous memory testing?         
    No
    Yes. When? ________________________ By whom? _________________________

Have you experienced any problems with the following?

     Memory/forgetfulness: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

     Attention/concentration:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

     Language (word-finding difficulty or understanding what people are saying):
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

     Problem-solving or Judgement: ____________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________


     Visual or Depth Perception: ____________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________

     Speed of thinking or completing tasks: ____________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________








Have you experienced any problems with the following?

     Managing finances, medications and/or appointments: 
____________________________________________________________________________________________________________________________________________________________

     Driving ability: 
______________________________________________________________________________
______________________________________________________________________________

     Meal preparation/Using appliances: 
____________________________________________________________________________________________________________________________________________________________
     
   Completing household chores:
____________________________________________________________________________________________________________________________________________________________

     Using electronics (computer, TV remote, telephone): 
____________________________________________________________________________________________________________________________________________________________

     Completing basic self-care (e.g. brushing teeth, showering, dressing): 
____________________________________________________________________________________________________________________________________________________________


Please list current medical conditions: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Please indicate if you have experienced any of the following medical conditions: 
    Seizure					Stroke 
    Urinary urgency/Incontinence		Transient Ischemic Attack		
    Urinary Tract Infections			Myocardial Infarction (heart attack) 
    
What medications do you currently take? Please list:___________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

Please list hospitalizations and surgeries (add dates if available):________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

Have you had any previous brain imaging? 
    No
     Yes. When and Where? _____________________________________________________________________________
_____________________________________________________________________________

Family Medical History (specifically neurological or cognitive impairments):________________
______________________________________________________________________________
______________________________________________________________________________

Do you have hearing problems?         No                          Yes 

Are you required to wear hearing aids? 	No               Yes 
    
Do you have visual problems?        No	    Yes. Please explain:
 _____________________________________________________________________________

Do you OR have you had any of the following conditions?
     Cataracts: ________________________________________________________________
     Glaucoma: _______________________________________________________________
     Macular Degeneration: _____________________________________________________
 
Do you wear glasses or contacts?        No		 Yes

Have you noticed any changes in your smell or taste?  
     No
     Yes. Please explain: ________________________________________________________
___________________________________________________________________________
 
Have you noticed any change in your balance or walking? 
     No 
    Yes. Please explain: _________________________________________________________
____________________________________________________________________________

Have you had any recent falls? 
     No
     Yes _______________________________________________________________________
_____________________________________________________________________________


Have you ever been involved in an automobile accident? 
     No 
     Yes. When?_________________________________________________________________
_____________________________________________________________________________

Have you ever experienced any head injuries or loss of consciousness? 
     No
     Yes. When? ___________________________________________________________
________________________________________________________________________

Have you ever experienced depression, anxiety or other mental health concerns? 
     No
     Yes. Please provide additional details on diagnosis and treatment received. 
____________________________________________________________________________________________________________________________________________________________

Have you ever experienced hallucinations? 
     No
     Yes. Please elaborate: _________________________________________________________
______________________________________________________________________________

Have you ever had suicidal thoughts?
     No
     Yes. When & did you have a suicide attempt? ______________________________________
______________________________________________________________________________

How much alcohol (beer, wine, hard liquor) do you drink per day?________________________
_____________________________________________________________________________

Do you use tobacco products?
     No
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     Yes. Please specify: __________________________________________________________
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Do you have any history of substance abuse (illicit or prescribed)?__________________
_______________________________________________________________________

How much caffeine (coffee, tea, soda) do you drink per day?_______________________
________________________________________________________________________

How much exercise do you get per week?______________________________________
________________________________________________________________________

Do you have any difficulty falling asleep?      No		 Yes

Do you have any difficulty staying asleep?     No		 Yes

Do you take over-the-counter medications for sleep (e.g. Tylenol PM or Benadryl)?
     No	     
     Yes: _____________________________________________

How much sleep do you get per night?_________________________________________

Do you experience vivid dreams?      No                    Yes

Do you act out your dreams?       No                    Yes

Have you ever had a sleep study?      No             Yes.  When? ______________________

Have you noticed any change in appetite (e.g. cravings for sweet or salty foods)?
     No
     Yes

How much has your weight changed in recent months?
      No Change
      Increased _________________________________
      Decreased ________________________________
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