THIS FORM SHOULD BE COMPLETED BY SPOUSE OR CAREGIVER – NOT THE PATIENT


MEMORY CENTER HISTORY FORM

Country of Birth: _____________   Primary Language: ____________      Sex: __ F   __ M        Age: _____
Name: _______________________________
Contact Person: ________________________          Contact Person Telephone: (_____) ____-________
Number of years of Education:  ____________          Primary Occupation: ________________________ 		      
Referred by: (check one)
____Self	____Family	_____Friend        ____Primary Doctor       ____Specialist

Name, address and phone number of doctor making referral: 
________________________________________________________________________________
  
Has the patient been evaluated previously for memory problems? _____ NO   ____ YES   
If yes, by whom? _________________________________________________________________________________

How long ago did the patient begin to show signs of memory problems? ___________

Did the memory problems develop:
Gradually/Insidiously _______
Suddenly _______
Unclear  ______

Check all of the symptoms that were first noted and describe: 
      
Forgetfulness____________________________________________________________________

Repeats same questions / stories over and over__________________________________________

Misplaces personal items frequently__________________________________________________

Intellectual/comprehension changes___________________________________________________ 

Language problems_______________________________________________________________

Behavior / personality changes_______________________________________________________ 

Problems with perception / judging distance____________________________________________

Depression____________________________________________________________

Hallucinations / paranoia / agitation / aggression__________________________________________ 

Motor function changes (weakness, gait changes, falling)__________________________________ 

Have the changes notes above progressed? _____ Yes   ____ No
 Describe the major changes in the patient that you have noted since the onset of memory problems:
_________________________________________________________________________________
_________________________________________________________________________________
______________________________________________________________________________

Does the patient have problems sleeping? ____ Yes    ____ No         If yes, describe:
__________________________________________________________________________________
__________________________________________________________________________________

Does the patient have aggressive, agitated, or other difficult behaviors? _____ Yes    ____ No 
If yes, describe: ____________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________


PAST MEDICAL HISTORY

What medical conditions does the patient have?

High Blood Pressure _____     Diabetes _____     Stroke _____     Headaches ____     Head injury ____            
Epilepsy or Seizures _____	   Depression or Psychiatric Disease _____       Arthritis _____ 
Thyroid ____     Heart Problems _____ 	     Cancer _____           Kidney Disease _____

How much alcohol is consumed each week? ________________

How many cigarettes are smoked a day?  __________

Other Significant Illnesses: (please list): ________________________________________________

Previous Operations: (list type and year): _______________________________________________ 
_________________________________________________________________________________

Any serious injuries? ____ NO    ____ Yes     If yes, describe: _______________________________ _________________________________________________________________________________


FAMILY HISTORY:

                   If Living                                                                If Deceased	
                      Age                  Medical Problems                  Age at Death                            Cause of Death

Father:


Mother: 
	     Number	                 Age at /
                   Number	 Ages            Medical Problems	             Deceased	                Cause of Death

Brothers:

Sisters: 

Children:


Do you know of any blood relatives who has or had any of the following: 
(check and give relationship or if none check here ____ )

Alzheimer’s__________________________      Parkinson’s_______________________________  
Stroke________________________________       Seizures_______________________________          
Multiple Sclerosis____________________________     Lupus_____________________________  
Depression or Psychiatric Disease______________________________________________________      
Cancer____________________________________________________________________________
Mental Disability / Down syndrome_____________________________________________________

Occupation: _________________________________________________________________________


