BAYLOR COLLEGE OF MEDICINE - DEPARTMENT OF NEUROLOGY
ALZHEMIER'S DISEASE AND MEMORY DISORDERS CENTER
COMPREHENSIVE VISIT DATA FORM

ADRC NO Date of visit

DATE OF COMPLETION: for office use only
month day year

Instructions:

This form should be completed by patient's carepartner (e.g. the family member or friend who is most familiar
with the patient). Please complete and bring it with you to the clinic visit. Part A is information about patient, and Part B is
information about health and well being of the carepartner. If there is a question that you do not understand, leave it blank
and someone will go over it with you in the clinic.

Patient's Full Name: . )
(last or family name) (first or given name) (middle name)

Your full name:

(last or family name)  (first or given name) (middle name)

Your relationship to patient ] 1. Patient self DZ' Carepartner

Part A. Information about patient

Address:
City: State; Dj Zip Code:
Home Phone :  ( ) - Work Phone: ( ) - Mobile: ( ) -

Email address: Please provide current email where we can communicate with patients regarding clinical or research
activities. @

Primary Carepartner Contact Information

Name: i '
(last or family name) (first or given name) (middle name)

Address:

City: State: Dj Zip Code:

Home Phone :  ( ) - Work Phone: ( ) - Mobile: ( ) N
Email : @

Relationship to patient (check option that applies and circle appropriate answerbrand—daughter
[IBrother/Sister [] paughter/Son [ Father/Mother [ | Eriend | /Grand-son Jin-Law [ |Neighbor
I Relative [_| Roomate [] Significant Other [ ] Spouse [ | Other
(| Paid care giver Specify:

Secondary carepartner or additional contact person information
Name: ,
(last or family name) (first or given name) (middle name)
Address:
City: State: Dj Zip Code:
Home Phone : ( ) - Work Phone: ( ) - Mobile: ( ) -

Email : @

Relationship to patient (check option that applies and circle appropriate answer)Grand-daughter

LI Brother/Sister ] Daughter/Son ] Father/Mother [ ] Friend | /Grand-son [Jin-Law [ ] Neighbor
] Relative || Roomate [ Significant Other [ | Spouse [ ] Other

(] Paid care giver Specify:
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Family History Of Dementia Update

Since last visit, has any other family members, grandparents, parents, brothers/sisters, half brother/sister,
children, spouse and other blood relatives (such as aunts, uncles and cousins) developed memory loss,

dementia, or Alzheimer's disease? [] Yes [] No [ ] Unknown
If the answer is yes, please provide details for each individual family member.
Grandmother (GM) Half Brother (HB)
Grandfather (GF) Half Sister (HS)
Mother (M) Son (SN)
Father (F) Daughter (D)
Brother (B) Other Blood Relative (OTH)
Sister (Sl)
Relationship o
Last Name. Eirst Name to patient (see Plfﬁsrﬁ;g?ﬁgly i Age Age of death prﬁt?l?am Dx of AD | Autopsy
' code above) . ' if living | if deceased (Y/N/UnK) | (Y/N/Unk)
P: paternal began

4. Patient's present living arrangement (check only one):

] 1 Living in private residence
If yes, with whom? [ ] Alone

], with Spouse

L] , Living independently in retirement community
If yes, with whom? [ ] lAIone

], with Spouse

] 3 With Relative

L] 5 with Relative

[] , With Non-relative

[] , With Non-relative

[ 1. Living in assisted living/personal care home /boarding home/ adult family home

D4

Date of first entry:

month  day

year

Living in skilled nursing unit/nursing home
Date of first entry:

month  day

year

] 5 None of the above. Please tell us what is patient's current living arrangement.
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ADRC NO

Date of visit

5. Patient's current occupational status: for office use only
1 Working (Inside or Outside the Home)

Unemployed

Homemaker, now requiring assistance from others
Permanently Disabled

Temporarily Disabled

Retired

Other (specify)

OO o
No ok wdN

6. Change in patient's marital status since last comprehensive visit? [ ] Yes [ ] No [ ] Unknown
What is the patient's current marital status?
O 1. Married Number of years:

[0 2 Widowed [ 3. Divorced/Separated [ 4. Unknown
[J 5. Other specify:

7. Do any of the patient's children live within 50 miles of patient? [} Yes [ ] No [ | Unknown

PATIENT'S BEHAVIORAL TRAITS

1 Has there been a change in the patient's cigarette smoking since the last comprehensive visit?

] 1 Began or Increased Usage When change occurred /
[] 2 Ceased or Decreased Usage Amount month year
] 3 No Change _ (packs per week)

[[] 4 Unknown

2 Has there been a change in the patient's alcohol use since the last comprehensive visit?
] 1 Began or Increased Usage When change occurred /
[] 2 Ceased or Decreased Usage Amount 8322 year )
] 3 No Change — per week)

[] 4 Unknown

Does anyone think that drinking is a problem for the patient? [ ] Yes [ ] No [ | Unknown

Do any members of the patient's family have a [1Yes [ ] No [ ] Unknown
drinking problem?

4. Does the patient currently have sleep difficulties such as:
o] 3 Unknown

a. Difficulty going to sleep

b. Waking up in the night or early morning

c. Snoring or breathing difficulties in the night

d. Sleep walking

e. Difficulty staying awake during normal activities
f. Nightmares

5. Does the patient have memory difficulties? [JYes [ JNo [ ]Unknown

Ooooooos
000000 =
Oooood

Do memory problems make the patient's every day
living more difficult or complicated? [JYes [ |No [ ]Unknown
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Note: Question 5 and 6 will be scored together for a total score. Please check the appropriate answers

5. Please rate the patient's LOSS of ability to do the tasks listed below since he / she became ill. Note
disabilities due to thinking problems only, not those due to physical disabilities.

LOSS OF ABILITY (0) NO LOSS (0.5) SOME LOSS (1) SEVERE LOSS
a. Ability to perform household tasks
b. Ability to cope with small sums of money

c. Ability to remember a short list of items
(for example, shopping lists, etc.)

d. Ability to find way about outdoors/ indoors
(their home or other familiar locations)

e. Ability to find way around familiar streets
f. Ability to grasp situations or explanations

g. Ability to recall recent events

N O e N O A O O
N O O O N O O
N O O O N O O

h. Tendency to dwell on the past

6 For each category, please choose the one which best describes the patient's behavior

DRESSING: (check one)
] 0 Unaided
] 1 Occasionally misplaces buttons, etc. Requires minor help
[] 2 Wrong sequence, forgets items, requires much assistance
] 3 Unable to dress self

TOILET: (check one)
[[] O Clean, cares for self at toilet
[] 1 Occasional incontinence or needs to be reminded
[] 2 Frequentincontinence or needs much assistance
[] 3 Little or No control

EATING: (check one)
[[] O Feeds self without assistance
[] 1 Feeds self with minor assistance, help cutting meat, etc
[] 2 Feeds self with much assistance

[] 3 Hasto be fed

TOTAL SOCRE ] (0.0-17.0)

(office use only) = " e and #6-

7 During the past two weeks, has the patient: 1 Yes 2 No 3 Unknown
a. felt sad, blue or depressed everyday? [] [] []
b. lost interest in things that used to be pleasurable? [] [] []
c. lost his/her appetite or changes eating habits? [] [] []
d. lost or changed weight without trying to? [] [] []
e. had difficulty sleeping? [] [] []
f. felt tired all the time? [] [] []
g. had to be moving all the time or felt slowed down? [] [] []
h. felt worthless, sinful or guilty? [] [] []
i. wanted to die or considered suicide? [] [] []
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For numbers 8 to 11, within the last 3 months, has the patient had any of the followings:
8 Does the patient ? 1 Yes 2 No 3 Unknown

a. forget where he/she has left things

b. forget known phone numbers

c. become confused as to:
cl thetime: - - - - -
c2 the place he/sheisin - - _________

c3 his/her correct age or other personal - - - - - - - -
information

d. have trouble making decisions or solving problems
e repeat himself/herself

o0 oo of

9 Does the patient ? 3 Unknown

a. have trouble expressing himself/herself in words

b. say one word when he/she means another

C. use incomplete sentences, hesitate, stop while talking
d. have trouble finding words

e. have trouble understanding others

f. have trouble understanding reading

D000 00032 oo ooo 0o
N
0000000z |00 000 OO

I R A

g. have trouble writing

10 Does the patient ? 1 Yes 2

o
w
c
>
=
5
s
=
>

a. have trouble balancing checkbook

b. have difficulty operating television set

d. have trouble dialing the phone

[]
[]
c. given up or stopped driving a car []
[]
e. have difficulty traveling alone []

[]

N I o Y A
OO 0o

f. get lost in his/her own home

11 Does the patient ? 1 Yes 2 3 Unknown

o

]

a. have mood changes (anger, disinterest, sadness) L]
b. appear anxious/nervous (express fear/worry)

c. exhibit antisocial behavior (aggression, irritability)
d. behave in a paranoid (suspicious) manner

e. hear something that is not actually there
f. see something that is not actually there
g. smell something that is not actually there
h. other (sensation: )

i. If present, are these disturbing to the patient?
j- confuse one person with another or misidentify common objects

k. express thoughts that things which haven't happened
(e.g. people have rearranged things, someone in house, someone
trying to do them harm, etc.)

I I e [
O OoUogoood bz
I T N A A O A A B A

l. show changes in physical activity such as:
1. Hyperactivity (pacing)
2. Under activity (sleeps a lot, just sits)
3. Repeating activities (packing/unpacking, folding)

10
I
10

ANNUAL Intake rev. 9/2012 Page 5 of 12





