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NYU ALZHEIMER’S DISEASE CENTER
(All information supplied in this application is strictly confidential.)
Applicant’s

Name
_____________________________________
Date _____/ _____/ ______


first
last
mo.
day
yr.

Address
_________________________________________________________________________


number and street
apt. #


_________________________________________________________________________


city
state
zip code

Home Telephone (_____) _________________
Business Telephone (_____) _________________


area code
area code

Sex
Male
Female
Birthdate _____/ _____/ ______ 
Age  __________


mo.
day
yr.

Person completing application:
Referred by  ______________________________

· Applicant
Address
______________________________

· Other   _______________________
______________________________

Study Partner (see below)

Name 
_____________________________________
Relationship to applicant _________________


first
last

Address
_________________________________________________________________________


number and street
apt. #


_________________________________________________________________________


city
state
zip code

Home Telephone (_____) _________________
Business Telephone (_____) _________________


area code
area code

Choosing a study partner: 

In order to ensure an accurate evaluation at the NYU ADC, each participant must have a study partner. This is a person who accompanies the participant to the initial appointment and a subsequent visit and takes part in clinical assessments. A study partner should be someone who has regular contact with the participant, knows the participant well and can independently answer questions or confirm information about how the participant functions currently as compared to the past. The participant should feel comfortable discussing personal information with their study partner present. A suitable study partner may include a family member (spouse, adult child), partner or close friend. Individuals may choose a legal guardian or someone they have designated as a health care proxy, if this person meets the specifications provided above. Please contact us at (212) 263-8088 for assistance if there is difficulty identifying a study partner. 

APPLICANT INFORMATION

1. Which language does the applicant speak fluently?

· English

· Spanish

· Other (specify) _____________

2. Can applicant usually hear and understand what a person says without seeing the face of person speaking in a normal voice in a quiet room?

· Yes 
without a hearing aid
with a hearing aid

· No

3. Can applicant see well enough to read ordinary print? (such as the print on this application)

· Yes
without glasses
with glasses

· No

___________________________________________________________


4. Has the applicant previously been diagnosed with Alzheimer’s disease or another memory disorder?

· Yes
If yes,     when ________________ 
where _______________________

· No

5. Does the applicant experience forgetfulness, confusion, or disorientation?

· Yes


· No

If yes, 


a) how long has applicant had these symptoms?   (estimate) months ____  years ____


b) was the onset of symptoms 
sudden  _______
gradual  _______  (check one)

c) has the condition gotten worse
suddenly ______
gradually ______  (check one)


d) does the condition 
come and go _____
remain steady  ______  (check one)

6. Does difficulty with memory affect applicant’s activities or ability to function in daily life?

· Yes

· No

If yes, you may add some specific details or examples: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

	APPLICANT SYMPTOMS:

	Check one column for each possible symptom.  (Check NOT AT ALL if not present.)

	SYMPTOM
	NOT AT ALL
	MILD
	MODERATE
	SEVERE

	Poor Memory
	
	
	
	

	Poor Concentration
	
	
	
	

	Confusion
	
	
	
	

	Disorientation
	
	
	
	

	Anxiety
	
	
	
	

	Agitation
	
	
	
	

	Depression
	
	
	
	

	Reduced Activities
	
	
	
	

	Poor Motivation
	
	
	
	

	Fatigue
	
	
	
	

	Insomnia
	
	
	
	

	Disturbed Sleep
	
	
	
	

	Poor Appetite
	
	
	
	

	Incontinence
	
	
	
	

	Panic Reactions
	
	
	
	

	Irrational Thoughts
	
	
	
	

	Delusions
	
	
	
	

	Hallucinations
	
	
	
	

	Other(s):
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	APPLICANT FUNCTIONAL ABILITIES:

	

	(Check each question either YES or NO for both AT PRESENT and AT BEST.  AT PRESENT refers to assessment of current abilities; AT BEST refers to abilities before development of memory problems, physical problems, etc.).

	
	
	AT PRESENT
	AT BEST

	
	
	YES
	NO
	YES
	NO

	1.
	Able To Manage Alone:
	
	
	
	

	
	
(A) Household?
	
	
	
	

	
	
(B) Shopping?
	
	
	
	

	
	
(C) Cooking?
	
	
	
	

	
	
(D)Housework?
	
	
	
	

	2.
	Able To Go Out Alone Near Home?
	
	
	
	

	3.
	Able To Use Public Transportation?
	
	
	
	

	4.
	Able To Manage Personal Finances?
	
	
	
	

	5.
	Able To Manage Personal Hygiene Without Assistance?
	
	
	
	

	6.
	Able To Use The Telephone?     
	
	
	
	

	7.
	Able To Take Medication Reliably On Own?
	
	
	
	

	8.
	Watches Television?              
	
	
	
	

	9.
	Reads Newspapers And Books?    
	
	
	
	

	10.
	Engages In Social Activities?           
	
	
	
	

	11.
	Able To Drive An Automobile?     
	
	
	
	

	12.
	Able To Perform Household Chores And Repairs?
	
	
	
	


7. Were any of the following relatives of the applicant diagnosed with Alzheimer’s disease or another serious cognitive (memory) problem?

mother ___
father  ____
sister ____ 
brother ____ 
grandmother _____  grandfather _____ 

other (specify) ___________________ 

MEDICAL HISTORY

8. Has the applicant experienced any of the following conditions/treatments?
Yes
No

	Head injury with loss of consciousness and/or subsequent impairment
	
	

	Brain tumor
	
	

	Encephalitis
	
	

	Seizure disorder
	
	

	Parkinson’s disease
	
	

	Stroke
	
	

	Cancer (within last five years, except non-melanoma skin cancers)
	
	

	Heart attack (within last six months)
	
	

	Heart condition requiring pacemaker
	
	

	Heart condition requiring bypass surgery
	
	

	Heart condition requiring open heart surgery
	
	

	Thyroid disease
	
	

	Diabetes requiring insulin
	
	

	Kidney disease requiring dialysis
	
	

	Syphilis
	
	

	Depression (diagnosed by a physician or psychologist)
	
	

	Schizophrenia
	
	

	Drug abuse
	
	

	Alcoholism
	
	

	Hospitalization for psychiatric condition
	
	

	Electro-convulsive therapy 
	
	

	Other (specify)
	
	


9. Was the applicant an amateur or professional boxer?

· Yes

· No

10. Do physical, medical or psychiatric problems affect applicant's activities or ability to function in daily life?

· Yes

· No

If yes, you may add some specific details of examples: 

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

10. Please list all current medications, vitamins and nutritional supplements


 NAME OF MEDICATION 
     
DOSAGE/FREQUENCY
     
REASON 


______________________________      ___________________________      ______________________________

______________________________      ___________________________      ______________________________

______________________________      ___________________________      ______________________________

______________________________      ___________________________      ______________________________

______________________________      ___________________________      ______________________________

______________________________      ___________________________      ______________________________

______________________________      ___________________________      ______________________________

______________________________      ___________________________      ______________________________

______________________________      ___________________________      ______________________________

______________________________      ___________________________      ______________________________

______________________________      ___________________________      ______________________________

______________________________      ___________________________      ______________________________

______________________________      ___________________________      ______________________________

INSURANCE INFORMATION

11. Does the applicant have one of the following types of medical insurance?

· Medicare

· Medicare HMO 

· Other HMO

· Medicaid 

· Other insurance (please specify) _________________________________

· None

It is important for you to understand that procedures completed as part of the diagnostic evaluation will be billed to your insurance carrier. We accept Medicare and other primary and secondary carriers. Only a small portion of these diagnostic costs are supported by external funding.  We therefore require that our applicants provide insurance information (both Medicare and private insurance) in order for us to bill third parties for the basic diagnostic evaluations performed on participants at our Center.  (see our billing policies).

Please note that in addition to requesting reimbursement from your insurance carriers, we are also required to bill participants directly for any co-payments. Participants without any insurance coverage must also be billed directly.
_________________________________________________________________

If you have any questions, please call the Clinic Coordinator at (212) 263-8088.

Please mail or fax completed application to: 


Clinic Coordinator


NYU Alzheimer’s Disease Center

Center of Excellence on Brain Aging

NYU Langone Medical Center 


145 East 32nd Street, Second Floor

New York, NY 10016


Fax:  (212) 263-6991

Alzheimer’s Disease Center
Phone: (212) 263-8088

Center of Excellence on Brain Aging
Fax: (212) 263-6991

NYU Langone Medical Center


145 East 32nd Street, Second Floor

New York, NY 10016
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