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Patient Name:





                 Date:



Date of Birth: 



MEMORY CHECKLIST
Please complete this questionnaire by checking Yes or No.  Make notes if appropriate.  Bring this with you to your doctor appointment.
Do you or the person you care for:
· [image: image1.jpg]Often repeat himself/herself; wander off the subject in conversation; or ask the same questions over and over? 






             Yes      No
· Seem more forgetful, i.e., has trouble with short-term memory?  
             Yes      No
· Need reminders to do things like chores, shopping, or taking medicine?  
Yes      No
· Forget appointments, family occasions, or holidays? 
                                        Yes      No
· Seem sad; lethargic (low energy level); or cry more often than in the past? 
Yes      No
· Have trouble doing calculations, managing finances, or balancing the checkbook?                                                                  
                                                                                                                                          
Yes      No
· Seem to have lost interest in his/her usual social activities or hobbies? 
Yes      No
· Seem irritable, agitated, suspicious, or seeing, hearing or believing things that are not real? 
                                                                                                                        Yes      No
·  Get lost driving in familiar places; drive unsafely; or had a traffic accident? 
Yes       No
·  Have trouble finding the words he/she wants to say, finishing sentences, or naming people or things? 
                                                                                                          Yes      No      
·  Have difficulty remembering the month, day, year or season? 
                          Yes      No
·  Often dress inappropriately for the season; or choose mismatched clothing; wear the same clothes for days at a time? 
                                                                                Yes      No
·  Frequently misplace items, in odd places (i.e. keys in the freezer)? 
              Yes      No
·  Have difficulty remembering names of friends, family members or everyday items? 

                                                                                                                                            Yes      No
·  Have trouble remembering a grocery list of 4 items, once at the store? 
 Yes      No
