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UCSF FRESNO ALZHEIMER & MEMORY CENTER 

Date: ________________ 

PATIENT:__________________________________  Married/Div/Sep/Wid/   _____    Sex:____   DOB: ___________ 

Address: ___________________________________ City/State/Zip:____________________________ 

Phone:  ________________________________  Primary Language: ____________ Military: Y/N _____ 

CONTACT: __________________________________  Relationship to patient: ________________________ 

Address:  ___________________________________ City/State/Zip Code:____________________________ 

Phone:  __________________            __________________       __________________
    (home) (work)      (cell)

PRIMARY CAREGIVER: _______________________________  Relationship to patient: ________________ 

Secondary Caregiver: __________________________________  Relationship to patient: ________________ 

Who primarily referred the patient to the AMC? _______________________________________________ 

What are your reasons for coming to the AMC?      Diagnosis/recommendations           Second Opinion 

 Other: ________________________________________ 

Has a formal diagnosis been made at any time?    

      If yes, what was the diagnosis? ____________________ By Whom: ___________________ Year: ______ 

Describe the changes/current symptoms you see in patient: 
____________________________________________________________   Date of onset: ______________ 

_______________________________________________________________________________________ 

Is patient combative?       Incontinent?  Anticipated level of cooperation? _____________ 

Special Needs:     Cane  Wheelchair      Walker         Hearing aids  Other: __________________________ 

Still driving?    Holds valid driver's license?       

Patient's primary care physician: ___________________________________ 

Is primary care physician also the referring party?  ______ Physician's specialty: __________________ 

Physician's Address: _____________________________________________   Phone: _______________ 
_____________________________________________   Fax:     _______________ 

Imaging: CT/MRI Head:    Yes    No      If yes, where:  ___________________________________

Health care coverage: 
Θ  Medicare - part A (hospital insurance) 
Θ  Medicare - part B (medical ins.-doctor visits) 
Θ  Medi-Cal (Medicaid) 
Θ  SANTE: ____________ (HMO)
Θ  Tri-Care 
Θ  _____________: Other health Insurance

 
 
 
 
 
  

PHARMACY: 
Name:_____________________
Phone: ____________________ 
Address:____________________
_________________________ 



Serving the Central Valley Community Since 1989 

Rev. 8.17 

Alzheimer & Memory Center 
2335 E Kashian Ln, #301 
Fresno, CA 93701 
Tel:  559-227-4810 
Fax: 559-227-4167 

Loren I. Alving, M.D. 
   Director 
   Neurologist 

Alex C. Sherriffs, M.D., ABFM 
   Co-Director 
   Family Practice 

 Dzung Trinh, M.D., FACP 
Geriatrics 

Toni Onkka, LCSW 
  Social Worker 

 Andres Sviercovich, MSW 
   Social Worker 

Benicia Goka, M.D. 
   Neuroscientist 

Anna Salazar 
   Administrative Assistant 
   Patient Relations 

Email: 
  alz@fresno.ucsf.edu 

Website: 
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SUMMARY OF UCSF FRESNO ALZHEIMER & MEMORY CENTER 
 NOTICE OF PRIVACY PRACTICES 

UCSF Fresno Alzheimer & Memory Center (AMC) has always had privacy and patient 
confidentiality standards in place to ensure appropriate access or disclosure of protected 
health information. A new federal law called the Health Insurance Portability and 
Accountability Act (HIPAA) provides additional safeguards for ensuring that your health 
information is adequately protected.  HIPAA also requires UCSF Fresno AMC to provide 
you with a Notice of Privacy Practices (Notice), which explains how your health 
information may be used and disclosed and also explains your rights related to your health 
information. 

The attached Notice explains how UCSF Fresno AMC may use and disclose your protected 
health information to carry out treatment, payment for services and health care 
operations. Other reasons to use and disclose your protected health information as 
permitted or required by law are also referred to in the Notice. The Notice also explains 
your rights to review and control your protected health information and explains the 
responsibility UCSF Fresno AMC has to protect your information. 

______________________________________ ___________________ 
Signature of Patient (or individual with assigned Date 
Power of Attorney or Conservatorship)  

Beverly Chang, M.D.
  Psychiatrist



Effective Date: 2/1/2018 

Effective Date: February 1, 2018 

NOTICE OF PRIVACY PRACTICE 

UNIVERSITY OF CALIFORNIA SAN FRANCISCO UCSF 
Fresno—Alzheimer & Memory Center 

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

PLEASE REVIEW IT CAREFULLY 

UCSF Fresno—Alzheimer & Memory Center 
UCSF Fresno—Alzheimer & Memory Center is one of the health care components of the 
University of California. The University of California health care components consist of the UC 
medical centers, the UC medical groups, clinics and physician offices, the UC schools of 
medicine and other UC health professional schools, departments engaged in clinical care, the 
student health service areas on some campuses, employee health units on some campuses, 
and the administrative and operational units that are part of the health care components of 
the University of California.  

Our Pledge Regarding Your Health Information  
UCSF is committed to protecting medical, mental health and personal information about you 
(“Health Information”). We are required by law to maintain the privacy of your Health 
Information; provide you information about our legal duties and privacy practices; and inform 
you of your rights and the ways in which we may use Health Information and disclose it to 
other entities and persons.  

How We May Use and Disclose Health Information About You  
The following sections describe different ways that we may use and disclose your Health 
Information. Some information; such as certain drug and alcohol information, HIV information, 
genetic information and mental health information; is entitled to special restrictions related to 
its use and disclosure. Not every use or disclosure will be listed. All of the ways we are 
permitted to use and disclose information, however, will fall within one of the following 
categories. Other uses and disclosures not described in this Notice will be made only if we 
have your written authorization.  

For Treatment. We may use Health Information about you to provide you with medical and 
mental health treatment or services. We may disclose Health Information about you to 
doctors, nurses, technicians, students, or other UCSF personnel who are involved in taking 
care of you at UCSF. For example, a doctor treating you for a broken leg may need to know if 
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you have diabetes because diabetes may slow the healing process. A doctor treating you for a 
mental condition may need to know what medications you are currently taking, because the 
medications may affect what other medications may be prescribed to you. We may also share 
Health Information about you with other non-UCSF providers. The disclosure of your Health 
Information to non-UCSF providers may be done electronically through a health information 
exchange that allows providers involved in your care to access some of your UCSF records to 
coordinate services for you.  

For Payment. We may use and disclose Health Information about you so that the treatment 
and services you receive at UCSF or from other entities, such as an ambulance company, may 
be billed to and payment may be collected from you, an insurance company or a third party. 
For example, we may need to give information to your health plan about surgery or therapy 
you received at UCSF so your health plan will pay us or reimburse you for the surgery or 
therapy. We may also tell your health plan about a proposed treatment to determine whether 
your plan will pay for the treatment.  

For Health Care Operations. We may use and disclose Health Information about you for our 
business operations. For example, your Health Information may be used to review the quality 
and safety of our services, or for business planning, management and administrative services. 
We may contact you about alternative treatment options for you or about other benefits or 
services we provide. We may also use and disclose your health information to an outside 
company that performs services for us such as accreditation, legal, computer or auditing 
services. These outside companies are called “business associates” and are required by law to 
keep your Health Information confidential. We may also disclose information to doctors, 
nurses, technicians, medical and other students, and other UCSF personnel for performance 
improvement and educational purposes.  

Appointment Reminders. We may contact you to remind you that you have an appointment 
at UCSF.  

Fundraising Activities. We may contact you, using the contact information you have provided 
to us, to provide information about UCSF sponsored activities, including fundraising programs 
and events. We may use contact information, such as your name, address and phone number, 
date of birth, physician name, the outcome of your care, department where you received 
services and the dates you received treatment or services at UCSF. You may opt-out of 
receiving fundraising information for UCSF by contacting UCSF at HIPAAOptOut@ucsf.edu, or 
1-888-804-4722, or Records Manager, UCSF, Box 0248, San Francisco, CA 94143-0248.  

Hospital Directory. If you are hospitalized, we may include certain limited information about 
you in the hospital directory. This is so your family, friends and clergy can visit you in the 
hospital and generally know how you are doing. This information may include your name, 
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location in the hospital, your general condition (e.g., fair, stable, etc.) and your religious 
affiliation. The directory information, except for your religious affiliation, may also be released 
to people who ask for you by name. Your religious affiliation may be given to members of the 
clergy, such as ministers or rabbis, even if they don’t ask for you by name. You have the 
opportunity to limit the release of directory information by telling UCSF Admissions 
Department at the time of your hospitalization.  

Our disclosure of this information about you if you are hospitalized in a psychiatric hospital will 
be more limited.  

Individuals Involved in Your Care or Payment for Your Care. We may release medical 
information to anyone involved in your medical care, e.g., a friend, family member, personal 
representative, or any individual you identify. We may also give information to someone who 
helps pay for your care. We may also tell your family or friends about your general condition 
and that you are in the hospital.  

Disaster Relief Efforts. We may disclose Health Information about you to an entity assisting in 
a disaster relief effort so that others can be notified about your condition, status and location. 

Research. The University of California is a research institution. We may disclose Health 
Information about you for research purposes, subject to the confidentiality provisions of state 
and federal law. All research projects involving patients or the information about living 
patients conducted by the University of California must be approved through a special review 
process to protect patient safety, welfare and confidentiality.  

In addition to disclosing Health Information for research, researchers may contact you, using 
the contact information you have provided to us, regarding your interest in participating in 
certain research studies. Researchers may only contact you if they have been given approval to 
do so by the special review process. You will only become a part of one of these research 
projects if you agree to do so and sign a specific permission form called an Authorization. 
When approved through a special review process, other studies may be performed using your 
Health Information without requiring your authorization. These studies will not affect your 
treatment or welfare, and your Health Information will continue to be protected.  

As Required By Law. We will disclose Health Information about you when required to do so by 
federal or state law. This includes releases to the U.S. Department of Health and Human 
Services, which oversees HIPAA regulations. 

To Prevent a Serious Threat to Health or Safety. We may use and disclose Health Information 
about you when necessary to prevent or lessen a serious and imminent threat to your health 
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and safety or the health and safety of the public or another person. Any disclosure would be to 
someone able to help stop or reduce the threat.  

Organ and Tissue Donation. If you are an organ donor, we may release your Health 
Information to organizations that obtain, bank or transplant organs, eyes or tissue, as 
necessary to facilitate organ or tissue donation and transplantation.  

Military and Veterans. If you are or were a member of the armed forces, we may release 
Health Information about you to military command authorities as authorized or required by 
law.  

Workers’ Compensation. We may use or disclose Health Information about you for Workers’ 
Compensation or similar programs as authorized or required by law. These programs provide 
benefits for work-related injuries or illness.  

Public Health Disclosures. We may disclose Health Information about you for public health 
activities such as:  

 preventing or controlling disease (such as cancer and tuberculosis), injury or disability;

 reporting vital events such as births and deaths;

 reporting child abuse or neglect;

 reporting adverse events or surveillance related to food, medications or defects or
problems with products;

 notifying persons of recalls, repairs or replacements of products they may be using;

 notifying a person who may have been exposed to a disease or may be at risk of
contracting or spreading a disease or condition;

Abuse and Neglect Reporting. We may disclose your Health Information to a government 
authority that is permitted by law to receive reports of abuse, neglect or domestic violence. 

Health Oversight Activities. We may disclose Health Information to governmental, licensing, 
auditing, and accrediting agencies as authorized or required by law.  

Lawsuits and Other Legal Proceedings. We may disclose Health Information to courts, 
attorneys and court employees in the course of conservatorship, writs and certain other 
judicial or administrative proceedings. We may also disclose Health Information about you in 
response to a court or administrative order, or in response to a subpoena, discovery request, 
warrant, or other lawful process.  

Law Enforcement. If asked to do so by law enforcement, and as authorized or required by law, 
we may release Health Information:  
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 To identify or locate a suspect, fugitive, material witness, certain escapees, or missing
person;

 About a suspected victim of a crime if, under certain limited circumstances, we are
unable to obtain the person’s agreement;

 About a death suspected to be the result of criminal conduct;

 About criminal conduct at UCSF; and

 In case of a medical emergency, to report a crime; the location of the crime or victims;
or the identity, description or location of the person who committed the crime.

Inmates. If you are an inmate of a correctional institution or under the custody of law 
enforcement officials, we may release Health Information about you to the correctional 
institution as authorized or required by law.  

Coroners, Medical Examiners and Funeral Directors. We may disclose medical information to 
a coroner or medical examiner. This may be necessary, for example, to identify a deceased 
person or determine cause of death. We may also disclose medical information about patients 
of UCSF to funeral directors as necessary to carry out their duties.  

National Security and Intelligence Activities. As required by law, we may disclose Health 
Information about you to authorized federal officials for intelligence, counterintelligence, and 
other national security activities.  

Protective Services for the President and Others. As required by law, we may disclose Health 
Information about you to authorized federal officials so they may conduct special 
investigations or provide protection to the President, other authorized persons or foreign 
heads of state. 

Psychotherapy Notes. Psychotherapy notes means notes recorded (in any medium) by a 
health care provider who is a mental health professional documenting or analyzing the 
contents of conversation during a private counseling session or a group, joint, or family 
counseling session and that are separated from the rest of the individual’s medical record. 

Psychotherapy notes have additional protections under federal law and most uses or 
disclosures of psychotherapy require your written authorization.  

Marketing or Sale of Health Information. Uses and disclosures of your Health Information for 
marketing purposes or any sale of your Health Information are strictly limited and require your 
written authorization.  

Other Uses and Disclosures of Health Information Other uses and disclosures of Health 
Information not covered by this Notice will be made only with your written authorization. If 
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you authorize us to use or disclose your Health Information, you may revoke that 
authorization, in writing, at any time. However, the revocation will not be effective for 
information that we have already used and disclosed in reliance on the authorization.  

Your Rights Regarding Your Health Information 
Your Health Information is the property of UCSF. You have the following rights regarding the 
Health Information we maintain about you:  

Right to Inspect and Copy. With certain exceptions, you have the right to inspect and/or 
receive a copy of your Health Information. If we have the information in electronic format 
then you have the right to get your Health Information in electronic format if it is possible for 
us to do so. If not, we will work with you to agree on a way for you to get the information 
electronically or as a paper copy.  

You may request that a copy of your Health Information be released to a third party that you 
designate. 

To inspect and/or to receive a copy of your Health Information, you must submit your request 
in writing to UCSF Fresno Alzheimer & Memory Center, 2335 E Kashian Ln, #301 Fresno, CA 
93701 . If you request a copy of the information, there is a fee for these services.  

We may deny your request to inspect and/or to receive a copy in certain limited 
circumstances. If you are denied access to Health Information, in most cases, you may have 
the denial reviewed. Another licensed health care professional chosen by UCSF will review 
your request and the denial. The person conducting the review will not be the person who 
denied your request. We will comply with the outcome of the review.  

Right to Request an Amendment or Addendum. If you feel that Health Information we have 
about you is incorrect or incomplete, you may ask us to amend the information or add an 
addendum (addition to the record). You have the right to request an amendment or 
addendum for as long as the information is kept by or for UCSF.  

Amendment. To request an amendment, your request must be made in writing and 
submitted to Patient Relations, UCSF Fresno Alzheimer & Memory Center, 2335 E Kashian Ln, 
#301 Fresno, CA 93701  phone 1-559-227-4810, fax 1-559-227-4167. You must be specific 
about the information that you believe to be incorrect or incomplete and you must provide a 
reason that supports the request.  

We may deny your request for an amendment if it is not in writing, we cannot determine from 
the request the information you are asking to be changed or corrected, or your request does 



Effective Date: 2/1/2018 

not include a reason to support the change or addition. In addition, we may deny your request 
if you ask us to amend information that:  

 Was not created by UCSF;

 Is not part of the Health Information kept by or for UCSF;

 Is not part of the information which you would be permitted to inspect and copy; or

 UCSF believes to be accurate and complete.

Addendum. To submit an addendum, the addendum must be made in writing and submitted 
to Patient Relations, UCSF Fresno Alzheimer & Memory Center, 2335 E Kashian Ln, #301 
Fresno, CA 93701 , phone 1-559-227-4810, fax 1-559-227-4167. An addendum must not be 
longer than 250 words per alleged incomplete or incorrect item in your record.  

Right to an Accounting of Disclosures. You have the right to receive a list of certain disclosures 
we have made of your Health Information. 

To request this accounting of disclosures, you must submit your request in writing to Patient 
Relations, UCSF Fresno Alzheimer & Memory Center, 2335 E Kashian Ln, #301 Fresno, CA 
93701 , phone 1-559-227-4810, fax 1-559-227-4167. Your request must state a time period 
that may not be longer than the six previous years. You are entitled to one accounting within 
any 12- month period at no cost. If you request a second accounting within that 12-month 
period, there will be a charge for the cost of compiling the accounting. We will notify you of 
the cost involved and you may choose to withdraw or modify your request at that time 
before any costs are incurred.  

Right to Request Restrictions. You have the right to request a restriction or limitation on the 
Health Information we use or disclose about you for treatment, payment or health care 
operations. You also have the right to request a limit on the Health Information we disclose 
about you to someone who is involved in your care or the payment for your care, such as a 
family member or friend.  

To request a restriction, you must make your request in writing to Patient Relations, UCSF 
Fresno Alzheimer & Memory Center, 2335 E Kashian Ln, #301 Fresno, CA 93701 , phone 
1-559-227-4810, fax 1-559-227-4167. In your request, you must tell us (1) what information 
you want to limit; (2) whether you want to limit our use, disclosure or both; and (3) to whom 
you want the limits to apply, for example, only to you and your spouse. We are not required 
to agree to your request except in the limited circumstance described below. If we do agree, 
our agreement must be in writing, and we will comply with your request unless the 
information is needed to provide you emergency care.  

We are required to agree to a request not to share your information with your health plan if 
the following conditions are met:  
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 We are not otherwise required by law to share the information

 The information would be shared with your insurance company for payment purposes

 You pay the entire amount due for the health care item or service out of your own
pocket or someone else pays the entire amount for you

Right to Request Confidential Communications. You have the right to request that we 
communicate with you about your Health Information in a certain way or at a certain location. 
For example, you may ask that we contact you only at home or only by mail.  

To request confidential medical communications, you must make your request in writing to 
Patient Relations, UCSF Fresno Alzheimer & Memory Center, 2335 E Kashian Ln, #301 
Fresno, CA 93701 , phone 1-559-227-4810, fax 1-559-227-4167. We will accommodate all 
reasonable requests. Your request must specify how or where you wish to be contacted.  

Right to a Paper Copy of This Notice. You have the right to a paper copy of this Notice. You 
may ask us to give you a copy of this Notice at any time. Even if you have agreed to receive this 
Notice electronically, you are still entitled to a paper copy of this Notice.  

Copies of this Notice are available throughout UCSF, or you may obtain a copy at our website, 
http://www.fresno.ucsf.edu/alzheimer-memory-center/..  

Right to be Notified of a Breach. You have the right to be notified if we or one of our Business 
Associates discovers a breach of unsecured Health Information about you.  

Changes to UCSF Privacy Practice and This Notice  
We reserve the right to change UCSF privacy practices and this Notice. We reserve the right to 
make the revised or changed Notice effective for Health Information we already have about 
you as well as any information we receive in the future. We will post a copy of the current 
Notice throughout UCSF. In addition, at any time you may request a copy of the current Notice 
in effect.  

Questions or Complaints  
If you have any questions about this Notice, please contact Patient Relations, UCSF Fresno 
Alzheimer & Memory Center, 2335 E Kashian Ln, #301 Fresno, CA 93701 , phone 1-559- 
227-4810, fax 1-559-227-4167. If you believe your privacy rights have been violated, you may 
file a complaint with UCSF or with the Secretary of the Department of Health and Human 
Services, Office for Civil Rights. To file a written complaint with UCSF, contact Patient 
Relations, UCSF Fresno Alzheimer & Memory Center, 2335 E Kashian Ln, #301 Fresno, CA 
93701 , phone 1-559-227-4810, fax 1-559-227-4167. You will not be penalized for filing a 
complaint. 
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GENERAL INFORMATION 

Thank you for choosing the UCSF Fresno Alzheimer & Memory Center (AMC). The 
AMC is committed to clinical excellence in meeting your health care needs. The 
following information is provided to answer frequently asked questions 
concerning the evaluation process. Please call the AMC with any concerns or other 
questions that you may have. 

Diagnostic Testing includes: 
• Family Interview:  Obtaining a detailed history of cognitive and physical

changes is critical for an accurate diagnosis.
• Medical Examinations:  Neurological, physical, and psychiatric

examinations may be conducted to identify treatable and contributing
medical or psychological conditions.

• Neuropsychological Assessment:  The pattern of difficulties in thinking
abilities is also helpful in determining a diagnosis. The AMC evaluates
strengths and weaknesses that are important considerations for treatment
and lifestyle planning.

• Diagnostic Tests:  May be scheduled for the patient at local facilities on an
outpatient basis. These can include a CT/MRI scan of the brain and blood
work to rule reversible causes of dementia.

• Home Visit:  Sometimes a home visit is necessary to evaluate a person in
familiar surroundings to complete the overall assessment.

• Multidisciplinary Conference:  Before a diagnosis is made, the team
reviews its findings, develops an individualized treatment plan, and
determines its recommendations.

• Family Conference:  The diagnosis and recommendations are explained to
the patient and family.

The AMC is affiliated with the University of California, San Francisco School of 
Medicine (UCSF). UCSF is a teaching, research and healthcare institution. 
Residents, interns, medical students, students of ancillary healthcare professions, 
post-graduate fellows and other trainees may observe, examine, and participate at 
the request and under the supervision of the attending physician in the patient’s 
care, as part of UCSF’s medical education programs.  

**In consideration of those who are sensitive to environmental odors created by 
chemicals and perfumes, please do not use fragrances when visiting this office.** 



Financial and Billing Policies 

We understand that billing and payment for health care services can be confusing and complicated. It is 
important for you to know the information contained in your specific health plan, including any co-
payments, co-insurances, deductibles and other provisions. If you have any questions, call your health 
plan’s member services department-their number is listed in your benefit plan booklet or on your ID card. 

• Bring Your Health Information:  This includes CA ID/drivers lisence, all insurance cards, and
authorization/referral forms. We will ask that you sign forms such as a release of medical
information, patient information sheet, notice of disclosure, and possibly additional forms
depending on your visit.

• Co-Payments, Deductibles and Co-Insurance: Co-pay’s are due at time of your office visit. Under
the terms of our contract with the various insurance plans we cannot waive any co-payments,
deductibles, or co-insurance amounts defined as patient responsibility. If you have any
questions regarding your co-payments or deductibles, please call your insurance company. For
your convenience we accept checks (payable to: UC REGENTS), debit, VISA and MasterCard. For
the safety of staff and patients WE CANNOT ACCEPT CASH.

• Patient Responsibility Balances:  All patient responsible balances must be paid in full or a
financial arrangement made at the time of your visit.

• Deposits:  For certain procedures, or when paying out of pocket, you may be required to pay a
deposit or pay for the service in full prior to treatment.

• Prior Authorization:  Most health plans require authorization for elective services. If your
insurance company decides your service was not medically necessary, or is not a covered
service, you will be asked to pay prior to the time of service.

• HMO/Managed Care Plans: It is your responsibility to make sure a current referral has been
obtained for your care with our providers. If a referral has not been obtained, the AMC will not
be able to schedule any appointments until such referral is obtained. We realize this in an
inconvenience, but without the referral our physicians will not be reimbursed for the services
provided.

• Medicare/Medicaid or Other Groups Insurance Policies:  I agree to pay the AMC, and AMC
physicians associated with the AMC evaluation, the balance due of all charges not paid for by
Medicare, Medicaid, or other group insurance plans (excluding those charges not collectible
pursuant to Medicare regulation). This may include costs of collection and/or reasonable
attorneys’ fees.

• Multidisciplinary Team Meeting (MDT): The $200 dollar out-of-pocket charge is for the
multidisciplinary team meeting of staff involved with the evaluation to assess all the information
gathered. This charge is not covered by Medicare, Medicaid, or any other group insurance plans.

• Inform the AMC of Changes:  If you are a current patient, please inform the AMC if your
personal or insurance information has changed since your last visit. The lack of current
information may cause delays in care and result in your having to pay for the cost of the entire
visit.



Patient Name: _________________________ DOB: _______________ 

• No Show/ Appointment Cancellation Policy:  We would like to provide you with
outstanding service. This, however, requires your cooperation. If you are unable to keep
a scheduled appointment, please call us at least 24 hours in advance so we can give this
appointment to another patient.

• If you fail to keep an appointment or do not call at least 24 hours in advance, you are
considered a “NO SHOW”. We charge a $35.00 fee for “NO SHOWS” which is not
covered by any insurance plans.

I have read, understand and agree to the above NO SHOW/appointment cancellation policy and 
fully agree to each of the statements and agreements herein, by signing below as my free and 
voluntary act. 

___________________________________ __________ 
Patient Signature or POA Representative Date 



UCSF Alzheimer & Memory Center (AMC) 

Personal Representative 

 In the space below, if so desired, please indicate any personal representative (an individual who is 
permitted to receive or know information concerning your healthcare for the period of 12 months from 
the date you sign this form). If your designated personal representative changes during the time, this 
form is in effect, you must contact the AMC in writing to request the changes. 

Name(s) of personal representative: 

1. _____________________________________ Relationship to you:  ____________________

Phone number:          ____________________

A personal representative as defined under the Health Insurance Portability and Accountability Act of 
1996 (HIPPA) is any family member, friend, or individual designated by the patient to whom the patient’s 
health information may disclosed.  

Patients Name: ________________________ DOB: _______________ 

________________________________ ____________________________ 
Patients Signature Date 



Revised: 8.2016 

    Alzheimer & Memory Center 

AUTHORIZATION TO RELEASE/EXCHANGE PATIENT RECORDS 
(A copy or facsimile of this form is as valid as the original) 

 TO:_________________________________________________________         
(Doctor or Institution)

NAME OF PATIENT:___________________________________________ 

SSN:___________________________DOB:________________________ 

NOTICE: UCSF and many other organizations and individuals such as physicians, hospitals and health plans are required 
by law to keep your health information confidential. If you have authorized the disclosure of your health information to 
someone who is not legally required to keep it confidential, it may no longer be protected by state or federal 
confidentiality laws. YOUR RIGHTS: This authorization to release health information is voluntary. Treatment, payment, 
enrollment or eligibility for benefits may not be conditioned on signing this Authorization except in the following cases: 
(1) to conduct research-related treatment, (2) to obtain information in connection with eligibility or enrollment in a 
health plan, (3) to determine an entity’s obligation to pay a claim, or (4) create health information to provide to a third 
party.  

Authorization includes the release of all records with documentation of treatment and/or follow-up care pertaining to 
mental health and other information as specified below: 

Brief summary of medical history including medications

Reports of EKG, CXR, EEG, and lab work done in the last year

Neuropsychological Assessment

Neurological Assessment

Brief summary of psychiatric history including medications

MRI or CT Scan (Please send films and report of BRAIN MRI/CT scan only)

EXPIRATION OF AUTHORIZATION: Unless otherwise revoked, this Authorization will expire 5 Years after the date of 
my signing this form. 

This Authorization may be revoked at any time. The revocation must be in writing, signed by me or my 
representative, and delivered to: UCSF Fresno Alzheimer & Memory Center (AMC), 2335 E Kashian Ln, #301 
Fresno, CA 93701  The revocation will take effect when UCSF Fresno AMC receives it, except to the extent UCSF 
AMC or others have already relied on it. 

I hereby authorize the UCSF Fresno Alzheimer & Memory Center to exchange information with any agency, 
professional or person that is deemed necessary.  I am entitled to receive a copy of this Authorization. 

___________________________________ ___________________________________ 
Print Name  Signature (Patient, or individual with assigned  

Power of Attorney or Conservatorship) 
___________________________________ ___________________________________ 
Date Witness (if patient is unable to sign) or   

interpreter 



HEALTH INFORMATION 

Please list Health Care Providers (Medical Doctors, Psychiatrists, Psychologists, Therapists, 
Hospitals, and Facilities) utilized over the past 5 years. 

1. Name:__________________________________________ Specialty: ________________________

Address:____________________________________City_______________State______Zip______

Phone:        ________________________

Reason for Care__________________________________________________________________

2. Name:__________________________________________ Specialty: ________________________

Address:____________________________________City_______________State______Zip______

Phone:         ________________________

Reason for Care__________________________________________________________________

3. Name:__________________________________________ Specialty: ________________________

Address:____________________________________City_______________State______Zip______

Phone:        ________________________

Reason for Care__________________________________________________________________

4. Name:__________________________________________ Specialty: ________________________

Address:____________________________________City_______________State______Zip______

Phone:        ________________________

Reason for Care__________________________________________________________________

5. Name:__________________________________________ Specialty: ________________________

Address:____________________________________City_______________State______Zip______

Phone:        ________________________

Reason for Care__________________________________________________________________

6. Name:__________________________________________ Specialty: ________________________

Address:____________________________________City_______________State______Zip______

Phone:        ________________________

Reason for Care__________________________________________________________________



Univers1lyof Calif0rnia 
San Francisco 

University of California, San Francisco, Fresno 
Photography & AudioNideo Recording Consent Fonn 

School of Medicine 
Fresno Medical Education Program 

UCSF Fresno Center for Medical Education and Research 
155 North Fresno Street, Fresno, CA 93701 

Authorization and Consent to Photograph, Publish and Release Information 
I gi\'e permission and ,mthorizc The Regents of the Uni1-crsity of California, L;ni1usity of Californi.1, S.1n Frmcisco, 
including the L'CSF frc"1l' :vicdicol Educatie1n Pwgram and affiliated progralns, and its personnel their elfficers, ac;:ents, 
employees and students, to t.1ke photogophs of me. w inten·icw me, to publish, print and bwadcast my Yoke :mel image 
to he used for educational purposes in resident ·phy~icbn trJinlng, f~..1r patient and rc~idcnt education ;mel £~..1r the prolno
tion elf UCSF Fresno and \'arious L'CSF Fresno ,1ffili,1ted pwgr,uns through the usc eli brochures, publications, posters, 
printed n1.1terials. displays, signs, T\'•\'ideo broadcast and internet. web. 

l understand that I h:~,-e the right ro request that photography!,ideeJ session end at any time during the session. 

I understand tbt l h:n·c the right w withdraw my consent at any time, until ,1 rcasomblc time before the photograph or 
Yideotape is used. Please contact the CCSF fresno Educational ?\!celia Services department at ems@fresno.ucsfedu to 
withdDw your consent. A \\Tirten request for withdrawal of consent can be mailed to UCSF fresno. 

The phowgraphs or ,-iclcos will be stored by the L'CSF Fresno Educational ?\!celia SctYices Department and will be 
destroyed when no l~..1nger ne-eded. Photographs and videos include any dcctronic or audio recording 1ncdi:t. The tenn 
"photcJgraph." as used in this agreement sh,1ll mean motion picture or still photo,:;raphy in any format, as well as 
Y.ideotapc, videodl:::.c, web and ~my 1..1thcr n1c:a1b of n:::cording and reproducing \'isual images and sound. 

l reluse rhc CC Regents and the l 1CSF Fresnel \ledical Education Program, its persom1cl and its affiliated pmgrams 
from1ny and ,1llli,1bility \\'hich may m could arise from the taking. recording, publication, distribution or other usc of 
plwtography and audio\·idco mcdh 

IN ALL CASES 
1 waiw any right to compensation. l hold the CC Regents and their designees harmless !1-om and against any claim for 
injury and or compensation resulting from the activities authori=cd by this agreement. 

Date:--------------

Print 1\:ame: ________________ _ Signature:------------------

If subject/patient is under the age of 18, parent or legal guardian authorization is required below 

Print 1\:ame: ________________ _ Signature: _________________ _ 

ADDR.ESS: _____________________________ _ 

City/State/Zip _______________ Telephone:( ___ ) __________ _ 

\ Vitness (if un::tble to sign): 

Print Name: _________________ _ Signature: _________________ _ 

Patient Rev. 10~2010 



Rev: 8/2016 

Alzheimer & Memory Center 
2335 E Kashian Ln, #301 
Fresno, CA 93701 
Tel:  559-227-4810 
Fax: 559-227-4167 

Loren I. Alving, M.D. 
   Director 
   Neurologist 

Alex C. Sherriffs, M.D., ABFM 
   Co-Director 
   Family Practice 

Dzung Trinh, M.D., FACP 
  Geriatrics  

Toni Onkka, LCSW 
   Social Worker 

Andres Sviercovich, MSW 
   Social Worker 

Benicia Goka, M.D. 
    Neuroscientist 

Anna Salazar 
   Administrative Assistant 
   Patient Relations 

Email: 
  alz@fresno.ucsf.edu 

Website: 
www.fresno.ucsf.edu/alzheimer 

DRIVING DURING THE EVALUATION 

Due to difficulties that patients with dementia may have driving, we 
ask that once our evaluation is started, patients refrain from driving 
during the course of this evaluation until the family conference has 
concluded. Our evaluations can help us to determine if patients are at 
increased risk when driving; at the family conference, we will present 
our recommendations on driving. 

Also, please note that if we make a diagnosis of dementia, we are 
required by law to send a report stating such to your local Department 
of Motor Vehicles. 

By signing, I acknowledge that I have read the above. 

_________________________________   
Signature of Patient  
(or individual with assigned Power of Attorney or Conservatorship) 

_________________________________ 
Signature of Careprovider 

_________________________________ 
Relationship to Patient 

Date: ______________

Beverly Chang, M.D.
  Psychiatry
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SunFmncisco 

Fresno Medical Educc:tioa Pro~mm 

Alzheimer & Memory Center 
Patient Information 

{T a be filled out by the patient or patient representative) 

Patient Name=---------;,--,--------------,=:-.,------------,-,,-,-;;-:-----
(Last) (First) (Middle) 

Address: 
(Street) (Apt.#) (City) (State) " (Zip Code) 

Telephone Number: Home ( Cell/Work: ( 

Date of Birth: Social Security#: Please circle:Male Female 

i. Primary Insurance Name: _____________ _ 

Address:------------- City: _______ State: ___ Zip Code: __ _ 

Name of Policy Holder: ___________ _ 

Policy Holder SS#: --------- Policy Holder DOB: _______ _ 

Relationship to Patient:----------

Insurance ID: __________ Group#:---------- Effective Date: ____ _ 

2. Secondary Insurance Name:--------------

Address: ____________ City:------ State: ___ Zip Code: __ _ 

Name of Policy Holder: ___________ _ 

Policy Holder SS#: _________ Policy Holder DOB: --------

Relationship to Patient:----------

Insurance ID: ---------- Group#: _________ _ Effective Date: ____ _ 

Guarantor Name: ---,--..,.--------:::--:---------:-::-:-::-
Last First Middle Relationship to Patient 

Address: ________________________________ _ 

Telephone Number: Home ( __________ Cell/Work: ( 

Please sign below to acknowledge the following statement: 

I request that payment of authorized Medicare or medical benefits to which I am entitled be made either to me or on my 
behalf to the Alzheimer & Memory Center (AMC) for a·ny services furnished me by the AMC. I authorize any holder of medical 
information about me to release to the Health Care Financing Administration and its agents any information needed to 
determine these benefits payable to related services. I understand my signature requests that payment be made and 
authorizes release of medical information necessary to pay the claim. If other health insurance coverage is indicated in Item 9 
of the HCFA,1500 claim form or elsewhere on other approved claim forms or electronically submitted claims, my signature 
authorizes releasing of the information to the insurer or agency shown. If I am unable to sign this form, my representative may 
sign on my behalf. In Medi-care assigned cases, the AMC agrees to accept the charge determination of the Medicare carrier 
as the full charge, and the patient is responsible only for the deductible, coinsurance and non-covered services. Coinsurance 
and deductible are based upon the charge determination of the Medicare carrier. 

*""'****!understand that I am financially responsible for all charges whether or not paid by insurance**'***** 

Signature: ____ c::---:-:-:-------
(Patient ) 

by 
---~--~~~~~---(Representative signature} 

R~pres~talive's relationship to patient Representative's addre5s (street) (city) 

Date: _____ _ 

{state) 



Rev: 8/2016 

Alzheimer & Memory Center 
2335 E Kashian Ln, #301 
Fresno, CA 93701 
Tel:  559-227-4810 
Fax: 559-227-4167 

Loren I. Alving, M.D. 
   Director 
   Neurologist 

Alex C. Sherriffs, M.D., ABFM 
   Co-Director 
   Family Practice 

  Beverly Chang, M.D.
 Psychiatry

Dzung Trinh, M.D., FACP 
   Geriatrics  

Toni Onkka, LCSW 
   Social Worker 

Andres Sviercovich, MSW 
   Social Worker 

Benicia Goka, M.D. 
   Neuroscientist 

Anna Salazar 
   Administrative Assistant 
   Patient Relations 

Email: 
  alz@fresno.ucsf.edu 

Website: 
www.fresno.ucsf.edu/alzheimer 

NOTICE OF DISCLOSURE 

DATE: ___________________ 

 I, ___________________________ of  ___________________________________ 
    (NAME) (STREET)    (CITY)     (ZIP) 

understand   that   the  $200.00   fee    for  the   Multi-Disciplinary   Team   Meeting 

associated with  the  evaluation of ___________________________  at  the  UCSF  
(NAME OF PATIENT) 

Fresno Alzheimer & Memory Center is not a covered service by my insurance 

company and is my responsibility to pay. 

_______________________________ __________________ 
Signature of Guarantor  Date 



FORMA Date: _____ _ 

UCSF FRESNO ALZHEIMER & MEMORY CENTER 

Patient's Name: ____________ Birth date: ______ Age: ___ _ 

Name of Person Completing Form: _________ Relationship to Patient: ____ _ 

******** Please list all medications, vitamins and herbs that the patient is taking. ******** 

NAME DOSE 
Example: Wxyzmed 325mg 
1. ___________ ------
2. ___________ ------
3. _________ -----
4. ________________ _ 
5. ______________ _ 

6.--------------?. ________________ _ 

8.--------------9. ________________ _ 

10.---------
11.----------
12. _________ _ 
13. _________ _ 

FREQUENCY 
twice a day, as needed 

**Allergies to Medications:---------------------
Preferred Pharmacy: ,-----,.,.,..-------=--.,-,,....,-----=..,-,.---

Name Address City Zip Code Telephone 

CURRENT FUNCTION 

What symptoms are CURRENTLY occurring? If YES, please give examples. 
Yes No 
D DMemory loss for recent events, ___________________ _ 
D DMemory loss for remote events, __________________ _ 
D DGets lost _______________________ _ 

D DWandering ------------------------
D DChange in eating habits, ____________________ _ 
D DEats more, _______________________ _ 
D DEats less,or eats more sweets, ___________________ _ 

D Dchange in sleeping habits--------------------
D DDepression, _______________________ _ 
D DAggressiveness, _______________________ _ 
D DPhysical, _______________________ _ 

D Dverbai'-----,--,---.,-----,--.,-------------------
D DHallucinations (when, how often), _________________ _ 
D DParanoia/Suspiciousness, _____________________ _ 

D DHides things'--,-.,------,-,.---------------------
D DDecline in social activity _____________________ _ 
D DLoss of interest in previous hobbies, _________________ _ 
D DDecreased awareness in current events, _______________ _ 
D DProblem recognizing familiar persons? Who? _____________ _ 
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HISTORY OF MEMORY/BEHAVIORAL CHANGES 

What were the first changes noted? 

0Memory problems: Year___ 0Language problems: Year __ _ 
0Getting lost: Year___ 0Behavior/personality change: Year __ _ 
0Depression: Year___ 0Hallucinations: Year __ _ 
0Paranoia: Year___ Osuspiciousness: Year __ _ 
Oother ________ :Year __ _ 

When did the changes first occur? __ 

Was the progression: 0Siow 0Rapid 
Was the onset: 0Gradual Osudden 

List behavior changes and dates (in chronological order), such as changes at family/holiday 
gatherings, changes in driving, housekeeping, social activities, etc. 

Date Description of behavioral changes Examples below: 

Nov. 1990 Problems making Thanksgiving dinner, which she had always prepared well in past. 
Jun. 1991 Began forgetting names of grandchildren. 
Jan. 1995 Got lost while driving to familiar grocery store. 
1997 Began accusing others of stealing her money/personal items. 
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GENERAL INFORMATION 

Place of birth: Raised where? ______ One of __ children. 
(If born out of California, age when moved to California? __ ) 

Please mark highest level of education completed: 
DProfessionai/Doctoral degree (in--------· 
DMasters degree (in _______ _ 
DBachelors degree (in _______ _ 
DA.A./Vocationai/Technical degree (in ) 
DHigh school graduate/GED 
If less than high school degree/GED, what grade completed? __ 

Primary occupation/employment of the patient throughout life? __________ _ 

Primary occupation/employment of the patient's spouse throughout life? _______ _ 

Patient's current relationship status: 
DMarried: DNever married DWidowed DDivorced DSeparated DDomestic partner 

If ever married How many times?_ At what age(s) How long? ___ _ 
Number of children (indicate from which partner)-----~--~-~~--~-

partner #1 partner#2 partner#3 

Does the patient have a valid driver's license? 
Is the patient still driving? DYes D No 

DYes D No (if yes incense#: ----,o=-___ exp:. __ 

Any recent accidents? DYes D No 
Date of last accident: ______ _ Was he/she at fault? DYes D No 

*****California law requires that we make a report to the Health Department 
if we make a diagnosis of dementia. This may result in loss of driving privileges or 
a request that the patient take a driver's test. We ask that all patient's refrain from 
driving during the evaluation. 

Does the patient smoke? DYes DNo (since what age:_) How much: ___ _ 
Dused to (how long: , how much: ) 

Does patient drink alcohol? DYes DNo (since what age_) How much: ____ _ 
DUsed to (how long: , how much: ) 

Was there ever a period when the patient drank a lot (i.e., 4 or more drinks at a time)? 
DYes DNo: Age when he/she began drinking this amount. __ _ 
number of years this drinking pattern lasted __ _ 

Does the patient have or has the patient had a drug abuse problem (other than alcohol), including 
prescription drugs? DYes DNo 
If YES, what was the drug of choice? 
Age when he/she started to abuse drugs 
Age when he/she quit abusing drugs 
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SOCIAL HISTORY 

What was the patient's personality before his/her present difficulties? 

SAFETY Due to concerns related to judgment in persons with dementia, we are asking if there 
Any guns or other weapons in the home. 

DYes DNo if yes, does the patient have access to the weapons? DYes DNo 

FAMILY MEDICAL HISTORY 

Have any of the following conditions or diseases occurred in the patient's primary relatives? Circle Yes 
or No for each. If yes, please list the relative's relationship to the patient. Primary relatives include the 
patient's parents, brothers and sisters, and children. 

Disease/Condition 

Y N Dementia or dementia like symptoms 

Y N Alzheimer's disease 

Y N Parkinson's disease 

Y N Down's Syndrome 

Y N Stroke 

Y N Heart Disease 

Y N Primary psychosis 
(e.g. delusions, schizophrenia) 

Y N Primary affective/mood disorder 
(e.g. depression, mania) 

Y N Alcohol-related disorder 
(e.g. abuse, dependence) 

Y N Major psychiatric disturbance 

Other diseases that run in the patient's family: 

Primary relative(s) 
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BRDRS 

For questions 1- 7, circle the category that best describes the patient in your opinion. 
1 = patient is unable to do the activity described 
.5 = patient has some trouble with the task 
0 = patient can do the task normally 

Unable Some Trouble Normal 

1. Ability to find way around familiar streets 

2. Perform household tasks 

3. Cope with small sums of money 

4. Remember short list of items 

5. Find way around indoors 

6. Interpret surroundings (e.g., recognize whether 
in a hospital or at home, discriminate between ' 
patients, doctors, nurses, relatives, etc.) 

7. Recall recent events (e.g. recent outings, 
visits by relatives) 

For question 8, circle best answer. 

8. Tendency to dwell in the past 

HABITS 
Circle the best description for each: 

Eating: 

Dressing: 

Cleanly with proper utensils 
Messily with spoon only 
Eats only simple solids (e.g., biscuits) 
Has to be fed 

Unaided 

1 .5 

1 .5 

1 .5 

1 .5 

1 .5 

1 .5 

1 .5 

More than 
Yes Usual 

1 .5 

Occasionally misplaced buttons 
Commonly forgets items, wrong sequence 
Unable to dress 

Bladder and bowel control: Complete sphincter control 
Occasional wet beds 
Frequent wet beds 
Unable to control urine and stool 

[For office use only. Total: 

0 

0 

0 

0 

0 

0 

0 

No 

0 

0 
1 
2 
3 

0 
1 
2 
3 

0 
1 
2 
3 

1 
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CDR 

Please circle ONE letter under each category that best describes the patient in your opinion. 

1. MEMORY 
a. No memory loss or slight inconsistent forgetfulness 
b. Consistent slight forgetfulness; partial recollection of events; "benign" forgetfulness 
c. Moderate memory loss; more marked for recent events; deficiency interferes with everyday 

activities 
d. Severe memory loss; only highly learned material retained; new material rapidly lost 
e. Severe memory loss; only fragments remain 

2. ORIENTATION 
a. Fully oriented 
b. Fully oriented except for slight difficulty with time relationships 
c. Moderate difficulty with time relationships; oriented for place at examination; may have 

geographic disorientation elsewhere 
d. Severe difficulty with time relationships; usually disoriented in time, often to place 
e. Oriented to person only 

3. JUDGEMENT AND PROBLEM SOLVING 
a. Solves everyday problems well; judgement good in relation to past performance 
b. Slight impairment in solving problems, similarities, differences 
c. Moderate difficulty in handling problems, similarities, differences; social judgement usually 

maintained 
d. Severely impaired in handling problems, similarities, differences; social judgement usually 

impaired 
e. Unable to make judgements or solve problems 

4. COMMUNITY AFFAIRS 
a. Independent function at usual level in job, shopping, business and financial affairs, 

volunteer and social groups 
b. Slight impairment in these activities 
c. Unable to function independently at these activities though may still be engaged in some; 

appears normal to casual inspection 
d. No pretense of independent function outside home; appears well enough to be taken to 

functions outside a family home 
e. No pretense of independent function outside of home; appears too ill to be taken to 

functions outside a family home 

5. HOME AND HOBBIES 
a. Life at home, hobbies, intellectual interests well maintained 
b. Life at home, hobbies, intellectual interests slightly impaired 
c. Mild but definite impairment of function at home; more difficult chores abandoned; more 

complicated hobbies and interests abandoned 
d. Only simple chores preserved; very restricted interests, poorly sustained 
e. No significant function in home 

6. PERSONAL CARE 
a. Fully capable of self-care 
b. Needs prompting 
c. Requires assistance in dressing, hygiene, keeping of personal effects 
d. Requires much help with personal care, frequent incontinence. 
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FORMB 

UCSF FRESNO ALZHEIMER & MEMORY CENTER 

Patient's Name: ____________ Birth date: ____ _ Date: _____ _ 

Name of Person Completing Form: _________ Relationship to Patient: ____ _ 

****Please answer the following questions about yourself: 

1) What is your relationship to the patient? 

1. Wife/husband/significant other 
2.Son 
3. Daughter 
4. Son-in-law 
5. Daughter-in-law 
6. Other family member 
7. Friend 
8. Other 

3) On average, how many hours per week 
do you spend with him or her? 
[Note: 1 week= 168 hours.] 

5) What is your gender? D Male 
D Female 

LIVING ARRANGEMENT: 

2) How often do you see him or her? 

1. Everyday 
2. 4-6 days per week 
3. 2-3 days per week 
4. Once a week 
5. Once every two weeks 
6. Once per month 
7. Less than once per month 

4) How many years have you known 
the. patient? __ years 

6) How old are you? __ years 

Who lives with the patient? -,.---,c--.,.----,...,--...,-----,-------
lf patient lives alone, how far do you live from him/her? _____ _ 

Who is the primary caregiver (the person who mostly gives or oversees care)? 

Who is/are the secondary informal caregiver(s), those who help out in emergencies 
or provide respite for the primary caregiver? 

Please list members of the patient's family and/or friends who would be able to provide 
more information regarding the patient's health and behavior in the past and present. 

NAME 
1. 
2. 
3. 
4. 

Relationship and Age Location/Tel.# 
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CURRENT PATIENT NEEDS: 

Is the patient's current living situation adequate? DYes DNo 
If NO, then what options have been considered and how seriously have these been pursued? 

Do you have current concerns or anticipate problems for the patient in the following areas: 
food/nutrition, patient's self-care, physical health, medication management, emotional factors, 
household tasks, socializing/hobbies, financial matters, and/or transportation? 
DYes DNo If YES, please explain: 

Legal arrangements completed by the patient DYes DNo 
DYes DNo Has a will or living trust. 
DYes DNo Has an Advanced Health Care Directive or Durable Power of 
Attorney for Health Care. 
Who is the decision-maker? _________ _:__ 

DYes DNo Has a General Power of Attorney for finances. 
Who is the decision-maker? __________ _ 

DYes DNo 
DYes DNo 

Had legal advice concerning personal finances. 
Arranged for care when no longer able to care for self. 

CURRENT CAREGIVER NEEDS: 

Is your current living situation adequate? 
Do you require resources for alternative living situation? 

DYes DNo 
DYes DNo 

Please describe caregiver and/or family stress caused by patient's illness, or interference 
with family member's work or other activities: 

In what ways has the caregiver/family personally adapted their lifestyle to accommodate behavior 
changes of the patient? 
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Do you have current concerns or anticipate problems for yourself/the primary caregiver in 
the following areas: 

Food/nutrition DYesDNo if yes, please explain: 

Physical health DYes D No if yes, please explain: 

Financial matters DYesDNo if yes, please explain: 

Emotional factors DYesDNo if yes, please explain: 

Socializing/hobbies? DYesDNo if yes, please explain: 

**As part of our role as one of the state Alzheimer's Research Centers of California, 
we have been asked to collect the following information: 

What is the patient's race? 
DWhite DOther Race: 
Is the patient Spanish/His-pa-n--:i-c/;;-L-a-::-tin-o--:?::-rD=r:-N:-o DYes (If YES, circle one): 
North American (Mexican, Mexican-American, Chicano); South American; 
Central American; Puerto Rican; Cuban; Haitian; Other Spanish/Hispanic/Latina origin 

DAmerican Indian: (including North, South and Central American Indian) or 
Alaska Native (including Aleut and Eskimo) 

DAsian (circle one): Asian Indian I Cambodian I Chinese I Filipino I Japanese I Hmong I 
Korean I Laotian I Vietnamese I Other Asian: ______ _ 
DBiack, African American 
DPacific Islander (circle one): Native Hawaiian I Guamanian I Samoan 

Other Pacific Islander: ______ _ 

What is the patient's sexual orientation? 
D Prefer not to answer 
D Heterosexual or straight 
D Gay or Lesbian 

DTransgender 
D Bisexual 
D Don't Know 
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ECOG 

Directions: Please rate the patient's ability to perform certain 
" everyday tasks NOW, as compared to his/her ability to do "' ~ these same tasks 10 years ago. In other words, try to Q) 0 

Q) ;: 
remember how he/she was doing 10 years ago and indicate Cl 

~ 
.<= 

" " 0 

any change you have seen. Rate the amount of change on a "' 0 ~ "' .<= ;: E 
five-point scale ranging from: 1) no change or actually 0 ~,., "' >. 0 .c= ,., = ;: performs better than 10 years ago, 2) occasionally performs " "' "' 'E " 0 ~ " " Q) 
the task worse but not all of the time, 3) consistently performs 0 0 0 Q) - " 

~ :;;:; '(i) 1ii "' -" 
the task a little worse than 10 years ago, 4) performs the task "iii Q) 

Q) "' "' "iii ~ 
:!"' - Q) 0 " " much worse than 10 years ago, or 5) don't know. Circle the - " Q) 

"' 0 0 0 0 0 
number that fits your response. co Oo (.) (.) ;:: c 
Compared to 10 years ago, has there been any change in ..... Memory 
1. Remembering a few shopping items without a list. 1 2 3 4 9 
2. Remembering things that happened recently (such as 1 

I 
2 3 

I 
4 9 

recent outings, events in the news). 
3. Recallinq conversations a few days later. 1 I 2 3 4 9 
4. Remembering where she/he has placed objects. 1 2 3 4 9 
5. Repeating stories and/or questions. 1 2 3 4 9 
6. Remembering the current date or day of the week. 1 2 3 4 9 
7. Remembering he/she has already told someone 1 2 3 4 9 

something. 
8. Remembering appointments, meetings, or 1 2 3 4 9 

engagements. 
Compared to 10 years ago, has there been any change in ..... Language 

1. Forgetting the names of objects. 1 2 3 4 9 
2. Verbally giving instructions to others. 1 2 3 4 9 
3. Finding the right words to use in a conversation. 1 2 3 4 9 
4. Communicating thoughts in a conversation. 1 2 3 4 9 
5. Following a story in a book or on TV. 1 2 3 4 9 
6. Understanding the point of what other people are 1 2 3 4 9 

trying to say. 
7. Remembering the meaning of common words. 1 2 3 4 9 
8. Describing a program he/she has watched on TV. 1 2 3 4 9 
9. Understanding spoken directions or instructions. 1 2 3 4 9 
Compared to 10 years ago, has there been any change in ..... Visual-Spatial and Perceptual 
Abilities 
1. Followinq a map to find a new location. 1 2 3 4 9 
2. Reading a map and helping with directions when 1 2 3 4 9 

someone else is driving. 

3. Finding one's car in a parking lot. 1 2 3 4 9 

4. Finding the way back to a meeting spot in the mall or 1 2 3 4 9 
other location. 

5. Finding his/her way around a familiar neighborhood. 1 2 3 4 9 

6. Finding his/her way around a familiar store. 1 2 3 4 9 

7. Finding his/her way around a house visited many 1 2 3 4 9 
times. 
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c om pare d t 10 0 'years ago, h th b as ere een anyc h E ange m..... xecutwe F uncttonmg: PI annmg 
1. Planning the sequence of stops on a 1 2 3 4 9 

shopping trip. 
2. The ability to anticipate weather changes and 1 2 3 4 9 

plan accordinQIY (ie. brinQ a coat or umbrella). 
3. Developing a schedule in advance of 1 2 3 4 9 

anticipated events. 
4. Thinking things through before acting. 1 2 3 4 9 
5. Thinking ahead. 1 2 3 4 9 
Compared to 10 years ago, has there been any change in ..... Executive Functioning: Organization 
1. Keeping living and work space organized. 1 2 3 4 9 
2. Balancing the checkbook without error. 1 2 3 4 9 
3. KeepinQ financial records organized. 1 2 3 4 9 
4. Prioritizinq tasks by importance. 1 2 3 4 9 
5. Keeping mail and papers organized. 1 2 3 4 9 
6. Using an organized strategy to manage a 1 2 3 4 9 

medication schedule involving multiple 
medications. 

Compared to 10 years ago, has there been any change in ..... Executive Functioning: Divided 
Attention 
1. The ability to do two things at once. 1 2 3 4 9 
2. Returning to a task after being interrupted. 1 2 3 4 9 
3. The ability to concentrate on a task without 1 2 3 4 9 

being distracted by external things in the 
environment. 

4. Cooking or working and talking at the same 1 2 3 4 9 
tirne. 
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NPI-Q 

Please answer the following questions based on changes that have occurred since he/she first began to 
experience memory problems. 

Mark "Yes" only if the symptom(s) has been present in the last month. Otherwise, mark "No". 

For each item marked "Yes": 
Rate the SEVERITY of the symptom (how it affects the patient): 
1 = Mild (noticeable, but not a significant change) 
2 = Moderate (significant, but not a dramatic change) 
3 = Severe (very marked or prominent, a dramatic change) 

For each item marked "Yes": 
Rate the DISTRESS you experience due to that symptom (how it affects you): 
0 = Not distressing at all 
1 = Minimal (slightly distressing, not a problem to cope with) 
2 = Mild (not very distressing, not always easy to cope with) 
3 = Moderate (fairly distressing, not always easy to cope with) 
4 = Severe (very distressing, difficult to cope with) 
5 = Extreme or Very Severe (extremely distressing, unable to cope with) 

1. Delusions Does the patient believe that others are stealing from him/her or 
planning to harm him/her in some way? DYES D NO 

If YES: SEVERITY: 1 2 3 DISTRESS: 0 1 2 3 4 5 

2. Hallucinations Does the patient act as if he/she hears voices? Does he/she talk to 
people who are not there? DYES DNO 

If YES: SEVERITY: 1 2 3 DISTRESS: 0 1 2 3 4 5 

3. Agitation/Aggression Is the patient stubborn and resistive to help from others? 
DYES DNO 

If YES: SEVERITY: 1 2 3 DISTRESS: 0 1 2 3 4 5 

4. Depression/Dysphoria Does the patient act as if he/she is sad or in low spirits? 
Does he/she cry? DYES DNO 

If YES: SEVERITY: 1 2 3 DISTRESS: 0 1 2 3 4 5 
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5. Anxiety 

If YES: 

6. Elation/Euphoria 

If YES: 

7. Apathy/Indifference 

If YES: 

8. Disinhibition 

If YES: 

9. Irritability/Lability 

If YES: 

10. Motor Disturbance 

If YES: 

Does the patient become upset when separated from you? Does 
he/she have any other signs of nervousness such as shortness of 
breath, sighing, being unable to relax, or feeling excessively tense? 

DYES D NO 

SEVERITY: 1 2 3 DISTRESS: 0 1 2 3 4 5 

Does the patient appear to feel too good or act excessively 
happy? DYES D NO 

SEVERITY: 1 2 3 DISTRESS: 0 1 2 3 4 5 

Does the patient seem less interested in his/her usual activities 
and in activities and plans of others? DYES DNO 

SEVERITY: 1 2 3 DISTRESS: 0 1 2 3 4 5 

Does the patient seem to act impulsively, for example, talking to 
strangers as if he/she knows them, or saying things that may hurt 
people's feelings? DYES DNO 

SEVERITY: 1 2 3 DISTRESS: 0 1 2 3 4 5 

Is the patient impatient and cranky? Does he/she have difficulty 
coping with delays or waiting for planned activities? 

DYES DNO 

SEVERITY: 1 2 3 DISTRESS: 0 1 2 3 4 5 

Does the patient engage in repetitive activities such as pacing 
around the house, handling buttons, wrapping string, or doing 
other things repeatedly? DYES D NO 

SEVERITY: 1 2 3 DISTRESS: 0 1 2 3 4 5 

11. Nighttime Behaviors Does the patient awaken you during the night, rise too early in the 
morning, or take excessive naps during the day? 

DYES D NO 

If YES: SEVERITY: 1 2 3 DISTRESS: 0 1 2 3 4 5 

12. Appetite/Eating Has the patient lost or gained weight, or had a change in the type 
of food he/she likes? DYES D NO 

If YES: SEVERITY: 1 2 3 DISTRESS: 0 1 2 3 4 5 
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Circle the category that best describes the patient in your opinion. 
Ratings should be based on symptoms occurring over the past week. 

0 = not present 1 = mild or occasional 2 =severe 
**Do not circle if symptoms are longstanding or chronic.** 

MOOD RELATED SIGNS 
1. ANXIETY- anxious expression, worrying more than usual 0 
2. SADNESS -sad expression, sad voice, tearfulness 0 
3. LACK OF REACTION - to pleasant events 0 
4. IRRITABILITY- easily annoyed, more short tempered than usual 0 

BEHAVIORAL DISTURBANCES 
5. AGITATION- restlessness, increased pacing, handwringing 0 
6. RETARDATION- slow movements, slow reactions, slow speech 0 
7. MULTIPLE PHYSICAL COMPLAINTS- 0 

(score 0 if gastrointestinal symptoms only) 
8. LOSS OF INTEREST- less involved in usual activities 0 

(score only if changed in last 2-3 weeks) 

PHYSICAL SYMPTOMS 
9. APPETITE LOSS - eating less than usual 0 
10. WEIGHT LOSS- (score 2 if more than 5 lbs in past month) 0 
11. LACK OF ENERGY 0 

fatigues easily, unable to sustain activities 
(score only if change occurred in past month) 

CYCLIC FUNCTIONS 
12. DIURNAL VARIATION IN MOOD- symptoms worse in the morning 0 
13. DIFFICULTY FALLING ASLEEP -later than usual for this person 0 
14. MULTIPLE AWAKENINGS DURING SLEEP 0 
15. EARLY MORNING AWAKENING- earlier than usual for this person 0 

IDEATIONAL DISTURBANCES 
16. SUICIDE- feels life is not worth living, has suicidal 0 

wishes, or makes suicide attempt 
17. SELF-DEPRECIATION -self-blame, feelings of failure 0 
18. PESSIMISM- anticipation of the worst 0 
19. MOOD CONGRUENT DELUSIONS- delusions of poverty, illness 0 

or loss 

Total Score 
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Service Utilization Form 

Indicate the services that the patient and the primary caregiver received in the past three 
months. 

TYPE OF SERVICE RECIPIENT OF 
SERVICE 

PATIENT CAREGIVER 
Yes No Yes No 

a. Counseling (individual or group format) D D D D 

b. Family/martial counseling-education D D D D 

c. Community support group D D D D 
(where)? 

d. Primary care of other physician services D D D D 

e. Oiher health practitioners (dental, PT, OT) D D D D 

f. Case management services D D D D 

g. Transportation services (non-emergency) D D D D 

h. Emergency transportation services D D D D 

i. Congregate meals (senior center) D D D D 

j. Home delivered meals (meals-on-wheels) D D D D 

k. Home health care services D D D D 
(who)? 

I. Homemaker/chore services D D D D 

m. Adult day care D D D D 

n. Alzheimer Day Care Resource Centers D D D D 

0. Caregiver Resource Centers D D D D 

q. Nursing home D D D D 

r. Assisted living D D D D 
(name) (s): 

s. In-patient hospital services D D D D 

t. Adult protective services D D D D 

u. Other services D D D D 
(specify) 
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