






MINI-MENTAL STATE EXAMINATION (MMSE)

O R I E N T A T I O N : o S o o

, Score 1 for each correct.
Where arey o u ? ? . (Max = 10)

_ (Ask the general question first,t h e n t h e specif icques t i ons below)

Namé this place (building orh o s p i t a l )

W h a t floor are you on now?

W h a tState?a r e you in?

What county are you in? ( f not i na county, score correct ifo l ty Isco r rec t )

nooogd

W h a t city are you in( o r near) now?

W h a t i s t h e d a t e t o d a y ? _

( A s k t h e g e n e r a l q u e s t i o n f i rs t , t h e n t h e s p e c i f i c q u e s t i o n s b e l o w )

What year is it? .

What season is it?

What month Is it?

What is the day of the week?

What is the date today?

REGISTRATION

Name three objects (ball, flag, and tree) and have patient repeatt h e m . Score 1 for eachobject Tq

(Say objects at about 1 word per second. I f Patient misses object, ask . h e e y repeated
him/her to repeat i t after you until he/she leams i t Stop at 6 repeats.) (Max = 3)

ATTENTION AND CALCULAT ION

Subtract 7s from 100 in a serial fashion to 65. Score 1 foreachcorrectt o C y
? 65 (Max = 5)? Al temat ive ly

Ask the subject to spellt h e word WORLD. . Score 1 for eachcorrectly ? a

Then have the subject spell it backward. placed leletter

RECALL =| ?

Do you recall the names of the three objects? " S c o r e 4 for each recalled

(Max=3) - L

? _ .

MMSE Page 1

, A183

OOOod0

.

SFRLOTRTRINAPTF TOTSAPRT2RTEPEARWHEYCOLANDFACCOCCAERTE SO UDASE SR ERNONDIPTAeetierereiee e

"POETTNAOEIRDERATEI EOORTCITTAe

Server.erence



LANGUAGE

Ask patient to provide names of a?watch, and pen as. you ° Score 1 for each object CT

show them to him. _ correct (Max =2)

Repeat ?no ifs, ands; or buts,? (Only one trial) , Score 1 if correct Gy .

Give patient a piece of plain blank paper and say, " Score 1 for each part done CO

?Take the paper in your right hand ( A fold it in half (2), correctly (Max = 3)
and put it on the floor (3).? .

A s k patient to read and perform task written on paper: Score1 if patient C ) :

?Close your eyes.? " closes eyes. >

Ask patient to write a sentence on ap iece of paper. Score total of 1 if C J
sen tence has a subject,

ob jec t , . and verb, ( M a x = 1)=

CONSTRUCTION

. S c o r e 1 i f a l l 10a n g l e s a re present. C ]
a n d t w o a n g l e s in tersect . !gnore

t r e m o r a n d ro ta t ion . ( M a x = 1 )

Ask patient to copy the design oft h e interlocking five-sided figures.?

y

TOTAL SCORE . (Maximum score = 30) C l

?Mini-Mental State": a practical method forr e i n the cognitive state of patients for the clinician. J Psychiatr Res.
1975;12(3):189-198,

The copyright of the Mini-Mental State Examination is wholly owned by the. MiniMental LLC, a Massachusetts limited Hiability

company. For information about how to obtain. permission to use or reproduce the Mini Mental State Examination, please
contact John Gonsalves, Jr., Administrator of the MiniMental LLC, at 31 St. James Avenue, Suite 1, Boston, Massachusetts

02116; 617-587-4215,
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e e A n x i e t y Q u e s t i o n n a i r e

(Adaptation from BAI)

Name: .__- ____ Date:

Over the last week: . f M I L D M O D E R A T E watnes E
How much have tha symptoms (Vm very (i almos F

, Doesn?t bother * -o
jba low been bothering you? ?me much) | uncomfortable) t can?t stand It) |

y e r s e nre R n R

rf T i n g l i n g / n u m b n e s s .
ao S e e =

a S e n s a t i o n s o f h e a t .
A TekS a t ER a l

3.1 _Legtremors/movements.
4.) Justcan?t relax:

s. ; F e a ro f theworst happening,

a, | Dizziness.

7.1 Racing heart.

§.{ Unstab le . -

9. Terrified. a
j Nervous.

1 | S e n s a t i o nof drowning

{12.| Hands trembling,

1 , _ Generalized trembling.
4,| F e a roflosing control.

£6,(, Difficulty breathing.

Jia.| Fear of dying.

,7,| Startled/frightened.

indigestion/stomach upset.
- ~

2 | Feeling weak/powerless
?| Sweating.

Other: ?



Memory Screening Frewagen

The following statements describe everyday life situations. Pleasé rate how common each situationI s fatyou) by

selecting one of the following: Daily, Regularly, Occasionally, Rarely, Never. Circle the corresponding numer for

each rating, = s $
~ ? e SD

N A w e 2 ? O E S S P S SS & S <

Not remembering a change in your dailyroutine, such as a changein the place where something Is

kept, or achangein the time something happens. Following y6ur old routine by mistake.

5. {Having to go back t o check whether you have done something that you meantt o do.

Completely forgetting to take things with you. or leavinr #inne hehind and having tg go back and
em

Forgetting that you were told somethingyesterday ora few days ao,, and havingg t o b é r e m i n d e d~
01

r l to read something (book, newspaper magazine)without realizing you have alreadyreadit |7 2 3 4 B I ;
efore.

Having difficulty picking up a new skill. For example,f i

new gadget after you have practiced it once or twice.
Finding that a word Is ?on the tip of your tongue.? You know what it Is butyoucannot?quite find it. p z a r e

Forgetting details of what you did or what happened to you the day before.

When talking to someone, forgetting what you have Just said. Maybe saying ?Whatwas Vtalking
about??

1 . When reading a newspaper or magazine, being unable to follow the thread of a story; losing track of. i] 2 3 4 5 ]1S | Whe itis about ,

14.| Getting the details of what someone has told you mixed up and confused.

15,| Telling someone a story or joke that you have told them already.

Forgetting detailsof things you do regularly, whether at home or work, for example, forgetting details 1 3 4i aof what to do or what time itis. '

1 7 .| Forgetting where things are normally kept, or looking for themin the wrong place.
Getting lost or turningin the wrong direction ona journey, on a walk, or in a building where you have i a e3 a e6

been before.

| 19.| Repeating to someone what you have just told them or asking themthe same question twice. 4 2

20. Doingsome routine thing twice by mistake. For example putting two bags of tea in the teapot, ?

orgoing to brush/comb your hair when you have just done so.

Total Score| |

QUINGY F F 4 6 s c e

www.prevagenpro.com



GLOBAL ASSESSMENT OF FUNCTIONING SCALE (GAF)*

Patient Name :

Consider the psychological, social and occupational functioning on a hypothetical continuum of mental
health-illness. Do not include impairment in functioning due to physical or environmental limitation,

100 9 0 & 0 70 60 50 40 30 20 10 0

. .. C H A R A C T E R I S T I C S __.

Superior funct ioning in a wide range o f activities, life?s problems never seem to get out
o f hand, is sought out by others because o f positive qualities.

Absent o f min imal symptoms, good functioning in all areas, interested in wide range o f
activities, social ly effective, generally satisfied wi th life, no more than every day

problems (mi ld anxiety, an occasional argument wi th family).

I f symptoms are present, they are transient and expectable reactions to psychosocial
stressors no more than sl ight impairment in social, occupational or school functioning

(di f f icul ty concentrating a f te r fami ly argument, temporari ly fa l l ing behind in
schoolwork). ~

Some mild symptoms or some di f f icu l ty in social, occupational or schoo! functioning
but generally funct ioning pretty well , has some meaningful interpersonal relationships
(depressed mood and mild insomnia, occasional truancy or theft wi th in the household).

Moderate symptoms or moderate di f f icu l ty in social, occupational! or school
functioning (f lat affect and circumstantial speech, occasional panic attacks, few friends,
conflicts wi th peers or coworkers).

Serious symptoms or any serious impairment in social occupational or school
funct ioning (suicidal ideation, severe obsessional rituals, frequent shoplift ing, no
friends, unable to keep a job).

Some impairment in reality testing or communication or major impairment in several

areas such as w o r k or school, fami ly relations, judgement, th ink ing or mood (speech at
times is i l logical, obscure o r irrelevant, depressed and avoid friends, neglectful o f
family, unable to work, def iant at home, failing in school).

Behavior is inf luenced by delusions/hallucinations/serious. impairment in

communication or judgement or inabil i ty to function in almost any area (suicidal, stays.
in bed all day, no job, no friends, no home).

Some danger o f hurting sel f or others or occasionally fails to maintain min imal

personal hygiene or impaired gross impairment in communication (suicide attempts,
frequently violent, manic excitement, smears feces, mute).

Persistent danger o f severely hurting self or others or persistent inabi l i ty to maintain
minimal personal hygiene or serious suicidal act with clear expectations o f death.
Inadequate information.

Signature/Ticle: l n
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P i e A s ie is rs o m e

Success i n P r i m a r y Care t h r o u g h
O p t i m i z i n g Psych ia t r ic Evaluat ions

Generalized Anxie ty Disorder 7 ( G A D - 7 )
The GAD-7 isa brief clinical measure for the assessment o f generalized anxiety disorder. This tool may serve
as a screening instrument to identify probable cases o f GAD, and the scale scores provide a measure of

by any o f the fol lowing problems?

severi ty.

N o t at | Several
a l l days

(c i r c le t h e best answer )

1. Feeling nervous, a n x i o u s or o n edge | o o | 1

2. N o t b e i n g able t o s top or c o n t r o l w o r r y i n g | 0 | 1

3. W o r r y i n g t o o m u c h abou t d i f f e r e n t th ings | | 1 |

G A D - 7

O v e r t h e last 2 weeks, h o w o f t e n have you been b o t h e r e d M o r e | N e a r l y
t h a n half} every

x "
f e t e t e m e
iengoresartarknmeeamae |

[eon eha n o n t e r m s n e+ O
[essao n s i t e[ 0 p

1

1

1

1

1

Spitzer et al have identif ied a cut o f f score of 10 or greater on the GAD-7 for identifying probable cases of
GAD. Addit ional evaluation should be used to conf i rm a diagnosis of GAD.

Spi tzer R, K r o e n k e K, W i l l i a m s J, Lowe B. A b r i e f measure fo r assessing genera l ized a n x i e t y disorder . The

GAD-7. Arch Int Med. 2006;166:1092-1097. Copyright © (2006). American Medical Association. Allr i gh t s
reserved.
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#99202 Geriatric Fai lure to Thr ive: A Multidimensional Problem

GERIATRIC DEPRESSION SCALE (SHORT FORM)

Patient?s Name: Date:e e e

i .[are you baal susfed wi you iat MieslNo

[ 2 [ e y faerieveneg? e e
Do you often get bored? | Yes/No]
Are you in good spirits most of the time? | Yes/No|

[6[ars ia n c t n g t i c p n g w i n p m o n lLene
[8 [owotenfete e e
9 | ever tnaanos at dang l dobgios ng [Warne

[in[Dost vemospeeweno dannes! | YeeT I
Do you feel pretty worthless the way you are now? Yes /No |

Do you feel full ofenergy? | Yes/No[ |

Do you feel that your situation is hopeless? |Yes/No|
15. | Do you think that most people are better off than you are?

Scoring:

Assign one point for each of these answers:

1. No 4. Yes 7. N o 10. Yes 13. N o

2. Yes 5. No 8. Yes 1l . N o 14. Yes

3. Yes 6. Yes 9. Yes 12. Yes 15. Yes

A score o f 0 to 5 is normal. A score above $ suggests depression.

Source: [48] Figure 3
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