Patient I.D. _ _ _ _ _ _

FTD Clinic – Family History Form – Father
1. Name  	
2. Date (or year) of birth 
3. Age of death	 (999 if still alive)

Psychiatric History
Did the patient’s father have a history of:

4. Major Depression: 	1=Yes  2=No
5. Bipolar Disorder: 	1=Yes  2=No
6. Obsessive-compulsive disorder: 	1=Yes  2=No
7. Schizophrenia: 	1=Yes  2=No
8. Alcohol abuse: 	1=Yes  2=No
9. Drug abuse: 	1=Yes  2=No
10. Criminal Activity: 	1=Yes  2=No
11. Violent crime: 	1=Yes  2=No

Dementia History
12. Did the patient’s father have a history of dementia? 	1=Yes	2=No
13. If Yes, what was the dementia diagnosis?

1=Frontotemporal dementia 
(Pick’s Disease)
2=Alzheimer disease
3=Vascular dementia
4=Motor neuron disease with dementia
5=Other	

14. Did the patient’s father have a late-life personality change? 	1=Yes	2=No
15 if Yes, please describe: 	
	
	
16. Did he develop late-life behavioral abnormalities? 	1=Yes	2=No
17. If Yes, please describe: 	
	
	
18. Did he develop late-life language abnormalities? 	1=Yes	2=No
19. If Yes, please describe: 	
	
	
20. Was the patient’s father in a nursing home? 	1=Yes	2=No
21. Was an autopsy performed? 	1=Yes	2=No
22. If Yes, what were the results?	
FTD Clinic – Family History Form – Father
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Patient I.D. _ _ _ _ _ _

FTD Clinic – Family History Form – Mother
1. Name   	
2. Date (or year) of birth   	
3. Age of death  	 (999 if still alive)

Psychiatric History
Did the patient’s mother have a history of:

4. Major Depression: 	1=Yes  2=No
5. Bipolar Disorder: 	1=Yes  2=No
6. Obsessive-compulsive disorder: 	1=Yes  2=No
7. Schizophrenia: 	1=Yes  2=No
8. Alcohol abuse: 	1=Yes  2=No
9. Drug abuse: 	1=Yes  2=No
10. Criminal Activity: 	1=Yes  2=No
11. Violent crime: 	1=Yes  2=No

Dementia History
12. Did the patient’s mother have a history of dementia? 	1=Yes	2=No
13. If Yes, what was the dementia diagnosis?

1=Frontotemporal dementia 
(Pick’s Disease)
2=Alzheimer disease
3=Vascular dementia
4=Motor neuron disease with dementia
5=Other	

14. Did the patient’s mother have a late-life personality change? 	1=Yes	2=No
15 if Yes, please describe:     She had many small/medium strokes, leading to odd behavior.  	
	
	
16. Did she develop late-life behavioral abnormalities? 	1=Yes	2=No
17. If Yes, please describe:  very concerned about appearances, social proprieties.  Lost her ability/desire to cook.   Didn’t think rationally.  It seemed pretty typical for an old person.  	
		
18. Did she develop late-life language abnormalities? 	1=Yes	2=No
19. If Yes, please describe: 	
	
	
20. Was the patient’s mother in a nursing home? 	1=Yes	2=No
21. Was an autopsy performed? 	1=Yes	2=No
22. If Yes, what were the results?	
FTD Clinic – Family History Form – Mother
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Patient I.D. _ _ _ _ _ _

FTD Clinic – Family History Form – Sibling
1. Name  	 (and Sibling number  1	)
2. Date (or year) of birth 
3. Age of death  	 (999 if still alive)

Psychiatric History
Did the patient’s sibling #__________ have a history of:

4. Major Depression: 	1=Yes  2=No
5. Bipolar Disorder: 	1=Yes  2=No
6. Obsessive-compulsive disorder: 	1=Yes  2=No
7. Schizophrenia: 	1=Yes  2=No
8. Alcohol abuse: 	1=Yes  2=No
9. Drug abuse: 	1=Yes  2=No
10. Criminal Activity: 	1=Yes  2=No
11. Violent crime: 	1=Yes  2=No

Dementia History
12. Did the patient’s sibling #__________ have a history of dementia? 	1=Yes	2=No
13. If Yes, what was the dementia diagnosis?

1=Frontotemporal dementia 
(Pick’s Disease)
2=Alzheimer disease
3=Vascular dementia
4=Motor neuron disease with dementia
5=Other	

14. Did the patient’s sibling #__________ have a late-life personality change? 	1=Yes	2=No
15 if Yes, please describe: 	
	
	
16. Did s/he develop late-life behavioral abnormalities? 	1=Yes	2=No
17. If Yes, please describe: 	
	
	
18. Did s/he develop late-life language abnormalities? 	1=Yes	2=No
19. If Yes, please describe: 	
	
	
20. Was the patient’s sibling #__________ in a nursing home? 	1=Yes	2=No
21. Was an autopsy performed? 	1=Yes	2=No
22. If Yes, what were the results?	
FTD Clinic – Family History Form – Sibling
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Patient I.D. _ _ _ _ _ _

FTD Clinic – Family History Form – Sibling
1. Name  	 (and Sibling number   	)
2. Date (or year) of birth    
3. Age of death   around 	 (999 if still alive)

Psychiatric History
Did the patient’s sibling #__________ have a history of:

4. Major Depression: 	1=Yes  2=No
5. Bipolar Disorder: 	1=Yes  2=No
6. Obsessive-compulsive disorder: 	1=Yes  2=No
7. Schizophrenia: 	1=Yes  2=No
8. Alcohol abuse: 	1=Yes  2=No
9. Drug abuse: 	1=Yes  2=No
10. Criminal Activity: 	1=Yes  2=No
11. Violent crime: 	1=Yes  2=No

Dementia History
12. Did the patient’s sibling #__________ have a history of dementia? 	1=Yes	2=No
13. If Yes, what was the dementia diagnosis?

1=Frontotemporal dementia 
(Pick’s Disease)
2=Alzheimer disease
3=Vascular dementia
4=Motor neuron disease with dementia
5=Other	

14. Did the patient’s sibling #__________ have a late-life personality change? 	1=Yes	2=No
15 if Yes, please describe: 	
	
	
16. Did s/he develop late-life behavioral abnormalities? 	1=Yes	2=No
17. If Yes, please describe: 	
	
	
18. Did s/he develop late-life language abnormalities? 	1=Yes	2=No
19. If Yes, please describe: 	
	
	
20. Was the patient’s sibling #__________ in a nursing home? 	1=Yes	2=No
21. Was an autopsy performed? 	1=Yes	2=No
22. If Yes, what were the results?	
FTD Clinic – Family History Form – Sibling
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Patient I.D. _ _ _ _ _ _

FTD Clinic – Family History Form – Sibling
1. Name    	 (and Sibling number  	)
2. Date (or year) of birth   	
3. Age of death 	 (999 if still alive)

Psychiatric History
Did the patient’s sibling #__________ have a history of:

4. Major Depression: 	1=Yes  2=No
5. Bipolar Disorder: 	1=Yes  2=No
6. Obsessive-compulsive disorder: 	1=Yes  2=No
7. Schizophrenia: 	1=Yes  2=No
8. Alcohol abuse: 	1=Yes  2=No
9. Drug abuse: 	1=Yes  2=No
10. Criminal Activity: 	1=Yes  2=No
11. Violent crime: 	1=Yes  2=No

Dementia History
12. Did the patient’s sibling #__________ have a history of dementia? 	1=Yes	2=No
13. If Yes, what was the dementia diagnosis?

1=Frontotemporal dementia 
(Pick’s Disease)
2=Alzheimer disease
3=Vascular dementia
4=Motor neuron disease with dementia
5=Other	

14. Did the patient’s sibling #__________ have a late-life personality change? 	1=Yes	2=No
15 if Yes, please describe: 	
	
	
16. Did s/he develop late-life behavioral abnormalities? 	1=Yes	2=No
17. If Yes, please describe: 	
	
	
18. Did s/he develop late-life language abnormalities? 	1=Yes	2=No
19. If Yes, please describe: 	
	
	
20. Was the patient’s sibling #__________ in a nursing home? 	1=Yes	2=No
21. Was an autopsy performed? 	1=Yes	2=No
22. If Yes, what were the results?	
FTD Clinic – Family History Form – Sibling
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Patient I.D. _ _ _ _ _ _

FTD Clinic – Family History Form – Sibling
1. Name 	 (and Sibling number	)
2. Date (or year) of birth 	
3. Age of death	 (999 if still alive)

Psychiatric History
Did the patient’s sibling #__________ have a history of:

4. Major Depression: 	1=Yes  2=No
5. Bipolar Disorder: 	1=Yes  2=No
6. Obsessive-compulsive disorder: 	1=Yes  2=No
7. Schizophrenia: 	1=Yes  2=No
8. Alcohol abuse: 	1=Yes  2=No
9. Drug abuse: 	1=Yes  2=No
10. Criminal Activity: 	1=Yes  2=No
11. Violent crime: 	1=Yes  2=No

Dementia History
12. Did the patient’s sibling #__________ have a history of dementia? 	1=Yes	2=No
13. If Yes, what was the dementia diagnosis?

1=Frontotemporal dementia 
(Pick’s Disease)
2=Alzheimer disease
3=Vascular dementia
4=Motor neuron disease with dementia
5=Other	

14. Did the patient’s sibling #__________ have a late-life personality change? 	1=Yes	2=No
15 if Yes, please describe: 	
	
	
16. Did s/he develop late-life behavioral abnormalities? 	1=Yes	2=No
17. If Yes, please describe: 	
	
	
18. Did s/he develop late-life language abnormalities? 	1=Yes	2=No
19. If Yes, please describe: 	
	
	
20. Was the patient’s sibling #__________ in a nursing home? 	1=Yes	2=No
21. Was an autopsy performed? 	1=Yes	2=No
22. If Yes, what were the results?	
FTD Clinic – Family History Form – Sibling
Version 1.0 06/15/04

Patient I.D. _ _ _ _ _ _

FTD Clinic – Family History Form – Sibling
1. Name 	 (and Sibling number	)
2. Date (or year) of birth 	
3. Age of death	 (999 if still alive)

Psychiatric History
Did the patient’s sibling #__________ have a history of:

4. Major Depression: 	1=Yes  2=No
5. Bipolar Disorder: 	1=Yes  2=No
6. Obsessive-compulsive disorder: 	1=Yes  2=No
7. Schizophrenia: 	1=Yes  2=No
8. Alcohol abuse: 	1=Yes  2=No
9. Drug abuse: 	1=Yes  2=No
10. Criminal Activity: 	1=Yes  2=No
11. Violent crime: 	1=Yes  2=No

Dementia History
12. Did the patient’s sibling #__________ have a history of dementia? 	1=Yes	2=No
13. If Yes, what was the dementia diagnosis?

1=Frontotemporal dementia 
(Pick’s Disease)
2=Alzheimer disease
3=Vascular dementia
4=Motor neuron disease with dementia
5=Other	

14. Did the patient’s sibling #__________ have a late-life personality change? 	1=Yes	2=No
15 if Yes, please describe: 	
	
	
16. Did s/he develop late-life behavioral abnormalities? 	1=Yes	2=No
17. If Yes, please describe: 	
	
	
18. Did s/he develop late-life language abnormalities? 	1=Yes	2=No
19. If Yes, please describe: 	
	
	
20. Was the patient’s sibling #__________ in a nursing home? 	1=Yes	2=No
21. Was an autopsy performed? 	1=Yes	2=No
22. If Yes, what were the results?	
FTD Clinic – Family History Form – Sibling
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Patient I.D. _ _ _ _ _ _

FTD Clinic – Family History Form – Grandparents
Paternal Grandfather
1. Age of death  	
2. History of dementia? 	1=Yes	2=No
3. If Yes, please describe 	
4. Psychiatric History? 	1=Yes	2=No
5. If Yes, please describe            Probably alcoholism.   	

Paternal Grandmother
1. Age of death  	
2. History of dementia? 	1=Yes	2=No
3. If Yes, please describe 	
4. Psychiatric History? 	1=Yes	2=No
5. If Yes, please describe 	

Maternal Grandfather
1. Age of death 	
2. History of dementia? 	1=Yes	2=No
3. If Yes, please describe 	
4. Psychiatric History? 	1=Yes	2=No
5. If Yes, please describe 	

Maternal Grandmother
1. Age of death 	
2. History of dementia? 	1=Yes	2=No
3. If Yes, please describe 	
4. Psychiatric History? 	1=Yes	2=No
5. If Yes, please describe 	

FTD Clinic – Family History Form – Sibling
Version 1.0 06/15/04

Patient I.D. _ _ _ _ _ _
FTD Clinic – Family History Form – Other Relative
[Inquire about aunts, uncles, cousins, etc.]
1. Name 	 
2. Date (or year) of birth 	
3. Age of death	 (999 if still alive)

Psychiatric History
Did the patient’s other relative have a history of:

4. Major Depression: 	1=Yes  2=No
5. Bipolar Disorder: 	1=Yes  2=No
6. Obsessive-compulsive disorder: 	1=Yes  2=No
7. Schizophrenia: 	1=Yes  2=No
8. Alcohol abuse: 	1=Yes  2=No
9. Drug abuse: 	1=Yes  2=No
10. Criminal Activity: 	1=Yes  2=No
11. Violent crime: 	1=Yes  2=No

Dementia History
12. Did the patient’s other relative have a history of dementia? 	1=Yes	2=No
13. If Yes, what was the dementia diagnosis?

1=Frontotemporal dementia 
(Pick’s Disease)
2=Alzheimer disease
3=Vascular dementia
4=Motor neuron disease with dementia
5=Other	

14. Did the patient’s other relative have a late-life personality change? 	1=Yes	2=No
15 if Yes, please describe: 	
	
	
16. Did s/he develop late-life behavioral abnormalities? 	1=Yes	2=No
17. If Yes, please describe: 	
	
	
18. Did s/he develop late-life language abnormalities? 	1=Yes	2=No
19. If Yes, please describe: 	
	
	
20. Was the patient’s other relative in a nursing home? 	1=Yes	2=No
21. Was an autopsy performed? 	1=Yes	2=No
22. If Yes, what were the results?	
FTD Clinic – Family History Form – Other Relative
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Patient I.D. _ _ _ _ _ _

FTD Clinic – Family History Summary Form
1. Paternal age at birth:  	
2. Maternal age at birth:  	
3. Total number of siblings: _____ 
4. Birth order of patient: ____(1 older sister, 2 younger brothers – fraternal twins)	
5. Is there any family history of dementia? 	1=Yes	2=No
6. Is there any family history of FTD? 	1=Yes	2=No
7. If Yes, might any family members be interested in participating in our clinic?
	1=Yes	2=No
FTD Clinic – Family History Form – Other Relative
Version 1.0 06/15/04


Patient I.D. _ _ _ _ _ _

FTD Clinic – Personal and Social History Form – Baseline	Date:  September 28, 2022	
1. Date of birth:   	
2. Season of birth:  	
3. City and state of birth: 	
Delivery
4.	1=Full-term	2=Premature (delivery at what month?	)
5.	1=Uncomplicated	2=Complicated
6.	If complicated:  1=Caesarian	2=Forceps	3=Vacuum
Development
7. Normal physical milestones: 	1=Yes	2=No
8. If No, please explain: 	
9. Did the patient have learning problems in school: 	1=Yes	2=No
10. If Yes, please explain: 	
11. Was the patient raised on a farm? 	1=Yes	2=No
Education 
12. How far did the patient go in school?
	1=8th grade or less	3=high school graduate	5=college graduate	2=some high school	4=some college 	6=graduate school
13. How many years of education did the patient complete?  	
14. Occupation:  	
15. Year of retirement: 	
16. Was retirement due to dementia problems?	1=Yes	2=No	N/A
Substance Use
17. Current Alcohol use: ________ drinks per week
18. Heaviest alcohol use: __________ drinks per week
19. For what length of time was the heaviest use? _______________ (specify years______________)
20. Has the patient ever used illegal drugs? 	1=Yes	2=No
21. If Yes, please specify: 	
Legal
22. Has the patient ever been arrested? 	1=Yes	2=No
23. If Yes, please specify the year(s):	
Living
24. Current living environment:
	1=Home	2=Assisted Living	3=Nursing home
25. In what year did the patient move to 2 or 3?	
FTD Clinic – Personal and Social History Form - Baseline
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Patient I.D. _ _ _ _ _ _

FTD Clinic – Medical-Surgery History Form
Please list all medical conditions that the patient has:

1.   	
2. 	
3. 	
4. 	
5. 	
6. 	
7. 	
8. 	
9. 	
10. 	
11.	
12.	
13. 	
14. 	
15. 	
16. 	


Please list all surgeries (and the year performed) that the patient has ever undergone:

1.    	
2.   	
3.   
4. 	
5. 	
6. 	
7. 	
8. 	


Does the patient have a history of:
1. Brain infections (encephalitis, meningitis) 	1=Yes	2=No
2. Seizures	1=Yes	2=No
2. Syphilis	1=Yes	2=No
4. Whipple disease	1=Yes	2=No
5. Tremor	1=Yes	2=No
6. Abnormal movements	1=Yes	2=No

Tremor – Neurologist called these “benign fasciculations.”
FTD Clinic – Medical-Surgical History Form
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Patient I.D. _ _ _ _ _ _

FTD Clinic – Current Medication Form	Date:	
Please list all medications currently being taken by the patient:
Medication name	Dose	Number of times per day
1. 					
2. 							
3.  					
4. 					
5. 					
6. 					
7. 					
8. 					
9. 					
10. 					
11. 					
12. 					
13. 					
14. 					
15. 					

Please list all medication allergies:
1. 	
2. 	
3. 	
4. 	
FTD Clinic – Current Medication Form	
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Patient I.D. _ _ _ _ _ _

FTD Clinic – Head Injury Form
1. Patient name
2. Date of visit: ______________________________
3. History of head injury? 	1=Yes	2=No
4. Total number of head injuries: _______________
5. History of playing high school, college or professional tackle football? 	1=Yes	2=No
6. History of amateur, military or professional boxing? 	1=Yes	2=No
7. If “Yes”, approximately how many boxing matches were fought? _______________
Complete a separate form for each head injury sustained.
8. Year of head injury: _______________
9. Age at time of injury: _______________
10. Type of injury: 	1=motor vehicle accident
	2=gunshot/shrapnel/other penetrating
	3=fall
	4=sports-related
	5=assault
	6=other:	
11. Describe the events surrounding the injury: 	
	
	
12. Was medical care sought after the injury? 	1=Yes	2=No
13. If “Yes”, for how long was the patient unconscious?	1=0-30 minutes
	2=30 minutes – one day
	3=more than one day
14. Please specify the length of time for which the patient was unconscious:	
15. Was medical care sought after the injury? 	1=Yes	2=No
16. Was the patient hospitalized? 	1=Yes	2=No
17. Was there a skull fracture? 	1=Yes	2=No
18. Was there leakage of clear fluid through the nose or ears?	1=Yes	2=No
20. Was there bleeding in the brain? 	1=Yes	2=No
21. If “Yes” was it subdural? 	1=Yes	2=No
22. If “Yes” was is epidural? 	1=Yes	2=No
23. Did the patient experience any memory loss for the 
injury and the surrounding periods of time? 	1=Yes	2=No
24. If the patient had memory loss, for how long did it last? 	1=Yes	2=No
25 What other cognitive sequelae were experienced by the patient?	
	
FTD Clinic – Head Injury Form	
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Patient I.D. _ _ _ _ _ _

Other Risk Factors
Delivery
1. 1=Full-term	2=Premature (delivery at what month?	)
2. 1=Uncomplicated	2=Complicated
3. If complicated: 1=Caesarian	2=Forceps	3=Vacuum
4. Other:	
	
	
5. Paternal age at birth:  
6. Maternal age at birth: 	
7. Total number of siblings: 
8. Birth order of patient: 	
9. Season of birth:  	
10. Did your mother smoke cigarettes while pregnant with you? 	1=Yes	2=No
11. Did your mother drink alcohol while pregnant with you? 	1=Yes	2=No
FTD Clinic – Head Injury Form	
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