Non-aphasic Control

AphasiaBank -- Self-Administered Intake Information Form

Today’s Date: _______________

Name of participant: _________________________________

Address:  ______________________________________________________


    ______________________________________________________

Phone:
    ___________________________________

Date of birth: _____________

Gender: (please circle one)
male
female

Race: (please circle one)
White





African American





American Indian/Alaska Native





Asian





Hispanic/Latino





Native Hawaiian/Pacific Islander





Mixed





Other

Handedness: (please circle one)
right-handed






left-handed








ambidextrous (uses both hands)

Years of education: _________ yrs

Occupation(s): ________________________________________________ 

Employment status (please circle one):
working
 retired/not working

Vision:  (please circle all that apply)

good vision without glasses







good vision with glasses







poor vision even with glasses

Hearing adequate for one-on-one conversations?    yes    no    unknown

Country of birth: ________________________________

Number of years in US (if born elsewhere): ________ years

Language status (please circle one):



monolingual (speaks one language)


childhood bilingual (speaks two languages, second language learned in by age 6)


late bilingual (speaks two languages, second language learned after age 6)


multilingual  (speaks three or more languages)


other (describe)  ___________________________________________

If bilingual or multilingual, please list other languages in the order they were learned:

_____________________________________________________________________________

Primary language spoken at home: _____________________________________

Any indications of current depression?
yes
no

If yes, please describe.  __________________________________________________________ 

Any indications of memory impairment?
yes
no

If yes, please describe.  __________________________________________________________

Any history of stroke(s) or injuries to the brain?
yes
no

If yes, please give dates and describe.  ______________________________________________

_____________________________________________________________________________

Any history of other neurological condition(s)?
yes
no

If yes, please describe.  __________________________________________________________

Any history of diagnosis of speech, language, or other communication problem(s)?    yes      no

If yes, please describe.  __________________________________________________________

Please list health conditions, including chronic conditions, major surgeries, etc.

  Heath Condition
   Date

                      Current Status

________________  _________ __________________________________________________

________________  _________ __________________________________________________

________________  _________ __________________________________________________

________________  _________ __________________________________________________

________________  _________ __________________________________________________

Thank you!

