EARLY SIGNS OF DEMENTIA CHECKLIST

	Name of Client:

Date of Birth:


	Name of Person completing the Checklist:



	Address:


	Relationship to Client:

	Date:


Please complete the Checklist with reference to the past twelve months (
	GENERAL
	Yes
	No 
	N/A

	1
	Does client show decrease in interest in work, hobby, objects, certain events or social contact?
	
	
	

	2
	Does client show decrease in general pace or initiative?
	
	
	


	PERSONALITY CHANGES
	Yes  
	No
	N/A

	3
	Does client show exaggeration of character traits?
	
	
	

	4
	Does client show changes of mood?
	
	
	

	5
	Does client show increased excitability?
	
	
	

	6
	Does client show emotional instability, anxiety or nervousness?
	
	
	


	DECREASE IN PERFORMANCES
	Yes  
	No
	N/A

	7
	Does client show a decrease in quality of work or a decrease in working pace?
	
	
	

	8
	Has client lost the ability to work?
	
	
	

	9
	Does client show deterioration in performance of household chores?
	
	
	

	10
	Does client need assistance with domestic jobs?
	
	
	

	11
	Has client become dependent on supervision for daily living activities?
	
	
	

	12
	Has client become dependent on assistance for daily living activities?
	
	
	

	13
	Has client become dependent on nursing care?
	
	
	


	DETERIORATION OF LANGUAGE SKILLS
	Yes
	No
	N/A

	14
	Does client show a deterioration of speech or speech fluency?
	
	
	

	15
	Has client lost speech completely?
	
	
	

	16
	Does client show decreased reactivity when spoken to?
	
	
	

	DETERIORATION OF GATE
	Yes
	No
	N/A

	17
	Does client show a decrease in quality of gait or does client stumble more often?
	
	
	

	18
	Has client become dependent on support for walking?
	
	
	

	19
	Has client become unable to walk?
	
	
	


	DETERIORATION
	Yes
	No
	N/A

	20
	Does client lose his/her way in the neighbourhood, group home, or his/her own room?
	
	
	

	21
	Has client become afraid to go to bed?
	
	
	

	22
	Does client reverse day/night rhythm?
	
	
	

	23
	Is client anxious at night?
	
	
	

	24
	Does client want to eat, go to work at the wrong moment?
	
	
	

	25
	Does client no longer recognise members of staff?
	
	
	

	26
	Does client no longer recognise family?
	
	
	


	INCONTINENCE
	Yes
	No
	N/A

	27
	Does client occasionally show urinary incontinence during the day?
	
	
	

	28
	Does client show continuous incontinence during the day?
	
	
	

	29
	Does client occasionally show urinary incontinence at night?
	
	
	

	30
	Does client always show urinary incontinence at night?
	
	
	

	31
	Does client show faecal incontinence?
	
	
	


	EPILEPSY
	Yes
	No
	N/A

	32
	Has client developed Epilepsy?
	
	
	


	LOSS OF SCHOOL – ACQUIRED SKILLS
	Yes
	No
	N/A

	33
	Has client’s ability to read deteriorated?
	
	
	

	34
	Has client’s writing worsened?
	
	
	

	35
	Has client’s ability to do arithmetic deteriorated?
	
	
	

	36
	Has there been a decrease in the playing ability of a client who plays an instrument?
	
	
	

	37
	Has client’s ability to do arts and crafts deteriorated?
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