Neurocognitive Test

Disclaimer: This assessment tool is intended to support clinical evaluation and does not represent a
definitive or standardized neurocognitive test. There is no single, universally applicable test for
assessing all aspects of cognitive functioning. Clinicians should interpret results within the broader
clinical context and use additional tools as necessary.

Patient information

Name: Date of birth:
Age: Gender:
Assessor’s name:

Date of assessment:

Referral reason:

Pre-assessment information

l. Presenting problems Il. Relevant medical history
lll. Psychiatric history (if any) IV. Medications
V. Educational/occupational background VI. Functional baseline (prior to

symptoms)



Cognitive domains assessment
I. Attention and concentration
Task(s) used:

Observations:

Performance summary:

[] within normal limits [[] Mild impairment
D Moderate impairment El Severe impairment
Il. Processing speed

Task(s) used:

Observations:

Performance summary:
[] Wwithin normal limits [] Mild impairment
El Moderate impairment El Severe impairment

lll. Executive functioning (planning, problem-solving, working memory, inhibition, flexibility,
judgment)

Task(s) used:

Observations:

Performance summary:

[ ] Within normal limits [] Mild impairment

EI Moderate impairment EI Severe impairment

IV. Learning and memory (verbal and visual memory: encoding, storage, retrieval)
Task(s) used:

Observations:



Performance summary:

E' Within normal limits E Mild impairment

[] Moderate impairment [] Severe impairment

V. Language (comprehension, fluency, naming, repetition, following commands)
Task(s) used:

Observations:

Performance summary:

[1  within normal limits [] Mild impairment

El Moderate impairment l:l Severe impairment

VI. Visuospatial/visuoconstructional abilities (drawing, figure copying, spatial reasoning)
Task(s) used:

Observations:

Performance summary:

D Within normal limits El Mild impairment

[[] Moderate impairment [] Severe impairment
VII. Motor skills (fine motor control, dexterity, coordination, reaction time)
Task(s) used:

Observations:

Performance summary:
D Within normal limits EI Mild impairment
[] Moderate impairment [] Severe impairment

VIIl. Emotional and behavioral functioning (affect, motivation, regulation, psychiatric
symptoms)

Task(s) used:

Observations:



Performance summary:

|:| Within normal limits |[| Mild impairment

[ ] Moderate impairment [ ] Severe impairment
Interpretation and clinical impressions

I. Summary of cognitive strengths

Il. Identified deficits or concerns

lll. Comparative to normative data

IV. Impact on daily functioning

V. Consideration of confounding factors (e.g., fatigue, mood, medications)

Recommendations (check all that apply)

D Referral to

|:| Further neuropsychological evaluation neurology/psychiatry/rehabilitation

|:| Educational or workplace
accommodations

]

Behavioral or cognitive therapy

|:| Medication review |:| Follow-upin __ months
[] Other:

Clinician information

Name: License ID number:

Signature: Date:
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