COGMED Intake Form for Trainees Aged 7-17

Client name: _______________
                                   Training aide: ________________

Please complete this survey as completely as possible. Provide details to help us understand your child specifically so that we may determine if COGMED may benefit him/her.  Please type in the boxes provided.  For yes/no questions, click on your response to check the box.
General information
Date: 
     

Person Completing this form:
     
Client name:
     
Client gender:
     
Client age:
     

Client date of birth: 
     
Parent name: 
     
Home phone number:
     



Cell phone number: 
     
Work phone number:
     
Mailing address:
     
E-mail address:
     
May we contact you via e-mail?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
How did you hear about Cogmed Working Memory Training?       
Practical information

Do you have Internet access in your home? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Do you have a PC with Microsoft Windows 2000, XP or Vista? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Does your computer have a well functioning mouse?  (Laptop touchpad not recommended

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Can your child manage a mouse?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
How does your child cope when playing computer or videogames? (Anger, anxiety, etc)
     
Training is about 30-45 minutes per day, preferably 5 days a week for 5 weeks. Plan an hour to accommodate set up and breaks. Can you set a side an hour per day, 5 days per week for 5 weeks? 
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Children need someone to sit next to and support them during training. Who will be an appropriate training aide for your child?      
Training environment needs to be a quiet, private room with a computer. Is it possible to create a good training environment in your home?      
Background questions
Please respond to some questions about how your child is coping at home and at school. The point is not to make a diagnosis but rather for us to consider together whether Cogmed Working Memory Training might benefit your child. 

Can you start by describing your child (interests, strengths, characteristics)?      
What is difficult for your child?      
In which situations are things hard for your child?       
How long have things been like this?       
What is your child's view of his/her difficulties?      
Has there been any previous assessment of your child?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


If so, by whom?       
What conclusions were drawn from the testing?      
Was intelligence assessed? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If so, results?      



**Cogmed Working Memory Training is not properly evaluated for children with an IQ below 70.

Was working memory assessed? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If so, results?      
Does your child have any diagnoses? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

 If so, which?      
Is your child taking any type of medicine?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If taking medicine, which, how long, and what dose?      
School information
What kind of school is your child attending?      
How is your child’s school performance?      
What are his/her best subjects?       
What subjects does he/she struggle most with?       
Does your child receive any extra assistance in school?      
Does your child know the alphabet?      
Can your child read and write?       
Does your child understand numbers?       
How well does your child perform mental arithmetic?       
Can your child tell time?       
How is your child functioning socially?       
Questions about attention

I want you to answer yes to the following questions if you think your child finds things much harder in these areas than other children his/her age; that is, to an exaggerated extent.  

Does your child find it hard to stay concentrated on various tasks such as chores, schoolwork, and/or other things?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Do you think your child misses things or is careless when doing schoolwork or helping out at home?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Does your child find it hard to listen to others?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Does your child find it hard to follow instructions?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Does your child have difficulty with chores/tasks that have more than one step?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Is your child easily distracted by things going on around him/her?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

How good is your child at getting started on activities he/she has to do?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Is it difficult for your child to complete tasks he/she is doing?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Does your child find it hard to organize his/her school work, keep track of homework and get things ready before activities?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Does your child often forget what he/she is doing?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Does your child often lose things, and leave things in places they don’t remember?   FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No
How is your child’s attention span?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Questions about hypoactivity

Does your child do things slowly?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Does your child daydream more than you believe is appropriate?    FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Does your child get stuck doing different activities?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Questions about hyperactivity and impulsiveness

Does your child normally find it hard to stay seated in school?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Does your child run around a lot at home and is he/she often overexcited?   FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No

Does your child find it hard to play quietly or do things quietly on his/her own?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Does your child often start on one thing and then switch to another activity before finishing the first one?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Does your child talk excessively, making it hard for others to get a word in edgewise?  

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Does your child often interrupt others?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Does your child find it hard to wait his/her turn in games or when playing, etc.?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Does your child often lose his/her temper?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If so, in what situations?       
How does your child cope with a setback or failure?       
Questions about other problem areas

The following questions are about possible problem areas that can affect concentration and/or make the training difficult. If you get a positive answer, follow up with questions to make sure that training is appropriate. Discuss complex cases with your clinic’s Cogmed Quality Assurance person. 

Has your child ever had an epileptic fit?    FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

If so, has there ever been a problem while the child watches TV or plays computer games?   
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Has your child ever had tics?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
If your child has had tics, please explain the time frame, severity, and type of tics.       
Has your child had periods of depression?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If so, when?        
For how long?        
To what extent?        
What is it like now?        
Has your child had periods of strong fears or anxiety?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If so, when?       
For how long?       
To what extent?       
What is it like now?       
Does your child have problems with his/her sleep, appetite, headaches, other pains or stress?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   Please Explain:      
How does your child respond to authority and limit setting?       
If your child is defiant?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

How does he/she express that?       
Has your child had a vision or hearing check up?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Please explain anything else that you see as a problem for your child?       
Planning training
What date would you like to start the training?       
Is there a holiday or any other natural break coming up during that five week training period?       
(It is ok to schedule a break during the training period, but it should not be longer than 10 days.) 
What time of day will be a good time for training?       
Where will the training take place?       
Do you have enough time scheduled (1 hour) per day?       
How is the relationship between your child and the training aide?       
Will there be any big changes for your child during the training period?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, please explain:       
Are you willing to not change course of treatment during the working memory training period?   That is, starting or ending other treatment, changing medication, etc.   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

(It is important not to change medication, residence, class at school, etc. during the training.)
Who else resides in the home?       
What extracurricular activities does your child have?       
What work schedule and outside commitments does the training aide have?       
Expectations on training and motivation

What do you expect from working memory training?        
What goals do you have?        
Is your child motivated to do the training?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Please explain anything that your child has said, asked, etc. about training.       
How can you/the training aide motivate your child if a setback occurs?        
