The Stroke Center-Dallas
1810 Inwood Road, Dallas, Texas 75235-7299 Phone: 214-689-6592 Fax: 214-689-6614

Applicant Questionnaire
Name__________________________________________________________________
Address_________________________________________________________________
Street

City

State

Zip

Telephone_______________________________________________________________
Age_____________ Date of birth_____________________________
Education____________________________Occupation__________________________
Spouse/family member____________________________________________________
MEDICAL INFORMATION:
Date of onset______________________
Primary cause of applicant’s present condition:
________Stroke
________Tumor
________Accident
________Other (specify)
Paralysis or weakness: ___yes ___no
Side affected by paralysis ___right ___left
Hospitalization:
Name of hospital admitted to at time of stroke/injury:_____________________________
Hospital
City

State

Date of discharge from hospital:______________________________________________
Did applicant have previous strokes? ___yes ___no
If yes, please list date of strokes__________________________________
Did applicant receive therapy? ____speech therapy ____physical therapy
____occupational therapy?
Rehabilitation:
Did applicant receive rehabilitation? ___yes ___no
Name of Facility
Starting date
Discharge date
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Is applicant currently receiving therapy? ___yes ___no
If yes, what type of therapy?_________________________________________________
Where?________________________________ How often?_______________________

Medications:
Is applicant currently taking any medications? _____yes _____no
Please list names of medications for:
Seizures_____________________________________________________________
Heart _______________________________________________________________
Depression___________________________________________________________
Blood thinners________________________________________________________
Diabetes_____________________________________________________________
Other_______________________________________________________________
Does applicant have any other medical problems? ___no ___yes
If yes, please describe_________________________________________________
SPEECH AND COMMUNICATION
What language(s) does applicant speak?______________________________________
What language is used in the home?_________________________________
Handedness prior to the stroke/accident ______right-handed _____left-handed
Does applicant have any visual problems? ___no ___yes
If yes, please describe_______________________________________________
Does applicant wear glasses? ___no ___yes
Does applicant have any hearing problems? ___no ___ yes
If yes, please describe______________________________________________
Does applicant wear hearing aid? ___yes ___no
Does applicant use any communication aids, such as a communication notebook or
Dynavox? ___no ___yes
If yes, please describe_____________________________________________
Please circle the number that best describes applicant’s communication:
1. Almost no understanding of the spoken word
Almost or complete inability to speak
2. Understands words and very simple directions
Produces single words with assistance, such as imitation or saying the first sound
3. Understands conversation, can say single words and phrases spontaneously
4. Good understanding
Able to express needs
Able to speak in conversation
5. Mild understanding difficulties of complex information.
PHYSICAL MOBILITY
Does applicant use any of the following aids?
_____cane
____quad cane ____walker
____wheelchair
How often are these aids used?___________________________________________
Is applicant independent in toileting? ___yes ___no

Fax completed application to 214-689-6614
OR
Mail to:
The Stroke Center-Dallas
1810 Inwood Road
Dallas, Texas 75235-7299

