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BrainCheck Product Overview 
BrainCheck is a computerized cognitive assessment aid, a prescription device that provides  
an impression of a person’s current level of cognitive function. Neurocognitive tests use 
small tasks to directly measure specific aspects of brain function.  BrainCheck has created a 
library of neurocognitive assessments that measure specific components of brain function, 
including reaction time, attention, visual processing and memory. 

BrainCheck Batteries 
After extensive research, we have created and optimized our proprietary algorithms to  
provide clinicians with three main batteries: 

BrainCheck Standard Battery  
Includes the immediate recognition, trails AB, Stroop interference, Digit symbol 
substitution, and delayed recognition 

BrainCheck Extended Battery  
Includes the immediate recognition, flanker, trails AB, Stroop interference, Digit symbol  
substitution, delayed recognition and motor coordination 

BrainCheck Research 
Offered by special request to clinicians, hospitals, academic, and research institutions 
interested in utilizing a neurocognitive assessment in their research efforts 
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BrainCheck Toolkit
The BrainCheck Toolkit within the BrainCheck CORTEX™ platform allows healthcare 
providers to access digital copies of many publicly available behavioral, psychological, and 
somatic screeners commonly used in clinical practice.

Screening Tools Included:

● Behavioral Screening Tools 

● Cognitive Screening Tools 

● Psychological Assessments 

Protocols Manager 
The BrainCheck Protocols Manager allows providers to create custom assessment 
protocols for the purpose of administering a BrainCheck battery in conjunction with some  
of the screening tools available in the BrainCheck platform. 

Admin Portal 
The BrainCheck Admin Portal (app.braincheck.com) allows clinicians to view, edit, and 
download the results of BrainCheck assessments, called CQ™ reports. This portal also 
allows the primary account holder to change account settings, add new test admins, add 
new groups, and add new test takers to an organization.   
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Cognitive Assessments by Domain 
Standard Battery 
If you are administering the BrainCheck Standard battery, the following domains will be  
evaluated: 

Attention 

Simple & Complex Visual Attention 

Trail Making A & B are established 
neuropsychological tests that measure visual 
attention and task switching. The task is 
twofold: 

Trails A 

The first part requires patients to correctly 
sequence 25 randomly-scattered, numbered 
circles as quickly as possible. Trails A provides 
measures of visual search speed, scanning, 
processing speed, mental flexibility and 
executive functioning. This test uses circuits 
predominantly in the frontal lobe, and also in 
the parietal and occipital lobes. 

 
 

Trails B 

The second part of the task requires patients to 
alternate between numbers and letters, 
selecting 1, then A, then 2, then B, and so on. 
Trails B consists of only 24 circles — 12 
numbers and 12 letters. Trails B additionally 
measures the average duration of each trial 
and efficiency. This test uses circuits 
predominantly in the frontal lobe, and also in 
the parietal and occipital lobes. 
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Executive Function 

 

 

Processing Speed 
The Digit-Symbol Substitution test is a well 
established test for processing speed and 
accuracy. In this test, patients must match an 
arbitrary correspondence of symbols to digits.  
When presented with a new symbol, they must  
find the corresponding digit  as quickly as 
possible and answer by tapping the digit. This is a  
continuous performance test in which the patient  
makes as many correct matches as possible 
within a fixed testing period. Our scoring 
algorithm assesses the number of trials correctly  
completed in 60 seconds. This test uses circuits  
predominantly in the frontal lobe, but also in the  
parietal, temporal, and occipital lobes. 

Impulse Control & Inhibition 
The Stroop Color and Word test is a well 
established assessment that measures reaction  
time required to overcome cognitive 
interference. When the name of a color (e.g., 
"blue," "green," or "red") is displayed in an 
incongruent color (for example, the word "blue"  
printed in red), naming the color of the word 
takes longer and is more prone to errors than  
when the word and color are congruent or 
neutral. This test measures impulse control and  
provides a measure of cognitive inhibition; that is, 
the ability to inhibit an overlearned response.  Our 
scoring algorithm measures the median 
duration of incongruent trials. This test uses 
circuits predominantly in the frontal lobe, and 
also in the parietal, temporal, and occipital lobes.  
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Memory 

 

 

Immediate Recognition 
In the Immediate Recognition test, 10 words are  
presented, one at a time, and the patient is given  
a few moments to memorize each word. The 
patient is then presented a series of 20 words, 
including the 10 words that were presented 
previously. As each word appears, they are to  
identify if the word appeared previously or not as  
quickly as possible. This test uses circuits 
predominantly in the temporal lobe, and also in  
the frontal, parietal and occipital lobes. 

Delayed Recognition 
The Delayed Recognition assessment takes place  
at the very end of the testing battery. Without 
seeing the original list of words again, the patient  
must identify if the word appeared previously or  
not. This test uses circuits predominantly in the  
temporal lobe, and also in the frontal, parietal  
and occipital lobes. 
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Extended Battery 
The BrainCheck Extended battery includes all of the assessments from the standard 
battery, as well as additional evaluations for the following domains: 

Motor 

Coordination 
In the Coordination Test, which was developed by 
BrainCheck, a ball is displayed on the screen and 
moves according to the tilt of the tablet. A patient 
holds the tablet out in front at arm’s length and 
tilts it appropriately to keep the ball within the 
target circle. The test is not difficult with normal 
coordination abilities; however, with a deficit, it 
becomes measurably more difficult. Our scoring 
algorithm measures the average distance from 
the target to the dot positions. This test should 
be observed by a staff member to note any 
tremor, balance, or other physical findings. This 
test helps identify any influence of physical 
impairments on the other tests. 

 

Attention 

Reaction time 

The Flanker Test for reaction time presents 
patients with a target item (in this case, a central 
arrow) flanked by congruent or incongruent 
arrows. Patients identify the direction of the 
target as quickly and accurately as possible. Our 
scoring algorithm measures the median duration 
of correct trials on the test. Our assessment 
measures the time needed to respond to stimuli 
and impulse control. This test uses circuits 
predominantly in the frontal lobe, and also in the 
parietal and occipital lobes. 
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Administering BrainCheck 

When to Administer 
Signs and symptoms of cognitive impairment can be very non-specific and vary from 
patient to patient. We recommend administering BrainCheck for patients who present 
signs or symptoms that raise your suspicion for the need to assess the current cognitive 
function of a patient. It is also appropriate to administer cognitive testing for reported 
cognitive and memory changes by the patient and/or caregiver. 

The following guidelines,  set forth by the Alzheimer’s Association, can help clarify which 1

patients may benefit from BrainCheck: 

● Memory loss that disrupts daily life. Forgetting important dates or events, asking for 
the same information over and over, relying on memory aids such as reminder 
notes or electronic devices. 

● Challenges in planning or problem-solving. Some people may experience changes in 
their ability to develop and follow a plan or work with numbers. They may have 
trouble following a familiar recipe or keeping track of monthly bills. They may have 
difficulty concentrating and take much longer to do things than they did before. 

● Difficulty completing familiar tasks at home, at work, or at leisure. Some people may 
have trouble driving to a familiar location, managing a budget at work, or 
remembering the rules of a favorite game. 

● Confusion with time or place. Sometimes they may forget where they are or how 
they got there. 

● Trouble understanding visual images and spatial relationships. They may have 
difficulty reading, judging distance, and determining color or contrast. In terms of 
perception, they may pass a mirror and think someone else is in the room. They 
may not recognize their own reflection. 

  

1 Source: https://www.alz.org/alzheimers-dementia/10_signs 
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● New problems with words in speaking or writing. They may stop in the middle of a 
conversation and have no idea how to continue or they may repeat themselves. 
They may struggle with vocabulary, have problems finding the right word, or call 
things by the wrong names (e.g., calling a watch a "hand clock"). 

● Misplacing things and losing the ability to retrace steps. They may lose things and be 
unable to go back over their steps to find them again. Sometimes, they may accuse 
others of stealing. This may occur more frequently over time. 

● Decreased or poor judgment. For example, they may use poor judgment when 
dealing with money, giving large amounts to telemarketers. They may also pay less 
attention to grooming or keeping themselves clean. 

● Withdrawal from work or social activities. A person may start to remove themselves 
from hobbies, social activities, work projects, or sports. They may have trouble 
keeping up with a favorite sports team or remembering how to complete a favorite 
hobby. They may also avoid being social because of the changes they have 
experienced.  

● Changes in mood and personality. They can become confused, suspicious, 
depressed, fearful or anxious. They may be easily upset at home, at work, with 
friends or in places where they are out of their comfort zone. 

Additionally, at the beginning of 2018, the American Academy of Neurology published its 
“Practice Guideline Update Summary: Mild Cognitive Impairment,”  in which the following 2

recommendations were made: 

● For patients for whom the patient or a close contact voices concern about memory 
or impaired cognition, clinicians should assess for mild cognitive impairment (MCI) 
and not assume the concerns are related to normal aging. 

● Clinicians should evaluate patients with MCI for modifiable risk factors, assess for 
functional impairment, and assess for and treat behavioral/neuropsychiatric 
symptoms. 

● When performing a Medicare Annual Wellness Visit, clinicians should not rely on 
historical report of subjective memory concerns alone when assessing for cognitive 
impairment. 

2 Source: https://www.aan.com/Guidelines/home/GuidelineDetail/881 
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● Clinicians should assess for MCI with validated tools in appropriate scenarios. 

● Clinicians should monitor cognitive status of patients with MCI over time. 

● For patients diagnosed with MCI, clinicians should perform serial assessments and 
monitor changes in cognitive status over time. 

Emphasis was made that ascribing cognitive symptoms to normal aging, without 
assessment for MCI, may result in failure to assess for reversible causes of cognitive 
impairment or to provide patients and families with an accurate diagnosis that may affect 
life choices, or both.  

How often should you administer BrainCheck? 
BrainCheck assessments can be administered as often as medically necessary. Different 
indications and cognitive diseases require different intervals of testing.  

If you’re using BrainCheck for an acute condition — or if there is suspicion that an acute 
event such as a concussion or delirium has occurred — we recommend you administer 
BrainCheck as often as needed to track any changes (e.g., once a week). The published 
literature recommends that if a patient reports symptoms following an injury, they should 
be followed until symptoms resolve.  

Most often, cognitive testing with BrainCheck will not be needed more than every 3–6 
months in the cases of long-term and chronic issues, such as most neurodegenerative 
diseases (dementias), medical comorbidities (e.g., sleep apnea, hypothyroidism, vitamin 
deficiencies, and medication side effects), and psychiatric illness (e.g., substance use 
disorders, depression, anxiety). 
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How to administer BrainCheck 

General Administration 
BrainCheck can be administered on an Apple iPhone, iPad, or computer.  

To use BrainCheck on an iOS device, please download our free app on the App Store.  

If you are using BrainCheck on a desktop or laptop, we recommend using Google Chrome  
or Mozilla Firefox for the best testing experience. The testing website is 
client.braincheck.com. 

BrainCheck has been studied and validated for use in patients ages 10 and older. At this 
time, we cannot recommend you administer BrainCheck to patients younger than 10. 

Patients using BrainCheck should have full use of both hands, perfect or corrected vision,  
and be literate in either English or Spanish. We also encourage patients to take the test in a  
well lit, quiet environment to help minimize distractions.  

When administering BrainCheck to a patient for the first time, a unique test taker profile  
will be created for them. This will allow providers to track the patient’s performance over  
time. To create a test taker profile, you will need the patient’s name, date of birth, sex, and  
to select a testing language.  

Each test begins with an interactive demo, followed by a short practice test. Once the 
practice is complete, patients can then choose to either practice again or take the 
test. Patients are asked to perform each assessment as quickly and accurately as possible. 
Once the BrainCheck assessment has been completed, a report will be generated for 
the provider. 
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Remote Administration 
BrainCheck can be administered remotely by creating a one-time-use access code for the 
patient and having them log into the BrainCheck website or iPad application using their 
own device.  

Once an access code has been assigned for the test taker, a set of instructions will be sent 
to the patient or the patient’s caregiver. These instructions will aid the test taker on how to 
log in.  

A welcome video will greet the test taker with instructions on the test administration 
process. Each test begins with an interactive demo, followed by a short practice test. When 
the practice is complete, patients can then choose to either practice again or take the test. 
Patients are asked to perform each assessment as quickly and accurately as possible. 

Once the BrainCheck assessment has been completed, a report will be generated for 
providers. Test results are not able to be viewed by the test taker. 

It is recommended that a technician help patients through the testing process via 
teleconference or videoconference. However, if a technician is not available, you can also 
schedule time for patients to take a remote test with a member of the BrainCheck team at 
braincheck.com/virtualvisit. 
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Results Interpretation Guide 
BrainCheck CQ™ Score 
We created the BrainCheck CQ™ score based on our research into each assessment.  It is 
computed by summing scaled and weighted assessment scores.  

In our research, we have found that the average value of this score can vary substantially  
by age and somewhat by the device used, so we use a scaled standard score to compare  
the CQ™ score to those in the same age range taking the test on the same device.  

The scaled standard score can range from 0 to 200, with the average score corresponding  
to the 50th percentile receiving a score of 100. One standard deviation is equivalent to 15  
points on this scale, so a score of 85 if one standard deviation below the mean. 

 

If a portion of the test is found to be invalid, then the CQ™ score will not be available.  
Validity is based on a patient’s performance compared to others and is flagged as invalid if  
performance is outside of the 99 percentile of the normative population. This indicates the  
patient’s performance should be reviewed for ability and effort.   
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Percentile Ranking 
You will see the patient’s overall performance and for each cognitive domain as a percentile 
rank. The following ranges are derived from our database of normative data.  

Ranking  Percentile 

“Above Average”  100th – 75th percentiles 

“Average”  74th – 25th percentiles 

“Low Average”  24th – 10th percentiles 

“Low”  9th – 2nd percentiles 

“Very Low”  Below 2nd percentile 

Impressions 
In addition to providing the CQ™ score and percentile rankings, BrainCheck also 
reports impressions based on the scaled standard scores.  

The following ranges indicate the likelihood of cognitive impairment overall and by domain.  
(NOTE: Composite impressions are calculated based on the sum of all impressions of 
cognitive domains, with “Unlikely” scoring 0, “Possible” scoring 1, and “Likely” scoring 2; 
domain impressions are based on a scaled standard score where the mean is 100 and the  
standard deviation is 15.)  

Impression  Composite  Domain  

Unlikely  0 – 2  200 – 85 

Possible  2 – 3  84 – 70 

Likely  4+  69 – 0 
 

   
 

BrainCheck.com  5615 Kirby Drive | Suite 690 
Houston, Texas 77005  888.416.0004 

 



 

 

  16 

 

Validity, Malingering, and Test Reliability 
Using our extensive research we have optimized our scoring algorithm to provide clinicians 
with accurate and reliable results.  

Validity 
A result might appear as flagged (indicated by *) when the patient’s performance on an 
assessment falls within the parameters listed in the table below. This can occur, for 
example, if a patient was interrupted in the middle of a test. 

Test  Validity Check 

 
Immediate  
Recognition 

 
Accuracy < 30% 

 
Delayed  

Recognition 

 
Accuracy < 30% 

 
Digit-Symbol  
Substitution 

 
Median duration > 25 seconds  

per attempt 

 
Flanker Test 

 
Accuracy < 40% 

 

 

If malingering for the test is true, the test will be flagged as invalid. 
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Malingering 
Catch trials have been embedded into our algorithms to assess for malingering. These will 
be reported as: 

● Pass — Performance considered appropriate 
● Fail — Performance considered unreliable, possibly purposeful poor performance 

The result of this assessment does not invalidate the other assessments performed, 
although it can help bring awareness to the clinician that the patient did not take the test 
as best as they could have. It provides the clinician additional information regarding the 
patient’s presentation. 

 

Test  Malingering Check 

 
Immediate  
Recognition 

 
Accuracy < 30% 

 
Delayed  

Recognition 

 
Accuracy < 30% 

 
Flanker Test 

 
Accuracy < 20% 
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Findings by Section 
Depending on the BrainCheck battery administered, you might see some or all of the 
following: 

Neurocognitive Assessments by Domain 

This section will include the patient’s performance on each cognitive domain. It will be 
reported a variety of ways: as a percentile, on a bell curve, and an impression. We will soon 
include the scaled, standardized score alongside the percentile rank. 
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Psychological Scales  

This section will include the results yielded by the assessment you choose to administer to 
the patient, such as GAD-7, PHQ-9, and GDS. Scoring for each screener varies, and 
descriptions are provided in the reports.  

Multiple tests by the same patient 

For a patient who has taken more than one test, their most current results will appear on  
page three of the CQ™ Report. 
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Recommendations & Notes 
We have included this section to help guide clinicians maximize the benefits of BrainCheck 
for their patients. Checkboxes appear next to the suggestion to allow for clinicians to select 
which suggestion applies to their patients. These checkboxes may be selected by the 
medical professional after reviewing the results and impressions. They will not be 
automatically populated by BrainCheck. 

The notes section includes any text entered by the provider, as well as pre-populated notes 
for the reason for testing and remote test administration (as available). 
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Other suggestions to consider from available resources include: 

➢ Consider re-taking test 

We suggest this for patients who failed the malingering assessment and for those 
with three or more cognitive domain scores flagged as potentially invalid. This would 
be appropriate if you have reason to believe the patient did not give full effort or 
there was another reason for a performance variation, such as a distraction. 

➢ Consider further work-up 

We suggest this for patients who performed poorly in at least two cognitive 
domains. Poor performance is defined as a standard score below 70 or below the 
5th percentile. We based this recommendation on data from the AAN that suggests 
a comprehensive neurocognitive assessment be performed for patients potentially 
diagnosed with MCI based on an initial assessment. Again, this is recommended 
assuming the patient gave full effort on the testing without any distractions. 

➢ Consider referring patient for specialized care 

It is recommended that in the presence of cognitive impairment, providers 
distinguish between MCI and dementia. It is also recommended, in the presence of 
MCI, to assess for potential causes of MCI, such as medication side effects, sleep 
apnea, depression, and other medical conditions. Identifying MCI risk factors that 
are treatable can help improve patients quality of life. 

These will not be listed on the BrainCheck CQ™ Report as suggestions, but should be 
considered when deemed appropriate by the provider. 

We also suggest referrals for patients that our psychological screeners flag as moderate or  
severe anxiety. We based this recommendation on existing and published data that has  
found patients with anxiety are more likely to develop MCI. 

If the results of the screener indicate mild anxiety, we suggest, based on published 
literature, that clinicians follow up by administering the screener at a patient's subsequent  
visit. 

Based on published literature, we suggest that patients be followed up and consider 
administering the screener at the patient's subsequent visit if the depression screener 
indicates mild depression. 
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If the patient’s depression severity is flagged as moderate, moderately severe, or severe, 
we suggest you refer to a specialist, as currently published literature recommends 
counseling and treatment for these patients. 

There is also evidence that identifying and treating patients for depression and anxiety can 
lead to higher quality of life, delayed presentation of MCI and dementia, and overall better 
outcomes. 

➢ Consider creating a cognitive care plan 

➢ Consider referral to rehabilitation 

We suggest this for patients with evidence of cognitive impairment and for patients with a  
likely and highly likely balance dysfunction present. 

We based this recommendation on data from the AAN that has shown some patients 
benefit from lifestyle changes, such as exercise, when MCI is identified at earlier stages. 

There is also evidence that family involvement directly impacts patients outcomes.  

Patients and caregivers also benefit from early, continuous conversations regarding the  
patient’s care and expectations, and these conversations give clinicians a better 
understanding of the overall family and social dynamics when the time comes to have 
conversations regarding a patient’s driving abilities, financial planning, and medium to 
long care planning. 
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Appendix: Why Diagnose Cognitive 
Impairment? 
The United States is facing a cognitive health crisis. According to the CDC, 1 in 3 people will  
die with dementia. Estimates suggest dementia is underdiagnosed by over 50%, and that  
within 30 years it will be a trillion dollar problem.  

The cure for dementia remains elusive. However, it is thought that early intervention can 
prevent a third of dementia and slow decline. 

Cognitive assessment allows providers to rule out reversible causes of impairment and  
provides valuable information about the degree and type of impairment, as well as assess  
symptoms functionally. And being able to anticipate what symptoms are likely, providers  
can better manage patients to improve care and outcomes.  

Additionally, with accurate characterization of a patient’s cognitive impairment, they will be  
ready for new treatments targeting specific biologies. For these reasons, it is critical to 
detect cognitive decline early, accurately characterize the decline, and assemble a 
comprehensive cognitive care plan. 

Treatments for Cognitive Impairment 

Pharmaceutical Treatments  
The two pharmaceutical strategies that have worked are: 

Prolonging the amount of time the neurotransmitter acetylcholine remains in the synapse  
by inhibiting the enzyme that degrades it. These drugs are called acetylcholine esterase 
inhibitors (AChEIs). The most popular drug that does this is Aricept (donepezil) by Pfizer, 
and it is FDA-cleared in early dementia. (Other options include rivastigmine and 
galantamine). In one study, donepezil preserved cognitive function (meaning delays further 
decline) for about three months in about half the people who take it, but there are side 
effects, including GI upset, diarrhea, slowing of heart rate, and vivid dreams. 

The second strategy is blocking NMDA receptors, which are part of another “system” of 
connections in the brain (synapses that use glutamate). In Alzheimer’s cases, there is too  
much excitation of these synapses, which causes neurotoxicity. Blocking these synapses is 
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helpful in moderate to severe dementia. An example is Eli Lilly’s drug, Namenda 
(memantine). This drug is typically started after an AChEI, later in the course of disease. 

Digital Therapeutics 
The general idea with digital therapeutics is that since the brain is plastic, by playing certain 
games you can strengthen synaptic connections and even get the brain to rewire.  

There is some hope that these solutions will work in dementia, but whether it’s possible to 
rewire a brain that is ravaged by cellular and molecular changes remains to be seen. 

Commonly used examples of these are BrainHQ and Lumosity, with many other options 
available.  

Cognitive Rehabilitation 
Cognitive rehabilitation services can be provided in individual or group sessions with 
gradual progression toward long-term goals from the Cognitive Rehabilitation Task Force of 
the Brain Injury Special Interest Group (BI-ISIG) of the American Congress of Rehabilitation 
Medicine (ACRM). These services are often provided by speech and language therapists or 
neuropsychologists. Goals include: 

● Problem orientation, awareness, and goal setting : Assisting individuals with recognizing 
specific problem(s) that require intervention and working together to establish 
meaningful short- and long-term goals. 

● Compensation : Providing individuals with tools to function effectively despite 
persisting or chronic difficulties. 

● Internalization : Increasing gradually individuals’ ability to utilize the practiced 
strategies with a goal of making the application of these strategies more 
"automatic."

● Generalization : Assisting individuals with applying strategies in a wider variety of 
contexts to enhance everyday functioning. 
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Polypharmacy 
Older people are often on a variety of drugs that interact in unknown ways and cause 
unpredictable effects, including cognitive impairment. The general idea is to wean people 
off as many medications as possible. This is actually the primary reason provided by the 
American Academy of Neurology (AAN) for conducting a cognitive assessment. 

For example, anticholinergic sleep aids (e.g., Unisom) and benzodiazepines, (e.g., Xanax) 
have been shown to increase dementia risk and worsen symptoms in people with the 
disease. So, while insomnia is a common occurrence with dementia, deprescribing these 
drugs is better for the patients’ cognitive function. 

Vascular Health 
The brain is a vascular system, so controlling vascular risk factors — including blood 
pressure and blood sugar — are very important in maintaining brain function. 
Recommendations for patients include exercise and maintaining a healthy diet. When 
blood flow to the brain is constricted, cells are less healthy. The most extreme outcome is 
stroke. Basically, anything good for your heart is good for your brain. 

Mental Health 
Depression and cognitive impairment are highly comorbid, and there may be biological 
factors for that. Practically speaking, when someone is depressed and they don’t socialize 
and obtain mental stimulation, cognitive impairment accelerates. 

Sensory health 
Hearing and vision are important in terms of maintaining sensory inputs to the brain and 
keeping it from atrophy. 
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Additional Benefits 
Beyond treatment, patients may just want to know whether or not they have dementia. The 
earlier the diagnosis, the more time they will have to plan for the future, including selecting 
a caregiver, and writing a power of attorney, advance directive, and/or will.  

Patient safety is another reason to accurately diagnose cognitive decline early. For 
example, decline in performance on Trails B predicts motor vehicle accidents and is 
commonly used by Departments of Motor Vehicles nationally to revoke driver’s licenses. 
Often a change in housing is necessary, with consideration for assisted living or nursing 
care facilities. These decisions tend to start with conversations with providers and keep 
patients safe.  
 
A diagnosis on the patients’ records is also important for the operational efficiency of the 
health system. When staff know a patient has dementia, the nurse won’t repeatedly ask 
them their date of birth or other questions they can’t answer, which could induce agitation 
and undoubtedly consumes more time and resources. 
 
Regardless of treatment approach, a team-based plan is necessary to care for patients with 
cognitive decline. This often includes social workers, nurses, speech and language 
therapists, cognitive therapists, occupational therapists, physical therapists, and significant 
community support, with the caregiver carrying the largest responsibility.  

 

   

 

BrainCheck.com  5615 Kirby Drive | Suite 690 
Houston, Texas 77005  888.416.0004 

 



Explaining BrainCheck Results to Patients 
Many of these questions will need to be posed to someone who knows the patient well. 

 

Attention 

  Patients with impairment may struggle with navigating familiar places, following a map, paying 
bills correctly, playing familiar games. Lower scores strongly predict decline in mobility and lower 
extremity function. 

This test measures attention, 
speed, and accuracy of information 
processing. 

Some follow-up questions to ask: 
● Are you having trouble driving, either getting lost or bumping into things? 
● Do you have trouble with physical mobility? 
● Who goes grocery shopping? While at the store, do you have any difficulty finding items? 

Executive Function 

  Patients with impairment may struggle with paying attention for long periods, reading, and basic 
arithmetic. Lower scores have been associated with poor sleep, low mood, anxiety, and 
substance use. 

These tests measure simple and 
complex attention, executive 
function, and processing speed. 

Some follow-up questions to ask: 
● When you eat out, how do you calculate a tip? 
● How is your sleep?  
● How is your mood? 

  Patients with impairment may struggle with following complex instructions, decision making, 
poor judgement, socially inappropriate behavior, apathy, withdrawal, eating balanced meals. 

This test measures the ability to 
inhibit reactions and control 
impulses. 

Some follow-up questions to ask: 
● Are you driving? 
● Do you pay your own bills? Any late payments or overpayments? 
● Are you able to keep track of a schedule for taking medication? 

Memory 

 
Patients with impairment may struggle with repeating themselves or asking the same question 
repeatedly within a few minutes of each other, forgetting what they were going to do, forgetting 
where they placed something, or paying attention to TV. This may also be due to a primary 
attention issue such as anxiety, depression, medical conditions, or medication side effects. 

This test measures the ability to 
recognize items that previously 
appeared immediately after being 
prompted. This primarily measures 
the first step of the memory 
process called registration. 

Some follow-up questions to ask: 
● Do caregivers/relatives/friends become frustrated with you for repeating questions? 
● When cooking, do you often forget the next step of the recipe? 
● When grocery shopping, do you find yourself reading the list over and over to remember 

what items to look for? 

 
 

Patients with impairment may struggle with repeating themselves later the same day or next day, 
forgetting content of a conversation, needing to rely on a calendar or alarm for reminders, not 
knowing current events. 

This test measures the ability to 
recognize items that previously 
appeared after a time delay. This 
measures later steps of the 
memory process, including 
encoding. 

Some follow-up questions to ask: 
● Do you ever find yourself holding your keys and not remember why? 
● Have you found yourself driving and forgetting where you were driving to? 
● When you eat out, do you find yourself forgetting what you ordered? 
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