
To support primary care teams, the Alzheimer’s 
Association developed this at-a-glance reference, 
outlining characteristics of several brief validated 
cognitive assessments, including administration times, 
validated cut-offs, equity considerations and licensing 
requirements. 

Early detection of cognitive impairment is central 
to high-quality dementia care. While primary care 
clinicians play a vital role in this process, the wide 
variety of available cognitive assessment tools can 
create inconsistency in practice and diagnostic 
workflows. 

INTRODUCTION

Validated Brief Cognitive 
Assessment Tools: 
An Overview 
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INDEX TEST

Administration
Time 

Items 

Domains 
Assessed 

Mode(s) of 
Administration 

Scoring 

Scoring 
Interpretation 

5 minutes 3 minutes 10 minutes 5-7 minutes 3 minutes 4 minutes 
(patient section) 

3 tests 8 subjective items 
based on cognitive, 
behavioral and 
functional changes 
in the last several 
years 

26 subjective items 
based on change 
in everyday 
cognition over the 
past 10 years 

16 subjective items 
based on change in 
everyday cognition 
over the past 
10 years 

Clock drawing 
task and 3-item 
word recall test 

4 cognitive test 
items 
(patient section)

6 subjective items 
(informant section)

2 minutes 
(informant section) 

5-Cog 
5-Cog Paradigm ,21

AD8 
Eight-item Interview to
Differentiate Aging and 
Dementia/Ascertain 
Dementia 8 (AD8)  6

GPCOG 
General Practitioner 
Assessment of 
Cognition8

IQCODE 
Informant Questionnaire
on Cognitive Decline 
in the Elderly9

s-IQCODE 
Short Informant 
Questionnaire on 
Cognitive Decline in the 
Elderly (s-IQCODE)11 

Mini-Cog12,13 

◦ Attention
◦ Cognitive 

complaints 
◦Gait 
◦Memory 
◦ Processing speed 
◦ Speed 
◦ Visual scanning 

PMIS (4 items) 

MCR 
(gait speed + cognitive 
complaints) 

Symbol/
Paper-Match 
(timed task) 

Each item rated 
“yes, a change,” 
“no, no change” or 
“N/A, don’t know.” 

Total score is 
calculated as the 
number of “yes” 
responses. 

Each item scored 
“1 – much better,” 
“2 – a bit better,” 
“3 – not much 
change,” 
“4 – a bit worse” or 
“5 – much worse.” 

Total score is average 
of all 26 items. 

Each item scored 
“1 – much improved,” 
“2 – a bit improved,” 
“3 – not much 
change,” 
“4 – a bit worse” or 
“5 – much worse.” 

Total score is average 
of all 16 items.

Each item in patient 
section scored “correct” 
or “incorrect.” Total 
patient section scored 
0-9 based on number 
of correct responses.  
 
Each item in informant 
section scored “yes,” 
“no,” “don’t know” or 
“N/A.” Total informant 
section scored 0-6 
based on number of 
“no” responses.  
 
Total score is the sum 
of patient and 
informant section 
scores. 

Clock drawing task 
scored “2 – normal” if 
all numbers are 
present in the correct 
sequence and position 
and both hands are in 
the correct position, 
otherwise “0 – 
abnormal.” 

Word recall scored 
according to the 
number of correctly 
recalled words without 
cueing (0–3). 

Total score is sum of 
clock drawing task and 
word recall scores 
(0–5). 

Not applicable Higher scores 
indicate worse 
cognition 

Higher scores 
indicate worse 
cognition 

Higher scores 
indicate worse 
cognition 

Lower scores 
indicate worse 
cognition 

Lower scores 
indicate worse 
cognition 

In-person, 
staff-administered 
(verbal, motor and 
paper-based).

No validated 
telephone/remote 
options available.

Informant-
administered 
questionnaire. 
 
Validated in-person 
and telephone 
options available.  7

In-person, 
staff-administered 
(paper-based). 
Two-stage 
procedure (informant 
section administered 
only if patient section 
scores below cutoff).

No validated 
telephone/remote 
options available. 

Informant-
administered 
questionnaire. 
 
No validated 
telephone/remote 
options available. 

Informant-
administered 
questionnaire. 
 
No validated 
telephone/remote 
options available. 

In-person, 
staff-administered 
(paper-based). 
 
No validated 
telephone/remote 
options available. 

◦ Apathy 
◦ Function 
◦ Judgment 
◦Memory 
◦ Temporal 

orientation 

◦Memory 
◦ Temporal 

orientation 
◦ Visuospatial 

function

◦ Arithmetic 
◦ Executive 

function 
◦ Function 
◦ Intelligence 
◦ Language 
◦ Learning 
◦Memory

◦ Arithmetic 
◦ Executive 

function 
◦ Function 
◦ Intelligence 
◦ Language 
◦ Learning 
◦Memory

◦ Executive 
function 
◦Memory 
◦ Visuospatial 

function 



4 minutes 5–10 minutes 10 minutes 5 minutes 4 minutes 10 minutes 7 minutes 

4-item delayed 
free and cued 
recall test 

11 items 13 cognitive tests 8 cognitive tests 10 items 
(4 cognitive, 
6 behavioral) 
comparing the 
the examinee’s 
cognitive, behavioral
and functional 
abilities now to how 
they used to be

6 cognitive tests 11 cognitive tests 

MIS 
Memory Impairment 
Screen15

MMSE 
Mini Mental State 
Examination17

MoCA 
Montreal Cognitive 
Assessment19

s-MoCA 
Short Montreal 
Cognitive 
Assessment ,21 22 

QDRS 
Quick Dementia 
Rating System23

RUDAS 
Rowland Universal 
Dementia Assessment 
Scale  25

SLUMS 
Saint Louis University 
Mental Status 
Examination ,27 28

Each correct free recall 
is scored 2. 

If examinees fail the 
free recall, they 
attempt category-cued 
recall, with each correct 
cued recall scored 1. 

Total score is sum 
across all items (0–8).

Each item scored 
individually: 
time orientation (0–5), 
place orientation (0–5), 
word registration (0–3), 
attention/calculation 
(0–5), word recall 
(0–3), naming (0–2), 
repetition (0–1), 
3-stage command 
(0–3), reading (0–1), 
writing (0–1), copying 
(0–1).

Total score is sum 
across all items (0–30). 

Each test individually 
scored: 
alternate trail making 
(0–1), clock drawing 
test (0–3), animal 
naming (0–1), serial 7 
subtraction (0–3), 
verbal fluency (0–1), 
abstraction (0–1), 
delayed recall (0–5), 
orientation (0–1). 

Total score is sum 
across all tests (0–16). 

Each item generally 
scored: 
“0 – normal,” 
“0.5 – mild,” 
“1 – moderate,” 
“2 – moderate-to
-severe” and 
“3 – severe,” with 
more detailed 
descriptors available. 

Cognitive subtotal is 
calculated as the sum 
of four items (0–12). 

Behavioral subtotal is 
calculated as the sum of 
six items (0–18). 

Total score is sum 
across cognitive and 
behavioral items 
(0–30).

Each test scored 
individually: 
4-item grocery recall 
(0–8), body orientation 
(0–5), praxis (0–2), 
cube copying (0–3), 
judgment (0–4), animal 
generation (0–8).

Total score is sum 
across all tests (0–30).

Each item scored 
individually: 
orientation (3 items, 
each scored 0–1), 
arithmetic (0–3), 
animal naming (0–3), 
delayed recall (0–5), 
digit span (0–2), clock 
drawing (0–4), 
visuospatial function 
(0–2), story recall 
(0–8).

Total score is sum 
across all items (0–30).

Each test individually 
scored: 
alternate trail making 
(0–1), copy cube (0–1), 
clock drawing (0–3), 
animal naming (0–3), 
digit span forward 
(0–1), digit span 
backward (0–1), 
vigilance (0–1), 
serial 7 subtraction 
(0–3), sentence 
repetition (0–2), 
verbal fluency (0–1), 
abstraction (0–2), 
delayed recall (0–5), 
orientation (0–6). 

Total score is sum 
across all tests (0–30). 
One point is added if 
examinee has ≤12 
years of education for a 
maximum of 30 points. 

Lower scores 
indicate worse 
cognition 

Lower scores 
indicate worse 
cognition 

Lower scores 
indicate worse 
cognition 

Higher scores 
indicate worse 
cognition 

Lower scores 
indicate worse 
cognition 

Lower scores 
indicate worse 
cognition 

Lower scores 
indicate worse 
cognition 

In-person, 
staff-administered 
(paper-based). 

Validated telephone 
option available.  16

In-person, 
staff-administered  
(paper-based). 

Validated 
telephone/remote 
option available. 

In-person, 
staff-administered 
(paper-based). 

Validated telephone 
option available.20 

In-person, 
staff-administered 
(paper-based). 

No validated 
telephone/remote 
options available. 

Informant-
administered 
questionnaire. 

Telephone/remote 
administration 
formally permitted.  24

In-person, 
staff-administered 
(paper-based). 

Validated remote 
administration option 
available.  26

In-person, 
staff-administered  
(paper-based). 

No validated 
telephone/remote 
options available. 

◦Memory ◦ Attention
◦ Language
◦Memory
◦Orientation
◦ Visuospatial

function

◦ Abstraction
◦ Attention
◦ Executive

function
◦ Language
◦Memory
◦Naming
◦Orientation
◦ Visuospatial

function

◦ Abstraction
◦ Attention
◦ Executive

function
◦ Language
◦Memory
◦Naming
◦Orientation
◦ Visuospatial

function

◦ Attention
◦ Behavior and 

personality
◦ Executive

function
◦ Function
◦ Language
◦Memory
◦Mood
◦Orientation

◦Gnosis
◦ Judgment
◦ Language
◦Memory
◦ Praxis
◦ Visuospatial

function

◦ Attention
◦ Executive

function
◦Memory
◦Orientation
◦ Visuospatial

function



INDEX TEST

aA scoring algorithm can be used instead of a single numeric cutoff. Cognitive impairment is ruled out if all three 
words are correctly recalled, regardless of clock drawing task performance, or if 1-2 words are recalled and clock 
drawing task performance is normal. 

Recommended 
Cutoff for 
Cognitive 
Impairment

Equity 
Considerations 

Licensing/Use 

Abnormality on any 
test in the battery: 

◦ PMIS ≤53

◦MCR diagnosis4

◦ Symbol/Paper-
Match task 
completion by 
90 seconds5

≥2  6 Patient section 
score ≤7 

Informant section 
score ≤4 

Total score ≤10  8

≥3.310 ≥3.3  10 ≤2 ,14 a 

Designed to be 
non-literacy biased 
and culturally fair 
by using a 
picture/symbol-
based cognitive test 
and a 
stopwatch-timed 
gait test.  

No scoring 
modification 
recommended 
based on education. 

Requires language 
proficiency.  

No scoring 
modification 
recommended 
based on education. 

Requires language 
proficiency and 
may be influenced 
by cultural and 
socioeconomic 
factors. 

No scoring 
modification 
recommended 
based on education. 

Requires language 
proficiency. 

May be influenced 
by education but to 
a lesser extent due 
to comparison to 
the examinee’s 
previous level of 
functioning.  

No scoring 
modification 
recommended 
based on education. 

Requires language 
proficiency. 

May be influenced 
by education but to 
a lesser extent due 
to comparison to 
the examinee’s 
previous level of 
functioning.  

No scoring 
modification 
recommended 
based on education. 

Reduced language 
and education bias 
due to visual 
component. 

No scoring 
modification 
recommended 
based on education. 

Contact original 
authors for 
questions related to 
licensing and 
permission. 

License from the 
Washington 
University in St. 
Louis Office of 
Technology 
Management 
required for use.  

Free license can be 
obtained for direct 
patient care without 
embedding in 
electronic medical 
record systems and 
for academic 
research not funded 
by commercial 
entities. Clinical 
trials and 
commercial uses 
require a paid 
license. 

No formal training 
required. 

Free to use by 
healthcare 
professionals for 
non-commercial 
clinical or research 
purposes with no 
permissions or 
licensing fees 
required. For other 
uses, contact the 
original authors for 
permission.  

No formal training 
required. 

Free to use by 
healthcare 
professionals for 
non-commercial 
clinical or research 
purposes with no 
permissions or 
licensing fees 
required. For other 
uses, contact the 
original authors for 
permission.  

No formal training 
required.

Free to use by 
healthcare 
professionals for 
non-commercial 
clinical or 
educational 
purposes with no 
permissions or 
licensing fees 
required. Original 
authors should be 
contacted for other 
uses. 
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5-Cog 
5-Cog Paradigm ,1 2

AD8 
Eight-item Interview to
Differentiate Aging and 
Dementia/Ascertain 
Dementia 8 (AD8)  6

GPCOG 
General Practitioner 
Assessment of 
Cognition8

IQCODE 
Informant Questionnaire
on Cognitive Decline 
in the Elderly9

s-IQCODE 
Short Informant 
Questionnaire on 
Cognitive Decline in the 
Elderly (s-IQCODE)11 

Mini-Cog ,12 13 
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Cognitive impairment is indicated if no words are correctly recalled, regardless of clock drawing task performance, 
or if 1-2 words are recalled and clock drawing task performance is abnormal.  13

≤4  15 ≤2318 ≤2519 ≤1121 ≥2  23 ≤22  25 ≤26 for examinees 
with high school 
education27 

≤24 for examinees 
with less than high 
school education27 

Requires language 
proficiency.  

No scoring 
modification 
recommended 
based on education. 

Requires language 
proficiency. 

Affected by age, 
education, literacy 
and cultural 
background.  18

Requires language 
proficiency. 

May be influenced 
by education and 
cultural factors.  

Scoring 
modification 
recommended 
based on education. 

Requires language 
proficiency. 

May be influenced 
by education and 
cultural factors.  

No scoring 
modification 
recommended 
based on education. 

Requires language 
proficiency. 

Minimal cultural 
bias. May be 
influenced by 
education but to a 
lesser extent due to 
comparison to the 
examinee’s previous 
level of functioning.  

No scoring 
modification 
recommended 
based on education. 

Requires language 
proficiency. 

Items were 
designed for 
culturally and 
linguistically diverse 
populations. 

No scoring 
modification 
recommended 
based on education. 

Requires language 
proficiency.  

Interpretation 
modification 
recommended 
based on education. 

Free to use by the 
research and 
clinical community 
but licensed by the 
Albert Einstein 
College of Medicine 
for commercial use.  

No formal training 
required. 

Payment required 
for each use. 

Free for most 
non-commercial 
clinical and 
educational uses 
but restrictions for 
commercial or 
research 
applications funded 
by industry.  

Requires one hour 
of training and 
certification.  

Contact original 
authors for 
questions related to 
licensing and 
permission. 

Free to use by 
healthcare 
professionals for 
non-commercial 
clinical or research 
purposes. For other 
uses, contact the 
original authors for 
permission.  

No formal training 
required. 

Free to use by 
healthcare 
professionals for 
non-commercial 
clinical or research 
purposes with no 
permissions or 
licensing fees 
required. For other 
uses, contact the 
original authors for 
permission.  

No formal training 
required. 

Free to use by 
healthcare 
professionals for 
non-commercial 
clinical or research 
purposes with no 
permissions or 
licensing fees 
required. For other 
uses, contact the 
original authors for 
permission.  

No formal training 
required. 
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MIS 
Memory Impairment 
Screen15

MMSE 
Mini Mental State 
Examination17

MoCA 
Montreal Cognitive 
Assessment19

s-MoCA 
Short Montreal 
Cognitive 
Assessment ,21 22 

QDRS 
Quick Dementia 
Rating System23

RUDAS 
Rowland Universal 
Dementia Assessment 
Scale  25

SLUMS 
Saint Louis University 
Mental Status 
Examination ,27 28

https://www.alz.org/


References

1. Verghese J, Chalmer R, Stimmel M, Weiss E, Zwerling J, Malik R, et al. Non-literacy biased, culturally fair cognitive detection tool in primary care patients with cognitive 
concerns: a randomized controlled trial. Nat Med. 2024; 30:2356-61. 

2. Chalmer R, Ayers E, Weiss EF, Malik R, Ehrlich A, Wang C, et al. The 5-Cog paradigm to improve detection of cognitive impairment and dementia: clinical trial protocol. 
Neurodegener Dis Manag. 2022; 12:171-84. 

3. Malik R, Weiss EF, Gottesman R, Zwerling J, Verghese J. Picture-Based Memory Impairment Screen: Effective Cognitive Screen in Ethnically Diverse Populations. J Am 
Geriatr Soc. 2018; 66:1598-602. 

4. Verghese J, Wang C, Lipton RB, Holtzer R. Motoric cognitive risk syndrome and the risk of dementia. J Gerontol A Biol Sci Med Sci. 2013; 68:412-8. 

5. Possin KL, Moskowitz T, Erlhoff SJ, Rogers KM, Johnson ET, Steele NZ, et al. The brain health assessment for detecting and diagnosing neurocognitive disorders. J Am 
Geriatr Soc. 2018; 66:150-6. 

6. Galvin J, Roe C, Powlishta K, Coats M, Muich S, Grant E, et al. The AD8: a brief informant interview to detect dementia. Neurology. 2005; 65:559-64. 

7. Galvin JE, Roe CM, Xiong C, Morris JC. Validity and reliability of the AD8 informant interview in dementia. Neurology. 2006; 67:1942-8. 

8. Brodaty H, Pond D, Kemp NM, Luscombe G, Harding L, Berman K, et al. The GPCOG: a new screening test for dementia designed for general practice. J Am Geriatr Soc. 
2002; 50:530-4. 

9. Jorm AF, Jacomb P. The Informant Questionnaire on Cognitive Decline in the Elderly (IQCODE): socio-demographic correlates, reliability, validity and some norms. Psychol 
Med. 1989; 19:1015-22. 

10. Jorm AF. The Informant Questionnaire on cognitive decline in the elderly (IQCODE): a review. Int Psychogeriatr. 2004; 16:275-93. 

11. Jorm AF. A short form of the Informant Questionnaire on Cognitive Decline in the Elderly (IQCODE): development and cross-validation. Psychol Med. 1994; 24:145-53. 

12. Borson S, Scanlan JM, Chen P, Ganguli M. The Mini-Cog as a screen for dementia: validation in a population-based sample. J Am Geriatr Soc. 2003; 51:1451-4. 

13. Borson S, Scanlan J, Brush M, Vitaliano P, Dokmak A. The mini-cog: a cognitive ‘vital signs’ measure for dementia screening in multi-lingual elderly. Int J Geriatr 
Psychiatry. 2000;15:1021-7. 

14. Abayomi SN, Sritharan P, Yan E, Saripella A, Alhamdah Y, Englesakis M, et al. The diagnostic accuracy of the Mini-cog screening tool for the detection of cognitive 
impairment—A systematic review and meta-analysis. PLoS One. 2024;19: e0298686. 

15. Buschke H, Kuslansky G, Katz M, Stewart WF, Sliwinski MJ, Eckholdt HM, et al. Screening for dementia with the memory impairment screen. Neurology. 1999; 
52:231-238. 

16. Lipton RB, Katz MJ, Kuslansky G, Sliwinski MJ, Stewart WF, Verghese J, et al. Screening for dementia by telephone using the memory impairment screen. J Am Geriatr 
Soc. 2003; 51:1382-90. 

17. Folstein MF, Folstein SE, McHugh PR. Mini-mental state. J Psychiatric Res. 1975;12(3):189-198. 

18. Tombaugh TN, McIntyre NJ. The mini-mental state examination: a comprehensive review. J Am Geriatr Soc. 1992;40(9):922-935. 

19. Nasreddine ZS, Phillips NA, Bedirian V, Charbonneau S, Whitehead V, Collin I, et al. The Montreal Cognitive Assessment, MoCA: a brief screening tool for mild cognitive 
impairment. J Am Geriatr Soc. 2005; 53:695-9. 

20. Katz MJ, Wang C, Nester CO, Derby CA, Zimmerman ME, Lipton RB, et al. T-MoCA: A valid phone screen for cognitive impairment in diverse community samples. 
Alzheimers Dement (Amst). 2021;13: e12144. 

21. Larner A. Short Montreal cognitive assessment: validation and reproducibility. J Geriatr Psychiatry Neurol. 2017; 30:104-8. 

22. Roalf DR, Moore TM, Wolk DA, Arnold SE, Mechanic-Hamilton D, Rick J, et al. Defining and validating a short form Montreal Cognitive Assessment (s-MoCA) for use in 
neurodegenerative disease. J Neurol Neurosurg Psychiatry. 2016; 87:1303-10. 

23. Galvin JE. The Quick Dementia Rating System (QDRS): a rapid dementia staging tool. Alzheimers Dement (Amst). 2015; 1:249-59. 

24. Newkirk LA, Kim JM, Thompson JM, Tinklenberg JR, Yesavage JA, Taylor JL. Validation of a 26-point telephone version of the Mini-Mental State Examination. J Geriatr 
Psychiatry Neurol. 2004;17(2):81–87. doi:10.1177/0891988704264534 

© 2026  Alzheimer’s Association®. All rights reserved. | Visit  for more information.alz.org

https://www.alz.org/


© 2026  Alzheimer’s Association®. All rights reserved. | Visit  for more information.alz.org

About the Alzheimer’s Association
The Alzheimer’s Association is a worldwide voluntary health organization dedicated to Alzheimer’s care, support and research. Our mission is to lead the 
way to end Alzheimer’s and all other dementia — by accelerating global research, driving risk reduction and early detection and maximizing quality care 
and support. Our vision is a world without Alzheimer’s and all other dementia®. Visit alz.org or call 800.272.3900.
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