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	Person Being Referred: 

	Person with Memory Loss/Dementia   FORMCHECKBOX 
                 
	Family Member  FORMCHECKBOX 
                             
	Other  FORMCHECKBOX 




	KEY CONTACT PERSON :  This person understands they will be contacted by a representative of Alzheimer’s Australia Vic 

	Relationship to  Person with Memory Loss/Dementia 
	     

	First Name
	     
	Surname
	     

	Street 
	     

	Suburb/City 
	     
	Postcode
	     

	Telephone/Home
	     
	Mobile 
	     

	Telephone/ Business 
	     
	Email 
	     

	Restrictions on Contact/Best Times
	     

	DOB                                                 
	     
	Country of Birth                                            
	     
	Interpreter
	     

	 FORMCHECKBOX 
 ATSI-Indigenous    
                                                               

	PERSON WITH MEMORY LOSS/DEMENTIA

	First Name
	     
	Surname
	     

	Street
	     

	Suburb/City
	     
	Postcode
	     

	Date of Birth 
	     
	(or) Age
	     
	yrs
	Male  FORMCHECKBOX 
  
	Female  FORMCHECKBOX 


	Telephone/Home
	     
	Telephone/Business
	     

	Country of Birth
	     
	(If interpreter required) -Language  
	     

	 FORMCHECKBOX 
 ATSI-Indigenous
	

	(If  diagnosed) -Type of dementia 
	     

	Diagnosed  by                                                                             
	Approx. date                                                    


REFERRED BY :                

Name of Worker _____________________________________  Role  ___________________________________

Organization  _____________________________________________   Phone    __________________________

Street    _____________________________________________________________________________________

Suburb/City                                                                                          Postcode

This referral is: 

(  Urgent

(   Routine

I would like feedback concerning this referral:
(  Yes

(   No

OTHER KEY AGENCIES /SERVICES INVOLVED

	Name
	Address
	Phone

	
	
	

	
	
	

	
	
	

	
	
	


REASON FOR REFERRAL

Comments/Details (Please include key issues) 

	

	

	

	

	

	


	Service Recommended:
	
	
	
	

	(
	Memory Lane Café 
	(
	 Counselling
	(
	Education 

(please specify if known)

	(
	Coping with Carer Stress – group program
	(
	 Early Intervention and/or

 “Living with Memory Loss” Program      
	(
	Other

 (please specify)

	(
	Telephone Outreach 

 (TOP)
	(
	 Information    
	
	


______________________________________________________________________________

(CONSENT) I have discussed this referral with the person being referred and they are expecting someone from Alzheimer’s Australia Vic to contact them.

Print Name………………………………………………..Signed ………………………………………………...Date…………………
Return to: 

Gateway Services

Alzheimer’s Australia Vic

Locked Bag 3001

Hawthorn   Vic   3122

Fax: (03) 9815 7801
Email: aav-gatewayteam@alzvic.asn.au
Or to discuss the referral please contact Gateway Services on  Phone: (03) 9815 7800
FOR OFFICE USE ONLY





Received:





____ / ____ / ____
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