
Fax or email this form to Alzheimer’s Disease and Related Disorders Association

Fax #: Email: Date __________________
Please Print
q Check if primary contact
PATIENT NAME: 
________________________________________
Date of Birth ______________________________
Address _________________________________
City _______________________ Zip __________
Email ___________________________________
Phone __________________________________
Primary Language: q English q Spanish  q Chinese
q Other (please specify): ___________________

q Check if primary contact
FAMILY CAREGIVER NAME (if available): 
________________________________________
Relationship to Patient ______________________
Address _________________________________
City _______________________ Zip __________
Email ___________________________________
Phone __________________________________
Primary Language: q English q Spanish  q Chinese
q Other (please specify): ___________________

 r Information and Referral                              
 r Care Consultations                      
 r Legal and Financial 

Information       
 r Support for newly diagnosed                           
 r Respite Services                                                               

 r Support Groups                                               
 r Health Care Directives           
 r Caregiver Education                                                                                                            
 r Activity Program
 r Other (specify): 

 _______________________

 r Safety Issues
 ¦ Home safety
 ¦ Driving
 ¦ Wandering (MedicAlert + 
Safe Return)

 r Research/Clinical Trials         

Is the patient on Medicare AND       q Yes     q No 

Diagnosis: _____________________________________ Date of Diagnosis: _____________________

The signatory below gives permission to the referring provider to contact the Alzheimer’s Association and 
provide the referral information as above. A representative of the Association will contact the signatory and 
will follow up with the provider.
Signature _______________________________________ Date ________________________________

q Please check if the primary contact checked above provided verbal consent instead of signature.

REASON FOR REFERRAL (Check all that apply)

Additional Information __________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

REQUIRED INFORMATION
Referral Provided By ______________________________ Title _________________________________
Phone # ___________________Fax # ___________________Email _____________________________
Associated Physician  ______________________Provider Organization __________________________
How would you prefer to receive follow-up? q Fax  q Email  q Follow-up Unnecessary

800.272.3900 | www.alz.org

ALZ DIRECT CONNECT REFERRAL FORM



ALZ DIRECT CONNECT 
A DIRECT REFERRAL PROGRAM

A direct referral program for physicians and other health and 
community care service providers that connects patients and 

family members to the Association’s supportive services 

ALZ Direct Connect provides the following services free of cost for those living 
with Alzheimer’s and other dementias and their families:

ADDITIONAL QUESTIONS?

ALZ DIRECT CONNECT does not fulfill mandatory legal reporting requirements of healthcare professionals. The Alzheimer’s 
Association, Northern California and Northern Nevada Chapter maintains high professional and ethical standards for care and 
safety and reports elder and child abuse.

HELPS
patients & families 

understand Alzheimer’s 
and other dementias

CONNECTS
patients & caregivers to 
resources & education

IMPROVES
continuity of care &  
builds supportive 

networks

• Education
• Information and Referral
• Care Consultations
• Respite Services

• Support Groups
• 24/7 Helpline
• Clinical Trials
• and more


	Email: alzdirectconnect@alznorcal.org
	Med program: MediCal
	Partnering Organization: 
	Fax: 408.372.9899
	Additional Questions: Contact Lisa Choquette at (408).372.9900 or alzdirectconnect@alznorcal.org
	Updated: Last updated 5/15/17


