


PATIENT/CLIENT NAME
__________________________________________________
Address___________________________________________
City__________________________________ Zip__________
Phone#___________________________________________
Email _____________________________________________

Primary Language: 

nn English n n Spanish 

n n Other (specify) 
_______________________________________________________

CAREGIVER NAME 
__________________________________________________
Address___________________________________________
City__________________________________ Zip__________
Phone#___________________________________________
Email _____________________________________________

Relationship to Patient/Client:

n n Spouse/Partner  n n Child    n n Other ________________

Primary Language: nn English n n Spanish n n Other (specify) 
_______________________________________________________

I give permission to the referring provider to forward my contact and patient information to Dementia Alliance of 
North Carolina. I understand that a representative will contact me and/or my caregiver about support, programs, 
and other services and will follow up with the referring provider. Services are provided virtually and/or in-person.

Referrals will be entered into our secure database, unless indicated otherwise by checking this box nn

Signature _________________________________________________________________________ D a te _ _ __________________
                   (Patient/Client or Personal Representative/Family Caregiver)

The person being referred provided verbal consent in stead of signature: n  n  Yes

Additional Information: __________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

DEMENTIA NAVIGATION REFERRAL FORM
Email this form to Dementia Alliance of North Carolina  
at info@dementianc.org
Date: ________________

REQUIRED INFORMATION

Referring Provider Name _____________________________________________ Title _______________________

Provider Organization ____________________________________________________________________________

Phone # _____________________________ Email _____________________________________________________

n   n   One to One Dementia Education & Support 

n   n   Recent Diagnosis

n   n   Support Groups

n   n   Safety Issues

n   n   Respite Services

n   n   Caregiver Education/Workshops

n   n   Other (specify)_______________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________

______________________________________________

REASON FOR REFERRAL (check all that apply)


