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 REFERRAL FORM
Tymon North – Dementia Care Drop-In Service 
Name of Person making the referral:

Address:

Telephone:

Reason for Referral:

Name of Client:

Address:

Telephone:

Date of Birth:                                                                   GMS NO:
Next of Kin:

Address:

Telephone:

Main Carer:

Relationship to Client: 



Address:

Telephone:
Present condition of Client:

Name of GP:

Address:

Telephone:                                                            Email:
Name of PHN or CPN:

Address:

Telephone:                                                              Email:
	Family / Carers capacities to cope

Can manage without help:

Need some help:

Need much help:

Unable to cope / no family / carer:

Willingness to continue caring:




Other Services Used:

Day Centre – Day Hospital:

Home Help:

Health Care Assistant:

Respite:

Where and how often:

Home Support:

How often and who supplies service:

Community Nursing Services (PHN, RGN, CPN):

Physiotherapy:

Occupational Therapy:

Meals on Wheels:

Any other relevant service or voluntary organization involved in person’s care:

Medical report from GP  (see Annex 1)
Name of Client:
GMS NO:
Address:

Please complete in full:
Past Medical/Surgical History:
(please circle)

History of MRSA:

      Yes

No





History of CDiff:
                Yes

No

Flu Vaccine given:

      Yes

No

Date:

Any known allergies:

      Yes

No

List:
Has had geriatric review:
      Yes

No

Date:
Name of Geriatrician:

Has had psycho geriatric review
      Yes

No
Date:


Name of Old Age Psychiatrist:
Please list any other observations (i.e. mobility, personal care, behaviours of concern) that will help us to make a plan of care that will meet the person’s needs:
Short history, indicating when diagnosis was made and how often you see the person named above.
Any Diagnosed Medical Condition:
Medication: Please provide an up to date prescription for all medication and attach to this referral form
Signed:






Date:


Please fill in the above form and return to:

Mary Hickey
The Alzheimer Society of Ireland

Dementia Care Drop In Service

Rose Cottage

Tymon North

Tallaght

Dublin 24

PH: 086 6079614      
E-Mail Address: mhickey@alzheimer.ie
FOR OFFICE USE ONLY:

	Referral Date:





Acknowledged Date:



	Service Commenced:




Review Date:
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