Memory Clinic Assessment Request Form

Date of referral:   ___/___/___
Patient name:
_____________________________
Date of birth:    ___/___/___
Address:
_______________________________________________________________________________________________________________________________________________________________________________________________________________
Patient contact telephone number        :___________________________________

Next of kin contact telephone number :___________________________________
Medical History:
1.

2.

3.

4.

5.

Current medication:
1.






6.

2.






7.


3.






8.



4.






9.


5.






10.

Allergies:





Alcohol (units/week):
Social circumstances:

_______________________________________________________________________________________________________________________________________________________________________________________________________________
Reason for this referral:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Mini-mental state exam score (MMSE):
A brief cognitive assessment is necessary for this referral to be triaged appropriately. Please attach copy of completed MMSE to this letter.

_____________________________________________________________________

Has the patient had a previous CT/MRI Brain?

Yes (

No (
Please attach copy of report if available. 

Does the patient have any contraindications to MRI imaging ? 

(e.g. pacemaker or implantable defibrillator in situ, cardiac valve replacement, claustrophobia or metallic implants of any variety including; aneurysm clips, cochlear implants, prosthetics or ocular metallic fragments in metalworkers)  

Yes (

No (
Referral Source Details

Name:
Address:
Telephone number:




Mobile:
Please forward completed referral to; The Memory Clinic, Hospital 4, St James’s Hospital, Dublin 8. Tel 01 4162640. Fax 01 4103487.
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