
Alzheimer’s Los Angeles does not bill families for services, but health plan information is collected 
for tracking purposes and to facilitate access to services.

https://www.alzheimersla.org


ALZ DIRECT CONNECT® REFERRAL FORM  
Fax or email this form to Alzheimer’s Los Angeles 

 Email: alzdirectconnect@alzla.org   

Name of Person Experiencing Cognitive Impairment 
______________________________________________ 

Address______________________________________

City_____________________________ Zip__________ 

Phone#_______________________________________ 

Email ________________________________________

The patient/client is on:

□

Name of Caregiver

Relationship to Patient/Client:   
□ Spouse/Partner  □Child

 

Signature _______________________________________________________________               Date _____________________  
(Patient/Client or Personal Representative/Family Caregiver)

The person being referred provided verbal consent instead of signature: Yes

REASON FOR REFERRAL   (check all that apply)

Fax#: 323.686.5106

______________________________________________ 

Address______________________________________

City_____________________________ Zip__________ 

Phone#_______________________________________ 

Date of Birth__________________________________

________________________________

Primary Language:

 □  English  □  Spanish  □  Mandarin

Preferred Method of Contact:
 □  Email  □  Phone  □  Text

I give permission to the referring provider to forward my contact and patient information to Alzheimer’s Los Angeles. 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.

□Other (specify) 

________________________________

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

□ Dementia Consultation, Education & Support

Date _____________________________  

Additional Information: ____________________________________________________________________________

 ___________________________________________________________________________________________________

REQUIRED INFORMATION

Referring Provider Name ______________________________________________ Title  _______________________  
 

Provider Organization _____________________________________________________________________________
 

Phone #  _______________________      Email ____________________________________________________________  

□ Early Memory Loss/Mild Cognitive Impairment
Services

□ Support Groups
□ Activity Programs
□ Safety Issues (home safety, driving, wandering, etc.)

□

Date of Birth _________________________________

Email ________________________________________

ID # ____________________________ 
□ Medi-Cal, Plan Name  __________________________

ID # ____________________________ 
□ Medicare, Plan Name  __________________________

□ Other (specify) 

Primary Language:

 □  English  □  Spanish  □  Mandarin

________________________________□ Other (specify) 

□ Advance Care Planning/Legal
Considerations

□ Caregiver Classes/Workshops

Please ensure that someone from your team has discussed this referral with the family, and that they are expecting 
contact from Alzheimer’s Los Angeles.

□Alzheimer’s Los Angeles will provide feedback to the referring partner, unless indicated otherwise by checking this box.

□ Other (specify)__________________________

□ Ongoing Dementia Care Management 

□ Research & Clinical Trials Information
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