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This is a Specialist Community Dementia Service. All referrals are triaged on acceptance. Please attach a medical history OR current 
health summary with the referral. Please fax the referral to: CHAI via Fax 4320 9333
For assistance please phone 1300 725 565 or email CCLHD-CommunityHealthReferrals@health.nsw.gov.au

Please tick the program you are referring the patient to: Main Reason for Referral

Dementia Care
Assessment

Person centered assessment and care planning 
for the person living with dementia at home.

Dementia Palliative
Care Coordinator

Community coordination of treatment, 
education, and enhanced end of life care  
for people with advanced dementia in the
community.

Memory Screening
Assessment - Doctor or
Specialist Referral Required

Community based cognitive screening and
reports.

Carer Support Information, education, referral, and support.
Monthly carer support groups at varied sites.

Behaviour Assessment -
Moderate to severe behaviour 
changes related to Dementia 
diagnosis

Individualised behaviour strategies and care
planning for people at home, RACF and in
hospital.

Client/Authorised representative is aware of the referral?	  Yes      No	 Date: 

Does the patient have any special needs (e.g. interpreter, liaison officers etc). If yes, detail below:

Referred by (print name) 

Phone   Relationship to Client or organisation 

Person to Contact 1 (The person you nominate to be your primary contact)

Given Name   Family Name 

Relationship to Patient 

Address  Same as Patient

Home phone   Mobile 

Treating Clinician(s)

General Practitioner name 

Surgery/Practice name 	 Phone 

Email or Fax 

Specialist Doctor name 

Specialty 	 Phone

Email or Fax 

This form was completed by:

Name 	 Signature 

Designation 	 Date: 

Contact phone
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