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Date:___________________________	 Patient Name: ________________________________________________  	 DOB: _________________________ 	

Referring Physician: ___________________________________________________________________	

Thank you for your referral. The Memory and Aging Program specializes in prevention research and early identification, 
clinical care, and treatment of neurodegenerative disorders such as Alzheimer’s disease and frontotemporal dementia.   
For expedited review, please complete this form and fax all relevant documentation to (401) 455-6405.  
Referrals within Care New England can also be sent via Epic:  
Behavioral health (REF1010) » Specialty program (Butler) » Memory and Aging

Reason for request: (check all that apply)
n Clinical evaluation 						      n Patient/family request
n Interest in prescription treatments for Alzheimer’s (Leqembi, Kisunla)			   n Provider recommendation	
n Interest in prevention research (no active symptoms)
n Interest in clinical trials (symptomatic patients)
n Interest in other research opportunities

Patient’s current cognitive diagnosis/symptoms?  ________________________________________________________________________________ 	

Any prior cognitive testing (MMSE, MOCA, neuropsych): 	  n No  	 n Yes:  __________________________ 	  Score: ______________ 	

Is the patient:
MRI incompatible? 	 n No	 n Yes: _ __________________________________ 	 n Unknown 

History stroke/seizure? 	 n No 	 n Yes: _ __________________________________ 			 

Other serious health issues (cancer, MI, HF, COPD)?	 n No	 n Yes: _ __________________________________ 			 

Medications:

Anticoagulation/antiplatelets	 n No 	 n Yes:  ___________________________________ 			 

Antipsychotics	 n No 	 n Yes:  ___________________________________  			 

Biologics/monoclonal antibodies 	 n No 	 n Yes:  ___________________________________ 			 

Immunosuppressants	 n No 	 n Yes:  ___________________________________  			 

Please attach the following required documents: (We must review the documentation prior to acceptance)
n Demographics including insurance, contact information for patient and emergency contact
n Two most recent clinical office notes (including history of present illness)
n List of current medications/medical history
n Recent labs (TSH, B12, RPR, folate recommended)
n If available, neuroimaging report and any prior neuropsychological evaluation

If you have any questions about our clinic and research programs, please call us at (401) 455-6403.

n  Routine referral
n  Internal research MAP referral
n  Outreach referral


