- Enriching Care BRAIN HEALTH CENTRE CLINICS - REFERRAL FORM
Baycre Enhancing Knowledge 3560 Bathurst Street 6th Floor, Brain Health Complex
' By Enlightening Minds Toronto, Ontario M6A 2E1

TEL: (416) 785-4359 Fax: (416) 785-2484

Please note, that after receiving this consult request we will contact your patient directly. Thank You.

Name of Client UM UF
Surname First name
Address
Street Name and Number Apartment City Prov. Postal Code
Phone # Marital Status
Health Card / / DOB
H
Version code dd / mm [/ yyyy

Is patient fluent in English? OYes 0O No If “no”, what is his/her preferred language?

If an Interpreter is required the Patient must bring him/her with them to all appointments.

Person to contact re:

booking appointment Phone # (daytime)
Relationship to

Client Phone # (evening)
Comments:

Name of Family MD
(please print)
Must be Legible Phone # Fax #

Name of Referring MD
(please print)

Must be Legible Phone # Fax #
OHIP Date

Signature of Referring MD Billing # (d/m/y)
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BRAIN HEALTH CENTRE CLINICS - REFERRAL FORM
3560 Bathurst Street 6th Floor, Brain Health Complex
Toronto, Ontario M6A 2E1

TEL: (416) 785-4359 FAX: (416) 785-2484

NAME: DOB.:

INSTRUCTIONS: Must check MOST appropriate clinic
O Memory and Related Disorders 0 Mood and Related Disorders Q Stroke and Cognition

O MEMORY AND RELATED DISORDERS
NOTE: MEMORY CLINIC PATIENTS WILL RECEIVE AN APPOINTMENT ONCE ALL INFORMATION HAS BEEN RECEIVED IN OUR OFFICE.

3 CT or MRI 1 Current Blood work including TSH, B12, RBC, Folate, VDRL
[ SPECT (If available) 1 Neuropsychological Testing Reports (If available)
[ Psychiatry Clinical Summaries (If available) O Prior Consultations for Cognitive Impairment (If available)

Exclusion Criteria: Cognitive disorders due to:
- Developmental disorders such as Attention-Deficit/Hyperactivity Disorder and learning disorders

- Traumatic Brain Injury - Chronic fatigue syndrome
- Occupational and environmental exposures - Delirium/toxic encephalopathy
- Residing in a long-term care facility - Alcohol or Substance dependence or abuse

Main Concern(s)/Past Medical History:

COGNITIVE BEHAVIOURAL

Q Mild Memory Problems 0 Severe Memory Problems Q Verbal/Physical aggression 4 Wandering
0 Behavioural Disturbance U Cognitive / Dementia Evaluation 1 Screaming 4 Hoarding
Q Frontotemporal Dementia O Other: Q Sexually inappropriate a Other:

0 Depression Anxiety

Other clinical issues:
O ADL/IADL O Home Safety O Incontinence Q Safety to Drive O Medication Management O Falls

O Need for community resources O Mobility O Caregiver / Family stress Q Other:
L

O MoOD AND RELATED DISORDERS

Inclusion Criteria:
age > or equal to 60
No Schizophrenia

Main Concern(s)/Past Medical History:

MOOD
0 Depression 4 Anxiety U Bipolar Disorders Q0 Suicidal Ideation/Attempts 4 Bereavement
Q Psychosis Q Apathy O Memory Problems O Other:

Other clinical issues:
O ADL/IADL O Home Safety O Incontinence 0O Safety to Drive O Medication Management
Q FALLS 0 Need for community resources Q Mobility Q Caregiver / Family stress a Other:

O STROKE AND COGNITION

Main Concern(s)/Past Medical History:

STROKE
0 Cognitive U Communication/Social Interaction
- Problem Solving - Judgement a Motor Skills
- Planning/Organization - Memory Q Other:
- Attention
Other clinical issues:
U ADL/IADL U Need for community resources U Home Safety U Incontinence 1 Safety to Drive U Falls
U Mobility U Caregiver / Family stress U Medication Management U Other:
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This document contains legally privileged and confidential information intended only for the individual or entity named. If the reader of this message is not the intended recipient, or the agent
responsible to deliver it to the intended recipient, you are hereby notified that any review, dissemination, distribution or copying of this communication is prohibited. If this communication was
received in error, please notify us by telephone at (416) 785-4359 and delete the original message.
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