5B A K E N b NAME:

Christian Family Service Centre

VoI [ LW Sex/ Age:
Mind Delight Memory & Cognitive Training Centre
Case Referral Form ID:

[BEE&GESIRRE]

Client’s contact information

Tel.(home): Tel.(mobile):

Address:

Reason for referral

[ ] suspected dementia

[_] behavioral and psychological symptoms of dementia, please specify:

[ ] others, please specify:

Caregiver’s contact information

Name: Relationship:

Tel.(home): Tel.(mobile):

Referral agency

Name of referrer: Tel.: Date:

Name of agency:

Please fax (3572 0634) the referral form to our centre. We would contact the client and arrange the

service immediately.
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Rm 706, 7/F, 3 Tsui Ping Road, Kwun Tong, Kowloon / ZEE email: sunrisekt@cfsc.org.hk

G/F, Choi Sing House, Choi Ha Estate, Kowloon Bay, Kowloon
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