
P leas e do not us e this  form for memory as s es s ment referrals  
Managing Memory ²gether  

Information and E duc ation R eferral F orm 

0800 694 8800 
Reason for referral   

Worried about own memory  
Worried about someone else’s memory  
Has a diagnosis of dementia  

Carer of someone with a diagnosis of dementia  
 
Patient Details 
First name: Surname: Surgery: 

Address: 
 
 
 
 
Postcode: 

Contact numbers 
 
Home: 
Work: 
Mobile: 

Date of birth: Email: 
 

If the person is a carer, what is their relationship to the person they care for: 
Preferred language (other than English)  

 
Name of referrer: Contact no: 

 
Email: 

Address: 
 
 

 
Please return 
this form : 

By Post:  
Gloucestershire Memory Assessment Service 
P.O. Box 1125 
Cheltenham 
GL50 9QB 
 
By Fax: 01242 692984 

 
Office use only: Date received: 

Date contacted: 
Length of call: 
Information plan summary: 
 

GP ver 9/10 


