
REFERRAL FORM

Date: 

Telephone: 519-332-4444     420 East St. North, Sarnia, ON, N7T 6Y5    Website: www.alzheimer.ca/sarnialambton 
Email: vbarnes@alzhiemersarnia.ca    Fax Number: 519-332-6673 

Client Information 

Personal Information 

Full Name:  
First M.I.

Address: 

Street Address 
Apartment/Unit 
# 

City Province Postal Code 

Facility (if 
applicable): 

Home Phone:  
Alternate 
Phone: 

Birth Date:  
Spoken 

Language:  

OHIP Number: 
Contact 
Person: 

 

Alternate 
Phone: Home Phone: 

 Email Signature: 
Referred By: Facility: 

Phone: Email: 

Diagnosis of Alzheimer disease or 
dementia? 

TERMS OF USE 
I AGREE THAT IF THE IPOD BECOMES LOST OR BROKEN, I WILL BE CHARGED A $65 FEE. 

Name: __________________________________ Signature: ____________________________ 

Date: ____________________ 

PLEASE FAX, EMAIL, OR DROP OFF THE FORM ONCE COMPLETED. 
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