
	BRIGHTON & HOVE MEMORY ASSESSMENT SERVICE (MAS)
Referral from Hospital

	The Memory Assessment Service provides a single point of access for patients with suspected mild to moderate dementia.
Referrals should be sent to mas.enquiries@nhs.net  
with Clinical Patient Summary and Pathology results attached*.
* Please note we are not an urgent service,

Urgent referrals should be sent to the ATS for SOAMHS in the normal way 
If you have any queries please do contact us on the email above or by phone on 0300 555 0175


	Name of Referrer:
	

	Referring Ward:
	

	PLEASE REPLY TO:
	     

	Date of referral:
	


	PATIENT DETAILS
	GP DETAILS

	Name:

	Name:


	NHS Number:
	

	Address:

Postcode:
	Practice Address:

Postcode:



	D.O.B:

	Telephone:



	Home Tel:


	Fax:


	Mobile Tel:
	Registered Practice:       
(if different)


	Gender:
	

	Next of Kin: (Name & contact details)
	     

	Does the patient give consent for MAS to contact the NOK?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 



	Has the patient consented to this referral?
If no, please consider referral to SOAMHS. MAS can only see patients who consent to assessment 
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If no to either of the above, please give details
	

	Is an interpreter required?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If yes, which language?
	     

	Is patient housebound?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Does the patient live alone?
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	Carer details: (Name & contact details)
	     

	Does the patient give consent for MAS to contact the carer?
	     

	What support does the carer provide?

Eg. Is it an Agency, or friend etc

Do they support with appointments, daily tasks?
	

	Is the patient known to any other services?

Eg SOAMHS, Adult Social Care. 

If yes, please include relevant contact details.
	


	SUPPORTING INFORMATION 

	Information to support referral – Please include as much detail as possible.
Suggested information listed below to include if possible. 

· What was the date and reason for hospital admission?
· Current symptoms of delirium?
· Has patient returned to baseline? 

If not, when is this expected? This is required in order to suitably plan appointments.

· How long have the cognitive concerns been present?
· Have any cognitive assessments been performed? If yes, please attach

· Please provide examples of cognitive issues
	

	Are there any risks or safeguarding issues?
	

	Past Medical History & Medications
	Please attach Clinical Patient Summary including current Prescriptions list 
Please also attach recent cognitive assessments  

	BLOOD RESULTS (within 6 months) – these are required to rule out reversible causes of cognitive change. 

B12, Folate, Calcium, U&E, FBC, MCV, Glucose / HbA1c, LFT’s, TFT’s, , 

Consider HIV and/or syphilis serology if clinically indicated
	Please attach results 
Referrals without these blood results may be declined.
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