
Elder Options
ATTN: GUIDE Program 
100 SW 75th Street, Suite 
301 Gainesville, FL 32607 

Referral Form
Elder Options Guide Program

Name: 

Email: 
Primary Phone: Secondary Phone: 
Address: 

Caregiver for:
 Spouse   Partner   Parent   Sibling   Relative   Friend   Other: 

By Mail:

CARE RECIPIENT/PATIENT INFORMATION:
Name: 
Date of Birth:   /       / Gender:   Male  Female   Other 

Diagnosis:   None  Mild Cognitive Impairment  Dementia   Alzheimer’s 
 Lewy Body Dementia   Vascular Dementia      Fronto-Temporal Dementia 
 Parkinson’s  Other: 

   Yes                   No          Unknown

        Yes            No          Unknown

            Yes            No          Unknown

They live with:  Caregiver

By Fax: 352-378-1256

By Email: guide@agingresources.org

By Phone: 1-800-262-2243

Return to Elder Options

Independently In a facility

Other:

Does care receiver/patient have regular 
Medicare Part A&B(not medicare Advantage Plan)

Has care receiver/patient been diagnosed 
with dementia or dementia related disease by 
a physician? 

Care receiver/patient lives in a skilled nursing 
facility? (24 hour care home/nursing home) 

CAREGIVER INFORMATION
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