
1400 Dowell Springs Blvd, Suite 340 Knoxville, TN 37909   
Phone: 865-888-9494 Fax: 865-444-7672  

  
  

Referral Form (June 2025)  
  
Date of referral: ______________  
  
Referrals are considered incomplete and will not be reviewed un4l all the following items are received:   
(if a paMent does not have requirements on file you must have them completed before sending the referral) 
  

☐ Completed referral form  

☐ Legible photocopies of insurance cards  

☐ Pa7ent Demographics / Face sheet  

☐ Office notes indica7ng memory loss with an updated medica7on list  

☐ Scanned copy (not typed score summary) of cogni7ve tes7ng (MMSE>20 or MOCA>16) 
   MOCA or MMSE Score_____________________   Date Performed __________________ Please aLach FULL TESTING.  

☐ Brain MRI or FDG PET within the last year (CT scan if pa7ent has implanted device)   
 Imaging Type _________________   Date______________    Please aLach report.     

☐ Labs (all three are required) 
 B12    Date______________    Results _____________________  
 TSH    Date______________    Results _____________________  
 Crea7nine  Date______________    Results _____________________  

☐ Confirma7on of Amyloid (OPTIONAL but preferred)  
   Amyloid      Date______________    Results _____________________  
   Ptau217   Date______________    Results _____________________  
 Ptau181   Date______________    Results _____________________  
   

Preference will be given to pa4ents with confirma4on of amyloid in addi4on to the above requirements.   
  

Referring Physician ______________________________________________________________________  

Phone Number _______________________   Fax Number __________________________________  

Insurance Name __________________________________________________________  

  

Pa8ent Name__________________________  Date of Birth ____________________  

Preferred Contact Name and Number for Scheduling _______________________________________________  

 

Please call our referral line at ext. 208 with any ques8ons. Thank you for your partnership!  





MINI-MENTAL STATE EXAMINATION 
 
Resident:   Date:  

Examiner's Name:  
   

 

Resident 
Score 

Maximum 
Score 

       

  ORIENTATION      

   5 What is the (year),      (season),      (date),      (day),      (month)? 
   
   5 Where are we (country),      (state),      (county),      (city),      (clinic)? 
   
    REGISTRATION      

   3 Name 3 objects allotting one second to say each one. Then ask the resident to 
name all 3 objects after you have said them. Give one point for each correct 
answer. Repeat them until he/ she hears all 3. Count trials and record number. 

   

     APPLE BOOK COAT  
Trials:  

    ATTENTION AND CALCULATION    
    5 Begin with 100 and count back by 7 (stop after 5 answers) 93, 86, 79, 72, 65.  

Score one point for each correct answer. If the resident will not perform this 
task, ask the resident to spell "WORLD" backwards (DLROW). Record the  

  
  

   resident’s spelling:  
    

RECALL 
      

   3 Ask the resident to repeat the objects above (see Registration).  Give one 
point for each correct answer.    

    
LANGUAGE 

     

   2 Naming: Show a pencil, and a watch and ask the resident to name them. 
   
   1 Repetition: Repeat the following: "No ifs, ands or buts." 
   
   3 Three Stage Command:  Follow the three-stage command.  "Take paper in 

your right hand; fold it in half; and put it on the table."    
   1 Reading:  Read and obey the following:  "Close your eyes."  Show the resident 

the item written on the reverse side, or attached.    
   1 Writing:  Write a sentence (on reverse side) 
   
   1 Copying:  Copy the design of the intersecting pentagons (on reverse side). 
   
   

30 Total Score Possible 
    

   
 

Cognitive Mini-Mental State Exam 

Name





CLOSE YOUR EYES 
 
 
 

WRITE A SENTENCE 
 

   
 
 
 

COPY DESIGN 
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