
Patient/Carepartner Referral Form 

Please send ONLY this page (NOT the BNAT Screening Form) by fax or encrypted email to: 

COPE-PD Study Coordinators 
Fax #: (585) 742-4209 

Email: COPE-PD_Help@ctcc.rochester.edu 

Patient Name: 

Phone (H):  Phone (M): 

Email:   

Carepartner Name: 

Phone (H):  Phone (M): 

Email:   

Alternate Contact Information, If Available: 

Contact Notes: (e.g. Wait a few weeks to call, they are going on vacation; or, Please start 

with wife’s cell, etc.) 

Referring Clinician:_______________________________________ Date:__________

Please provide as much contact information as available. For the carepartner, if the phone 
number or email are the same as for the patient, please indicate.  

RSRB Approval Date: 6/8/2022
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