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Kansas Respite for Alzheimer's & Dementia (K-RAD) 

MEDICAL PROFESSIONAL STATEMENT 

PART I: COMPLETED BY THE CAREGIVER 

Care Recipient Name ___________________________________________ DOB ____/____/____ 

Address _______________________________ City ____________________ Zip _______________ 

Caregiver Name___________________________________________________________________ 

PART II: COMPLETED BY THE MEDICAL PROFESSIONAL 

Please check one:  

 In my professional opinion, the Care Recipient listed above has a probable diagnosis of
Alzheimer’s or another related dementia.

 In my professional opinion, the Care Recipient listed above has been diagnosed with
Alzheimer’s or another related dementia (please list diagnosis below).

__________________________________________________________________________________________ 
 Diagnosis 

X _______________________________________________________ X _______________________________ 
 Signature                  Date 

Please print:  __________________________________________  _______________________________ 
 Name  Credentials 

______________________________________________ _________________________________________ 
 Address  City, State, Zip 
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