
San Francisco Dementia 
Safety Net

Stefanie Bonigut, MSW Rachel Kast, MSW

Stefanie and Rachel are Care Specialists with 
the Alzheimer’s Association. They provide care 
consultations and education to family caregivers and 
persons with dementia including resource referrals, 
educational workshops, and facilitating support 
groups. Stefanie has an MSW from the University of 
Washington and a Bachelor’s degree in Physiology 
from UC Santa Barbara. Rachel has an MSW from UC 
Berkeley with an emphasis on aging, and has worked 
for aging related organizations in both the Bay Area 
and in Texas.

Do you live alone in San Francisco with 
memory problems?    

Would you like to learn ways to maintain 
independence and connect to community 
support? 

The Alzheimer’s Association is offering a 
free program to assist persons with memory 
problems who live alone. If you have memory 
problems including MCI or early Alzheimer’s, 
dementia, or other cognitive impairment we 
would like to work with you to help you stay 
in your home for as long as possible. This 
program is LGBT friendly. 

The program includes:
 v Home visit(s) to determine needs (and 

wants)

 v Help in coordinating support

 v Connection to support agencies and their 
services

 v Information and tools for families, friends, 
care circles, and others who provide sup-
port for persons living alone with memory 
problems.

If you are interested in this program, please 
call Stefanie Bonigut at 415.463.8506.



San Francisco Dementia 
Safety Net

YES, I want the Alzheimer’s Association to contact me about this free program.

Name: _________________________________________________________________________________    

Address: _________________________________ City ________ Zip Code ________________________

Telephone: _______________________________________ E-mail: ______________________________

Preferred Language: English __ Spanish__ Chinese___ Other ___  Speaks English ( ) Limited English 

I give permission to the healthcare or service provider to forward my name and contact information

to the Alzheimer’s Association. I understand that an Alzheimer’s Association representative will

contact me about support opportunities.

Signature: ____________________________________________ Date: ____________________________

The person being referred provided verbal consent instaead of signature:  q Yes

To be completed by referring provider.
Name of Provider: ______________________________________________________________________

Title: __________________________________________________________________________________

Provider Organization: ___________________________________________________________________

Phone: ________________________________________________________________________________

Email: _________________________________________________________________________________

Please return by fax to 408.372.9899, email sbonigut@alz.org or mail to: 
Alzheimer’s Association 
Attn: Stefanie Bonigut 

100 Pine Street, Suite 2040 
San Francisco, CA 94111

(Program Participant) 


