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	PATIENT REFERRAL FORM

	
	Fax To:
	Chicagoland         312-949-0158
	Northwest Indiana       219-769-7720

	
	
	Western Illinois   815-561-8877
	Greater St. Louis          618-346-7777

	Referral Date
	Referral Time
	Admitted [  ] Yes [  ] No
	Medical Record #:

	
	am/pm
	Date:
	

	Patient Name (Last, First):
	Home Address or Institution Name/Address:

	
	

	Aware of
	Referral
	Diagnosis
	Primary Language (if not English):

	Patient
	[   ] Y  [   ] N
	[   ] Y  [   ] N
	Home Telephone:
	

	Family
	[   ] Y  [   ] N
	[   ] Y  [   ] N
	Social Security#:
	

	Referral Source (name/title):
	Institution:
	Telephone:

	
	
	(          )

	DOB
	Sex       [   ] M  [   ] F
	Marital Status
	Race
	Mental Status: [   ] Alert

	Age
	Religion:
	[   ]S [   ]M [   ]W [   ]D
	
	[   ] Confused  [   ] Nonresponsive

	PCG (Name):
	Relationship
	Address:

	
	
	

	PCG Special Information:
	Telephone
	(home):
	

	
	
	(alternate):
	

	Attending Physician (Name):
	AP Address:

	
	

	Hospital Affiliation:
	AP Telephone Numbers:
	(Off)

	Does AP know of referral:  [   ] Yes   [   ] No
	(Alt)
	(Fax)

	Special Instructions:
	Current Location:

	
	Transportation Instructions:

	Updates/Scheduled Follow-Up:
	Scheduled D/C Date:

	
	Destination:

	Physician Orders:
	

	
	

	Hospice Diagnosis:
	Rehab Status:
	Financial Information:

	
	[   ] Bedbound
	Medicare#:
	

	Other Diagnosis:
	[   ] Ambulatory
	PA Recipient#:
	

	
	[   ] Wt bearing
	PA Case#:
	

	
	DME Needs:
	Insurance/Private Pay Carrier:

	
	[   ] Bed   
	Policy #:
	

	Allergies:                           [   ] NKDA
	[   ] O2    
	Group #:
	

	Directions to Patient’s Residence:
	[   ] Hoyer 
	Name of Insured:
	

	
	[   ] Geri chair
	Relation:
	

	
	[   ] Walker
	Employer:
	

	
	[   ] Wheelchair
	Billing Address:
	

	
	[   ] Side Table
	
	

	
	[   ] Commode
	
	

	
	
	Contact #:
	

	Approved/Disapproved
	Consented to care:
	DME Ordered:
	RN Assessment Assigned:

	for Appropriateness
	[   ] Yes [   ] No
	[   ] Yes [   ] No
	From:

	Date:
	Med Dir Approved:
	Date:
	To:

	By:
	[   ] Yes [   ] No
	By:
	Scheduled for:

	Notes:


	Unity Hospice Office Location:
	Person Completing Form:


Form# UHAD001 Revised 080206


