rﬁ IntrepidUSA HOME HEALTH/HOSPICE QUICK REFERRAL

Healthcare & Hospice at Home

Please complete and fax the following information to (214) 445-3900. For assistance, call (888) 800-5311.

Please check the type of referral: 0 Home Health O Hospice )

Patient NAME: ..ottt ae e bens Date of Referral: ...

PRONE: oot ses e ssss st ss s sssasesnees Sex: U Male 0O Female

AAIESS: .ottt SO ottt s

City: ......................................... State: ......... ZIP Code: ................ DOB: ................................................................................................

. N Medicare/INSurance #: ...

Referring PRYSICIAN: ..ttt e b s ens (or attach copy)

Home Health only: Primary CONtACt NAME: ...vveeeeeeereeeseeereeeseeeeseseseereseseessseseerenes
Primary Dx: Primary Contact PRONE: ..o
Secondary Dx: Relationship to Patient: O Self 0O Other ......ovveevree.

Hospice only: Referral Contact Name: ......oooeeeieiceeeeeeeeeee s
Hospice Dx: Referral Contact Phone: ...

\ Has hospice been discussed with the patient/family? QY QO N  Referral Contact Email: .......cccoooovvviiniiiiiinincccc, y
Please check each document, if included: )

Home Health only: Hospice only:

Please include the following: Please include the following:

O Face-to-Face Encounter Q Patient Face Sheet (Demographics) d Labs

a H&P Q Pathology Reports U Medicare/Medicaid/Commercial

Q Current Medication List Q H&P Insurance

QO Patient Face Sheet (Demographics) QA Discharge Summary

O Last Visit Notes O Last Visit Notes
\_ J
\

SKILLED SERVICES & INTERVENTIONS (Home Health only): ORDERS (Hospice only):

Please describe services the nurse or therapist will perform. O Evaluate and admit patient to Intrepid USA Hospice.

O SKilled NUFSING: wvoveeeeeeeiiieiirieeeeieteeee e s se s sssessssanaens A I wish to serve as Attending Physician if the patient chooses.

O Physical TREFAPY: wecveeeeeeeeevceeeeeeeseeesessesse e s anees Q If selected as Attending Physician, | would like to manage

Il f th tient.
0 SPEECh TEIAPY: ottt b b ne all care ot the patien
. Q If selected as Attending Physician, | would prefer for the

0 Occupational TREIraPY: ..ottt eb v Hospice Physician to manage pain and symptoms.

0 Social WOrk: ... O | will sign the death certificate.

O Home Health AIde: ...ttt QA ' would prefer the Hospice Physician sign the death certificate.

O Palliative Care: ..ottt sse e sssssnnens O I do not wish to serve as Attending Physician. )

\
For Physicians: Please sign below to authorize Intrepid USA Healthcare Services to evaluate and admit patient, if eligible.
PRYSICIAN SIZNATUIE: .ottt ettt et a e et e b e b et ese e b e b esseba b e b essessese s essessebasbessessesessenses st eesensessese s ess et seseasesseseesensensessesensensensesersanes
Printed NAME: ..ottt ettt b et b e s b se e sesasaesesennesans Date: .o )

NOTICE: The attached communication contains privileged and confidential information. If you are not the intended recipient, DO NOT read, copy, or disseminate this communication.
Non-intended recipients are hereby placed on notice that any unauthorized disclosure, duplication, distribution, or taking of any action in reliance on the contents of these materials
is expressly prohibited. If you have received this communication in error, please destroy all pages and notify the sender.



