
       FAX TO: 401.944.8083            □    SKILLED CARE 

          PHONE: 401.944.2100              □    PRIVATE DUTY 

 

Referral Date: ____________________________ 

HOME HEALTH REFERRAL SOURCE INFORMATION  

□ LTC/SNF      □ Family    □ Insurance □ MD   □ MD office    □ Hospital/SW/DC Planner  □ Home Health Agency   

□  Other  

REFERRER’S NAME _____________________ ORGANIZATION/INSTITUTION_____________________ 

PHONE NUMBER (      ) _________________ IS PATIENT/FAMILY AWARE OF REFERRAL? □ Yes □ No 

 

PATIENT INFORMATION  

 

PATIENT NAME:   _______________________________     _____________________________     _______ 
    (Last)     (First)                (MI) 

PRIMARY ADDRESS: _____________________________________________________________________ 
  Address                                                City/State /Zip                              Phone 

SERVICE/CARE ADDRESS: ________________________________________________________________ 
(Only if different than primary)                Address                                                City/State /Zip                              Phone 

 

CURRENT LOCATION OF PATIENT:   □ Home  □ Hospital  □ ECF/SNF          HCP:    □ Yes    □ No  

DOB: ____/_____/____    AGE:_______     □ Male              □ Female      SS #:___________________________ 

ALLERGIES: ______________________________________________________________________________ 

DIAGNOSIS: ______________________________________________________________________________ 

ATTACHED:    □ Current Medications    □ Infections (current)   □ Most Recent MD Visit Note  

□ Recent Change in Treatment/Meds (past 14 days)  

ORDERS: _________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

DISCIPLINES:           □ SN      □ PT      □ OT       □ ST     □ HHA       □ MSA      □ RD      □ Other  

EMERGENCY CONTACT: __________________________________________________________________ 

WHO TO CALL TO SCHEDULE VISIT: _______________________________________________________ 

PRIMARY INSURANCE_____________________________________________________________________ 
    Insurance                                                                                                Policy #  

__________________________________________________________________________________________ 
 Subscriber                                                                                                               Rela tionship 

SECONDARY INSURANCE _________________________________________________________________ 
     Insurance                                                              Policy # 

__________________________________________________________________________________________ 
             Subscriber                                                     Relationship  

 

PROVIDER INFORMATION 

 

PRIMARY PHYSICIAN: ____________________________Last seen (month/yr): _________________________ 

 

FOLLOWING PHYSICIAN: __________________________________________________________________ 

 

SIGNATURE: _______________________________________________  DATE:________________________ 
Confidentiality: The documents accompanying this fax transmission contain confidential patient information belonging to the sender that is legally privileged.  This 

information is intended only for the use of the individual or entity named above.  The authorized recipient of this patient information is prohibited from disclosing the 

information to any other party.  If you have received this transmission in error, please notify the sender immediately and destroy the information that was faxed in error, 

and keep any information that you have viewed confidential.  

Cedar Home Health is a member of The Cedars, a Continuing Care company, which includes Cedar Crest Nursing & Rehabilitation Centre.   


