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Patient Referral Form 
Referral Information Completed by: 
□ Referring Physician Office 
□ WellsBrooke Intake (VO) 

 

Referral Date: _____________________________________ 

Requested Start of Care Date: ________________________ 

Patient: __________________________________________ 
      (Last)                     (First)                               (MI) 

 

Address: _________________________________________ 

City: _________________________  Zip: _______________ 

DOB: _______________________ Sex: ________________ 

SS #: ____________________________________________ 

Home Phone #: ____________________________________ 

Alternate Phone #: _________________________________ 

Emergency Contact  

Person: __________________________________________ 

Relationship: _______________________________ 

Phone Number: _____________________________ 
 

Insurance Information: 

Medicare #: _______________________________________ 

Medicaid #: _______________________________________ 

BCBS #: __________________________________________ 

Plan #: ______________ Group #: ______________ 

Subscriber Name: __________________________________ 

Relationship: ______________________________________ 

Other Payer/Benefits/Eligibility 

Information:________________________________________ 

Any in-patient facility stay within the last 14 days? 

□ Yes □ No  

Name of Facility(s): _________________________________  

Surgery Performed: __________________________ 

Discharge Date: _____________________________   

 

For WellsBrooke Certified Home Health Care Use Only: 

Referral Received Date (by WellsBrooke): _________________ Medical Record # Assigned: ___________________Spoke to: _____________________ 
Referral Information Above Coordinated/Obtained by: _________________________________ Title: _____________________________ 
Name of Discipline Assigned:  RN: __________________  PT: ____________________  Hha: ____________________ 
                                                 OT: __________________  ST: ____________________  MSW: ___________________ 
Other/Supplemental Information Obtained by WellsBrooke (if any): _____________________________________________________________________ 
 __________________________________________________________________________________________________________________________ 

 

 

Referring Physician: ________________________________ 

NPI #: __________________ License #: ________________ 

Address: _________________________________________ 

City: _________________________ Zip: ________________ 

Phone #: _________________________________________ 

Fax #: ____________________________________________ 

Date physician last saw patient: _______________________ 
 

The encounter with the patient was in whole, or in part, for the 

following  medical condition, which is the primary reason for 

home health care (List medical condition): 

Diagnosis: ________________________________________ 

_________________________________________________ 

_________________________________________________ 

Other Pertinent Medical History: _______________________ 

_________________________________________________ 

_________________________________________________ 

 
Services ordered to evaluate further home care need: 

□ Skilled Nursing         □ Occupational Therapy 

□ Physical Therapy     □ Speech Therapy 

□ Home Health Aide   □  Social Worker 

□ Other: _________________________________________ 

Other Specific Treatment(s)/Equipment Ordered: 
_________________________________________________

_________________________________________________

_________________________________________________ 

Medications:    □ List continued on attached document 

_________________________________________________

_________________________________________________ 

_________________________________________________ 
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