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SUN RISF == Phone 480-926-0133| Fax 480-926-6377

HOME HEALTH SERVICES hhintakefax@care.info

Home Health Referral

Referral Date: We will see the patient within or on this start of care date:

Patient Name: DOB: [ 1 Male [Female
Address: City: State: Zip:

Phone: Alternate Contact & Relationship: Phone #:

Payer: DMedicare DMedicaid |:| Other Insurance Plan & Contact #:

HIC/ID #: Policy #: Group #:

Referring Provider & Facility: Phone #:

Primary Care or Order Signing Provider:

Diagnoses Codes:

Face-To-Face Encounter

Visit within past 90 days: |:| Yes D ([ Face-To-Face Encounter date:

Please send the completed referral form and a copy of the doctor's most recent signed and dated encounter with
this patient which supports the reason for the ordered Home Health services. Examples may include: Primary
Care Provider progress note, history and physical, discharge summary.

Skilled Nursing for: |:| Medication management and teaching |:| Disease management and teaching

[ ] Observation and assessment of:

|:| Wound care (specify below or attach orders): Location: Frequency:
Clean w/: Dress w/:
Pack wi/: Cover w/:

[Infusion (attach orders)| [] Yes[_INo[_lother (specify):
Physical Therapy for: DEvaIuation and treatment |:|Other (specify):

Occupational Therapy for: |:| Evaluation and treatment |:|Other (specify):

Speech Therapy for: [C]Evaluation and treatment [_|Other (specify):
Home Health Aide for: [_]Personal care/assist with ADLs
Medical Social Worker for: [_]Community resources ] Long-term planning []Other (specify):

Home Health Clinical Programs

[] HomeSafely Transitional Care [] Diabetes [] Better Balance
[] wound & Ostomy Care [] cardiac Care [] Neurological Care
] Orthopedic Aftercare L] Respiratory Care

Provider Name Signing Order (MD, NP, PA, DPM, DO):

Referal Provider Signature: m

Home health services are available for all eligible patients with a healthcare provider referral.
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