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REFERRAL FAX 
 

 

To:

 Isabella Home Care 
Intake Team 
5073 Broadway 
New York, NY  10034 

Fax: 212-342-9776 

Phone: 212-342-9500 
 
 

 

    From:

 Include Name & Agency 

Fax:  

Phone:  

# of Pages:  
 
 

Comments: 
 

 

 

 

 Confidentiality Note 

The documents accompanying this transmission contain information to ISABELLA GERIATRIC CENTER, which is confidential and/or legally 
privileged. The information is intended only for the use of the individual or entity named on this transmission sheet. If you are not the intended 
recipient, you are hereby notified that any disclosure, copying, distribution or the taking of any action in reliance on the contents of this telecopied 
information is strictly prohibited, and that the document should be returned to this firm immediately. If you have received this telecopy in error, 
please notify us immediately so that we can arrange for the original document to be sent to us at no cost to you.  
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Home Health Service Request  
REFERRAL AUTHORIZATION FOR PLAN OF CARE 

 

PATIENT DEMOGRAPHICS 
Referring Agency: Requested SOC Date: 

Patient’s Name (Last, First): 

Patient’s Address: Apt/Intercom: Zip Code: 

Cross Streets:   Phone: 

Gender: �M �F DOB: Age: SS# Lives with: 

Marital Status:  
�M �S �W �D �SEP 

Primary Language:  
�English � Spanish�Russian � Other: 

Understands English? 
�Yes � No 

Facility Admit Date: Facility Discharge Date: 

 

EMERGENCY CONTACTS   

Name  Name: 

Address:  Address: 

Phone:  Phone: 

Relationship: Keys:  � yes � no  Relationship: Keys:  � yes � no 

 

FINANCIAL INFORMATION 

� Medicaid � Medicare 

Medicaid #: Medicare #: 

Sequence: Suffix: 
 

 

MEDICAL INFORMATION
 

Primary MD or Psychiatrist for follow up care in the community: 

Address: Phone #: 

License#: UPIN: Record #: 

 
PRIMARY DIAGNOSIS: Date: 

Other Diagnosis: Date: 

Surgical Procedure(s): Date: 

PROGNOSIS: �Good �Fair �Poor 

 
REASON FOR HOSPITALIZATION  (if applicable) and referral to LTHHCP.  Include chief complaint, medical 
           history, and course of treatment. 
 

 

 

SOCIAL ASSESSMENT/SUPPORT SYSTEM (include safety and environmental concerns, pets, etc.) 
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MEDICATIONS ALLERGIES 

Name Dose Frequency Route VITAL SIGN RANGE 

    BP    P ulse               Temp  

    HT  WT                          Resp 

    pain (0-10 scale:) 

    Parameters to call MD: 

    BP < ______________> ______________ 

    Glucose < ______________> ______________ 

    Labs: 

    Cognitive: 

     

    Diet/Nutritional Requirements 

     

    

 

Allergies: 
 
 

 

Functional Limitations:� Amputation  � Paralysis  � Legally Blind � Bowel/Bladder  � Endurance  � Dyspnea with Minimal Exertion  

     � Contracture � Ambulation  � Hearing  � Speech  � Other (specify)  

Activities Permitted: �1 Complete Bed Rest �2 Bed Rest BRP �3 Up As Tolerated   �6 Partial Weight Bearing 
 

SKILLED SERVICES (check predicted service need) 
� SN  
 
 

�New Diagnosis     �Exacerbation   
�DM Care__________________  �Wound Care________________________  
�Cardio/Pulmonary     �Gastrointestinal/Genitourinary Care  
�Behavioral Health    � Neuro Care   �Other: ____________________ 

� THERAPY � Physical Therapy   �Occupational Therapy  �Speech Therapy 

� NUTRITION �Instruct on Prescribed Diet    �Counsel re: Compliance with Diet �Other: _________________ 

� MSW  �Problem resolution associated with crisis  �Inadequate food/medical supplies  
�Need for alternative housing    �Entitlement assessments, applications and follow-up 
�Abuse/neglect  �Other: __________________________________________ 

� AIDE  � ADL assistance   � Remind to take medications  � Accompany to MD/Clinic  app’ts 
� Shop/ Prepare meals  � Light housekeeping 

 

 
 

DME & SUPPLIES 
DME/Supplies - Equipment in home: 

New Equipment Ordered by referrer: (include item description, date ordered, and vendor) 

 

Requested items for Isabella LTHHCP to order: 

 
 

Referral Initiated by (print name & title):                

Phone/Pager: Date: 

 
MD Signing POC:                              Phone/Pager:                             Date: 

Print MD Name:         License#       UPIN# 
 


