island health care island hospice THA._JI‘OL[p independent life at home ideal aging

PHYSICIAN REFERRAL FORM

Patient Name: DOB:

PATIENT IS BEING REFERRED FOR THE FOLLOWING SERVICES:
Check all that apply.

[ ] 1sland Health Care [JrN [JpT [JoT [st [ Imsw [ ]JHHA [_]Telemonitoring

Special Instructions:

|:| Island Hospice (nonprofit) |:| GIP |:| Routine Home Care

[ ] Independent Life at Home Non-medical life care assistance services — based on individual needs

[ ] 1deal Aging Geriatric care management, assistance with aging in place

[ ] RightHealth® [JrRN [JpT [JoT []sT [JMmsw [ JHHA [ ]Telemonitoring

Special Instructions:

[ ] specialty Programs [ ] Palliation

Please include the following so we may properly process your referral:

|:| Patient demographics and insurance information (face sheet) |:| Last visit note |:| Medication list

FACE TO FACE ENCOUNTER DOCUMENTATION

Required for Island Health Care referrals.

| or a non-physician practitioner working with me had a face to face encounter with this patient on ,
Date

during which his/her medical condition was addressed. The following clinical findings support the need for skilled services:

The following clinical findings support that this patient is homebound*:

*Absences from home require considerable and taxing effort and are for medical reasons or religious services or infrequently or of short duration when for other reasons.

Physician Printed Name: Date of Signature:

Physician Signature:

Please fax this form to 888-842-3293. Call 888-842-4663 if you have any questions.

The information contained in this transmission is confidential, and is intended only for the use of the individual or entity named above. Dissemination, distribution, or
copying of this communication is strictly prohibited. If you have received this communication in error, please notify us by phone immediately, and return the original
message to us, via the US Postal Service, at 3 West Perry Street, Savannah, GA 31401. Rev20150312
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