
 

REFERRAL INFORMATION 
 

 Island Health Care  Island Hospice  Independent Life at Home  Ideal Aging  RightHealth 

Patient Name: ______________________________________________________________________ 

Phone #: _____________________________________ Zip Code: __________________________    

Ordering Physician: __________________________________________________________________ 

Physician to Sign Orders/POC: _________________________________________________________ 

Referral Source/Facility: ______________________________________________________________ 

Facility Contact: _____________________________________________________________________ 

Discharge Date: _____________________________ SOC Date: _____________________________ 

Payor Source: _____________________________________________ F2F Included?  YES      NO 

Primary Diagnosis: ___________________________________________________________________ 

Disciplines Ordered: ______________________________________ Order Included?  YES      NO 

DME to be ordered by IHC: ____________________________________________________________ 

Infusion?  YES      NO Monitor Required?  YES      NO 

Infusion Time/Dosing: ________________________________________________________________ 

Infusion Partner: ____________________________________________________________________ 

Additional Information: _______________________________________________________________ 

___________________________________________________________________________________ 

Referral Received By: _______________________________________Date: _______________________  

Patient understands/is aware that THA Group will be coming to provide care.  YES      NO 
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