Your Company Name
123 Park Place
Anywhere, FL 98695
(555) 555-5555   Fax (555) 555-5555
Referral Intake
PATIENT INFORMATION 





    Date: _______________

Last Name:  ______________________________First: ___________________________MI:_______

Address: ________________________________________ City___________________  Zip:_______


DOB: ________________     Sex:  M    F       


Social Security No.: ________________________________ Home Phone: ______________________


Secondary Contact Name:__________________________  Contact Phone:______________________

PHYSICIAN INFORMATION

Referring Physician: _____________________________________________ Phone: ________________

Referral Person: ________________________________________________

Disciplines Ordered:      SN
    PT
    OT
    ST
    HHA
MSW

Diagnosis:  1. __________________________________________________


       2. __________________________________________________

                   3. __________________________________________________

PAYER INFORMATION

Medicare No:   ________________________________ Medicaid No: __________________________

Commercial Insurance Co:   _______________________________  Phone:______________________

Insurance ID:______________________________
        Insurance Group #:_____________________

Questions to ask the Commercial Insurance Carrier

What is the Deductible?____________________ 

   Has it been met?____________________

# of Visits allowed ____________________
 Out of Network% __________   Bill Type ____________
Maximum Home Health Benefits? _______________ 
     Out of pocket?_____________________
Pre Authorization # __________________________________________________
Reveiew/Revised 03/26/2006








