Gentle Shepherd

I

Phone: 800-789-0586 Fax: 540-989-1547

Patient Referral Form

Date:

Referring physician or office:

Patient Name:

Patient DOB: Patient Social Security #:
[ ] Medicare #: [ ] Medicaid #:
[ ] Insurance: [] Policy #:

Order: Consult, evaluate and admit, if appropriate, for hospice services.

**** Please include: ****
e History & Physical, Medication List
e Most Recent Progress Note
e Demographics (Face Sheet)

Referring Office Contact Information:

Name: Title:

Phone #/Ext:

Referring Physician Signature:

Will you be following this patient while on Hospice? [ ] Yes [ ] No

Thank you for inviting Gentle Shepherd Hospice to care for your patient and families.
Same day admission is available. If you have any questions, a registered nurse is available 24/7/365.

CONFIDENTIALITY STATEMENT: This communication, including attachments, is for the exclusive use of addressee and may contain proprietary,
confidential or privileged information. If you are not the intended recipient, you are hereby notified that any disclosure, use, copying,
dissemination, distribution or taking of any action in reliance on the content of this information is strictly prohibited. If you are not the intended
recipient, please notify the sender immediately by return email and delete this communication and destroy all copies. Thank you.



