	* Provide Home Health 485 and Med List if applicable *

	American Physician Housecalls Patient Referral Form

	Voice (214) 754-8700           Fax (214) 466-6407                        

	PATIENT INFO
	Name (Medicare Card)  
	 
	 
	 
	 
	DOB  
	 

	
	Sex
	M / F
	
	
	
	Marital Status
	S/W/D/ M  
	 

	
	Address  
	 
	 
	 
	 
	 
	 
	 
	 

	
	Complex Name
	 
	 
	 
	Bldg/Apt #
	
	 
	 
	 

	
	City  
	 
	 
	 
	Zip  
	 
	 
	 
	 

	
	Phone   
	 
	 
	 
	 
	 
	 
	 

	
	POA
	 
	 
	 
	
	Phone
	
	Relation
	 

	
	Emergency Contact
	 
	 
	 
	Phone
	 
	Relation  
	 

	
	Special Scheduling Needs:
	
	Disease:
	 

	
	 
	 
	 
	 
	 
	

	MEDICAL INFO
	Pharmacy Name
	
	Pharmacy Phone
	
	
	 

	
	
	
	
	
	
	
	
	
	 

	
	Medication Allergies
	
	
	 
	 
	 
	 

	
	PCP Name
	 
	 
	 
	 
	Is patient continuing care w/ PCP
	Y  /  N

	
	Phone
	Is APH to take over as PCP
	
	Y  /  N

	INSURANCE
	MEDICARE ID # 
	 
	 
	Effective Date for Part B
	 
	 

	
	Billing Address for Medicare (if different from address above)
	
	
	
	
	
	
	 

	
	 
	
	
	
	
	
	
	
	 

	
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	Supplemental Insurance Company Name/Number

	
	

	
	ID Number
	 
	 
	Group Number
	 
	 
	 

	
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	Pharmacy Company Name
	 
	ID Number
	 
	 
	 
	 

	
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	RX BIN
	 
	 
	 
	RX PCN/Group
	 
	 
	 

	
	 
	 
	 
	 
	 
	 
	 
	 
	 

	REF SOURCE
	Referral Source  
	
	 
	 
	 
	 
	 
	
	 

	
	Contact Name 
	 
	 
	 
	 
	
	 
	 

	
	Contact Phone 
	 
	 
	 
	 
	 
	 
	 

	
	Fax 
	 
	 
	 
	 
	 
	 
	 
	 

	FOR OFFICE USE ONLY 

	HH VERIFIED
	HHA Name
	 
	 
	 
	 
	 
	 
	 
	 

	
	HHA Phone
	
	 
	 
	 
	 
	 
	 
	 

	
	Current Certification Period Date
	
	
	
	MD on file for POC
	 
	 
	 

	
	Multiple Certification Periods
	Y  /  N
	
	 
	
	 

	
	
	
	 
	 
	 
	 

	
	Hospice Name
	 
	 
	 
	Phone:
	 
	 
	 

	
	Hospice DX
	 
	 
	 
	 
	 
	 
	 


PATIENT MEDICAL HISTORY:

Please check box if it applies:

	Diabetes
	
	CHF:
	

	COPD:
	
	Heart Disease
	

	PVD:
	
	Chest Pain:
	

	HTN:
	
	Thyroid:
	

	Seizures:
	
	Prostate
	

	Cancer:
	
	Chronic Pain Issues
	

	UTI’s
	
	Liver Function Disorder:
	

	Kidney Stone
	
	Kidney Disease
	

	Anemia:
	
	Depression
	

	Anxiety
	
	Past Trauma
	

	Substance Abuse
	
	Other:
	


Notes:  

CURRENT SPECIALISTS:

RECENT HOSPITALIZATIONS:

PAST SURGICAL HISTORY:

FAMILY HISTORY:

SOCIAL HISTORY:  

(S, M, W, D) (Tobacco use?) (Alcohol use?)(Occupation, education, living arrangements, etc)

IMMUNIZATIONS:

DATE:

	Tetanus
	

	Pneumovax
	

	Flu Vaccine
	


