A PLUS HOME HEALTH CARE AGENCY, LLC
2238 S. Hamilton Rd. Suite 100.                                   117 W. Main Street. Suite 200.
Columbus OH. 43232	                                       Lancaster OH. 43130
Tel: (614) 759-1440 Fax: (614) 759-3250                   Tel: (740) 689-9191 Fax: (740) 689-9230
INTAKE / REFERRAL FORM
DATE: _________________ DOB______________ Phone #________________________________________
CLIENT NAME: _______________________________________________ __________Male ___ Female ___
NAME OF INSURANCE_____________________________________________________________________
INSURANCE ACCOUNT #___________________________________________________________________
ADDRESS: ______________________________________________________________________________
CITY, STATE, ZIP_________________________________________________________________________
EMERGENCY CONTACT NAME AND PHONE: __________________________________________________
List any other community based services involved in caring for this client __________________________
_____________________________________________________________________________________
Signature & title of person taking referral___________________________________________________
PRIMARY PHYSICIAN: ___________________________________________________________________
PHONE # ___________________________________ FAX#_____________________________________
[bookmark: _GoBack]ADDRESS: ____________________________________________________________________________	
DIAGNOSIS/REASON FOR HOME CARE: ____________________________________________________
____________________________________________________________________________________
Please list any allergies this patient is known to have: ________________________________________
Your patient has contacted our agency requesting an evaluation for home care services.  Please authorize our Agency RN to perform an in-home assessment for the following:
 _____Skilled Nursing _____ Home Health Aide ______PT/OT/ST ____ Other: ______________________
Physicians Signature_____________________________________________ Date: __________________
PLEASE SIGN AND FAX TO 614-759-3250, ALONG WITH THE MOST CURRENT MEDICATION LIST 	 FOR THE PATIENT. THANK YOU!!Confidential and proprietary materials for authorized A Plus Home Health Care Agency LLC. personnel only. Use, disclosure or distribution of this material is not permitted to any unauthorized persons or parties except by written agreement.

