toll free: 1.800.854.8958
HEALTHCARE tel: 559.243.9990

CALIFORNIA fax: 1.800.670.0196

www.healthcal.com

|
Referral Date: ‘ Faxed By: Phone:

Referring Physician: Extension:

EXPRESS HOME HEALTH REFERRAL

Patient Last Name: First Name:

Address:

City: Zip Code: Phone:

SSN: DOB:

Allergies:

Primary Insurance: [] Medicare Number: [] Medi-Cal Number:
[] Other

Primary Physician: Phone:

Is caregiver willing and able to learn and provide patient care? [dYes [ No

Family Contact: Phone:
Caregiver Name: Phone:
e —
Skilled Nurse Evaluation Physical & Occupational Therapy Evaluation Speech Therapy Evaluation
[[] New Diagnosis [] New Fracture [ Energy Conservation [] Dysphagia
Wound Care New Decline in Dail .
= [ Frequent Fll O g acices " 03 Dysphasia
D Disease Process int P ion Techni '
Education [ Transfer/Gait Training O 'k &thiigt}gflﬂ?};lme?t niques [ Impaired Cognition
Diabetic Education
O /Medication Management [ New Generalized Weakness O Other
[ Other [] Other

|
Written Orders (This section must be completed to process the referral)

IV Orders:

I certify/recertify this patient is confined to his/her home and needs intermit- | Special Instructions:
tent skilled nursing care, physical therapy and/or speech therapy or continues to
need occupational therapy. The patient is under my care, and I have authorized
the services on this initial order and will periodically review the plan of care.

Physician’s Signature: NPI#:
PLEASE FAX HISTORY AND PHYSICAL AS SOON AS POSSIBLE

HCC Form 28 (July 09)
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