
PATIENT CARE REFERRAL FORM

From:_______________________________________________

Unit/Clinic:___________________________________________

Address:______________________________________________

__________________________ Phone:____________________

Adm. Date:_______________ Disch. Date:_________________

To: _________________________________________________

Address: _____________________________________________

__________________________ Phone:____________________

Patient Name: ________________________________________
Address: _____________________________________________
__________________________ Phone:____________________
Floor:_________ Apt. #:_________ Birthdate:_______________
Age Sex Marital Status Religion ❍ No religion designated

❍ M   ❍ F ❍ S ❍ M ❍ W ❍ D ❍ SEP

Relative or
Guardian:____________________________________________
Address: _____________________________________________
__________________________ Phone:____________________

Patient’s Hospital Record #_____________________

Medicare Number Plan Private Insurance Number Soc. Sec. Number Other

Next Clinic Appointment Date Time Agency Worker: Name, Office Address and Phone

Date of Last Physical Exam: Transport By:   ❍ Ambulance   ❍ Car   ❍ Other __________________

LABS AND TREATMENTS - FREQUENCY

DIET

PHYSICAL THERAPY

Restrict Activity:  ❍ No ❍ Yes _________________________ Sensation Impaired:  ❍ No ❍ Yes _________________________
Precautions: Weight Bearing Status    ❍ No ❍ Partial ❍ Full ❑ Right leg ❑ Left leg

Specific Treatment & Frequency: ________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________ 

Anticipated Goals:___________________________________________________________________________________________

_________________________________________________________________________________________________________ 

Rehabilitation Potential: _______________________________________________________________________________________

Home Health Services: ❑ Nursing     ❑ Occupational Therapy     ❑ Speech/Language Therapy     ❑ Social Work     ❑ HH Aide

❑ Other - Specify:_____________________________________________________________________

The above services require Level of Care:    ❍ I      ❍ II      ❍ III      ❍ IV

If Chronic Hospital, why? _____________________________________________________________________________________ 

Certification: * (when applicable) Services above needed to treat condition for which patient was hospitalized ❍ Yes ❍ No.  I certify that the
above named patient is: (check one) ❍ Under my care (or has been referred to another physician having professional knowledge of patient’s
condition);  is home bound except when receiving out-patient services; requires skilled nursing care on an intermittent basis or physical or
speech therapy as specified in the orders. ❍ Requires skilled nursing care on a continuing basis for any of the conditions for which he/she
received care during this hospitalization.

___________________________________________________________
Physician Signature and Title

___________________________________________________________
Print Name and Title

Phone ______________ Date _____________ Will follow: ❍ Yes ❍ No,

If no, who?_________________________________________________

Address: ___________________________ Phone:__________________

❑ A ❑ B

MEDICATION ❑ Additional doc. attached STRENGTH/FREQUENCY DATE & TIME OF LAST DOSE

Diagnosis(es), Surgery Performed and Date, Allergies or Infections:

Aware of diagnosis – Patient:  ❍ No   ❍ Yes      Family:  ❍ No   ❍ Yes ADVANCE DIRECTIVES: ❍ No   ❍ Yes     ❑ Attached

Influenza vaccination: Date______________ Pneumococcal (PPSV23/PCV13) vaccination: Date______________ COVID-19 vaccination(s): Date(s)_______________________

WHITE Copy - Receiving Facility    YELLOW Copy - Medical Records    PINK Copy - C.C. Service

Form 1203-A Rev. 3/21 © BRIGGS, Des Moines, IA  (800) 247-2343
Unauthorized copying or use violates copyright law.  www.BriggsHealthcare.com

PHYSICIAN’S ORDERS: (Include specific orders for Diet, Lab Tests, Services and Therapy)


