
Date:Referring Provider’s Signature:

REFERRAL FORM

(8) SIGNATURE (required)

(5) ADDITIONAL INFORMATION (optional)

(4) SUPPORTING DOCUMENTATION (required)

Patient Demographics Sheet Recent Office Visit Note

Other:

Medication List

History & Physical Copy of Insurance Card

(3) REASON FOR REFERRAL (required)
If Palliative Care (check all that apply):

If Hospice Care:

(2) PATIENT INFORMATION (required)

Address:

Diagnosis:

Phone Number:

Patient Name: Date of Birth: _____ /_____ /________

(1) TYPE OF REFERRAL (required)
Hospice Care Palliative Care Both

(If unsure, check “Both” and our Intake team will follow up.)

(7) REFERRING PROVIDER (required)

Provider Name:

Practice / Facility:

Phone Number:

Fax Number:

Palliative Care Referral e-Fax Line: 704-872-5802

Hospice Referral e-Fax Line: 704-873-7844

If “both”, utilize hospice referral line.

Psychosocial Concerns - please specify: 

Symptom Management - please specify: 

Goals of Care Discussion

Palliative Care Consult Call

Anticipated Prognosis <6 Months

Notes (optional):Hospice Informational Visit

Specific Concerns:

(6) IS THE PATIENT AWARE OF THIS REFERRAL? (required)
Yes No

If someone other than the patient is the primary point of contact, enter their information below:

Contact Name: Phone Number:
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