
OLP Hospice & Home Health Care 
Referral Form 

FAX:  651-789-0078         Phone: 651-789-5030 

Copy of FACE sheet Copy of current H&P 
If DNR/DNI - include copy Copy of Health Care Directive if applicable 
          If you don’t have access to DNR & HCD, let family know we will need a copy 

Date ______________        Time __________        Hospice _______         Home Health Care _________ 

Name: ________________________________________________________________________________ 

Address: ______________________________________________________________________________ 

Phone: _________________________  DOB ______________________   Age ______________________ 

Referral Source (Name/Phone/Email) _______________________________________________________ 
  Advertisement 

Emergency Contact (Name/Number)   ______________________________________________________ 

Medicare# ______________________  Medicaid # _____________________  SSN __________________ 

Other insurance ________________________________________  Policy # ________________________ 

Primary Doctor _________________________________________  Phone _________________________ 

Diagnosis _____________________________________________________________________________ 

Pertinent Health History 
______________________________________________________________________________________ 

______________________________________________________________________________________ 

Palliative Care Appropriate?   If yes, describe _______________________________________________ 

______________________________________________________________________________________ 

Specific Services/Care Needs ____________________________________________________________ 
SN ______HHA _______ PT/OT/ST _______ SW ___________ Alternative Therapies _______________ 

Wound? Yes / No             Type: ___________________  Acquired where? ________________________ 
Location: __________________________         Stage: __________________________________ 

Alert & Oriented?  Yes / No DNR/DNI?   Yes / No  (if yes, include copy)

Patient/Family/caregiver agreeable to care?   Yes / No 

Behavioral Concerns?  Yes / No      If yes, describe: _________________________________________ 
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