
Confidential 

 

The information contained in this facsimile transmission may contain privileged and confidential information that belongs to the 
sender.  This information is intended only for the use of the recipient listed above.  If you are not the recipient listed above, or 
authorized to act on behalf of the recipient listed above, you are hereby notified that any disclosure, copying, distribution, or action 
taken regarding the contents of this information is strictly prohibited.  If you have received this facsimile transmission in error, 
please notify us immediately to arrange for the return of the transmitted documents to us or to verify their destruction. 

 OHC Rapid Referral Form Rev. B.docx 
 2016 ALL RIGHTS RESERVED 

 

Rapid Referral Form 
Please fax to (866) 571-9365 

 
To:  Intake_____________________     From: _________________________ 
Phone: ________________________     Fax:    _________________________   Date: ____________ 
 
Patient Demographic Information     Info Attached:       __Yes     __No  (Complete The Following) 
Last Name:                                            First Name:                                        MI: 
Gender:  __ Male     __Female              DOB (mm/dd/yyyy):                          SS #: 
Home Phone:                                         Cell Phone:                             Email: 
Street:                          
City:                                                      State:                                       Zip:                              
 
Benefits Information: 
Medicare #:                                            Medicaid #: 
Insurance:                                              Insurance #:                                       Phone: 
 
Physicians Orders                                 Order Attached:     __Yes     __No    (Complete The Following) 
Physician Name:                                                                     Encounter Date:  
 
Encounter findings that confirm need for Home Health Care:  ICD10# 
 
Homebound Reason: 
 

Check Required Services: Please add a brief reason for ordered discipline such as “eval & treat” 
__ RN: 
__ PT: 
__ HHA: 
Other: 
 
 
Patient Requires Assistive Device?       __Yes            __No (Circle All That Apply) 
          Walker                Wheelchair           Cane              Hands on Assist             Stand by Assist 
 

Physician Signature:                                                    Date: 
 


