
1100 West Cermak Road Suite C-500 Chicago IL 60608 (5/2015) 

Phone:  312-243-2223 
Fax:       312-243-8450 

REFERRAL & CLINICAL TEAM INFORMATION 
Date Special Notes 
Referral Source Referral Phone Number 

Referral Contact Referral Fax Number 

Agency Currently Seeing Patient Agency Phone Number 

Primary Care Physician (if any) PCP Phone 

Date Last Seen by Primary Care Physician PCP FAX 

PATIENT DEMOGRAPHIC & INSURANCE INFORMATION 
Patient Name Patient Phone Number 

Patient DOB Patient SSN Alternate Phone Number 

Patient Authorized Representative & Relationship Representative Phone Number 

Care Giver / Contact for Appointments Contact Phone Number 

Patient Address Apartment Number 

City State Zip 

Is Patient Living at a Facility Facility Name 
   Yes                 No 

Ethnicity Race Primary Language Male Female 

Primary Insurance Insurance ID Number 

Secondary Insurance Insurance ID Number 

PATIENT CLINICAL INFORMATION 
Why is Patient Home Bound? 

Difficulty Leaving Home Due to Supportive 
Device(cane, walker, wheelchair) 

Difficulty Leaving Home Due To 
Cognitive Impairment 

Requires the Use of Special 
Transportation to Leave Home 

Normal Inability to Leave Home and Leaving 
Home Requires a taxing Effort 

Leaving Home is Medically 
Contraindicated due to Medical 
Condition 

Requires the Assistance of 
Another Person To Leave 
Home 

Primary Medical Diagnosis / Primary Medical Concerns 

Allergies List Allergies 
   Yes   No 

Date of Last Hospitalization Name of Hospital 
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