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EE--ZZ  FFAAXX      PPaattiieenntt    RReeffeerrrraall    FFoorrmm   

  

  

..
  

FFAAXX  TToo::    (559) 226-2038 
 

Please confirm receipt of your fax  
by making a quick call to our 

Customer Entry Department @ 248-0131 x102 
  

Requested Start of Care date  (on or before):        
________ / ________ / _________ 

 

From: 

Doctor/ facility:  

Contact name:  

Date: _____________________    Total # of pages: ______ 

FAX #: ___________________  Tel #: _________________ 

Please attach the following essential information: 

 

*Face Sheet           * Demographics          *Copy of Insurance Card         * History & Physical 
 
Patient Name: _______________________________________________ 

 

Diagnosis:   ____________________________________________________________________________________________________ 

  
DDaattee  ooff  FFaaccee  ttoo  FFaaccee  eennccoouunntteerr::    CCeerrttiiffiiccaattiioonn  tthhaatt  tthhiiss  ppaattiieenntt  iiss  uunnddeerr  yyoouurr  ccaarree  aanndd  tthhaatt  yyoouu,,  yyoouurr  nnuurrssee  

pprraaccttiittiioonneerr  oorr  pphhyyssiicciiaann’’ss  aassssiissttaanntt  wwoorrkkiinngg  wwiitthh  yyoouu,,  hhaadd  aa  ffaaccee--ttoo--ffaaccee  eennccoouunntteerr  tthhaatt  mmeeeettss  tthhee  pphhyyssiicciiaann  ffaaccee--

ttoo--ffaaccee  rreeqquuiirreemmeennttss  ppeerr  CCMMSS  rreegguullaattiioonnss  ((MMoonntthh//DDaayy//YYeeaarr))::          ____________________________________________________________  

RReeaassoonn  ffoorr  eennccoouunntteerr    TThhee  eennccoouunntteerr  wwiitthh  tthhee  ppaattiieenntt  wwaass  iinn  ppaarrtt//wwhhoollee  ffoorr  tthhee  ffoolllloowwiinngg  mmeeddiiccaall  ccoonnddiittiioonn//ss,,  

wwhhiicchh  iiss  tthhee  pprriimmaarryy  rreeaassoonn  ffoorr  hhoommee  hheeaalltthh  ccaarree::      _____________________________________________________________ 

 
____________________________________________________________________________________________________________________ 

  

II  cceerrttiiffyy  tthhaatt  ,,  bbaasseedd  oonn  mmyy  ffiinnddiinnggss,,  tthhee  ffoolllloowwiinngg  sseerrvviicceess  aarree  mmeeddiiccaallllyy  nneecceessssaarryy  hhoommee  hheeaalltthh  sseerrvviicceess  

((cchheecckk  aallll  tthhaatt  aappppllyy))::    Skilled Nursing    Physical Therapy    Occupational Therapy  

  Speech Therapy   Medical Social Worker   HHoommee  HHeeaalltthh  Aide  
  

My clinical findings support the need for the above services because:      
 
____________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________ 

 

I also certify that my clinical findings support that this patient is homebound because (i.e. 
absences from the home require considerable and taxing effort and are for medical reasons, religious 
services or infrequently/of short duration when for other reasons): 
 
____________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________ 

 
  Home Health Agency 

 
a Wilshire Health & Community Services,  Inc.  program  

A No t -Fo r -Pro f i t  Hea l th ca re  Org a n i za t i o n  
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Physician Signature: _________________________________________________________                   Date: ____________________________
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