
4531 SE Belmont, Suite 250 • Portland, OR 97215 
tel 503-988-5303 • fax 503-988-5112 

PATIENT INFORMATION 

*DOB = date of birth; **POA = Power of Attorney  Rev. 12/07 

A nonprofit medical practice dedicated to 
delivering, coordinating and advocating for the 
quality medical care that homebound seniors 
and people with disabilities need to experience 
healthful lives in their own homes. 

 

Date of Referral ________________ 

Patient’s Name __________________________________________ DOB* ____________  M or F     M S W D 
   Last   First  Middle     circle one    circle one 

Address __________________________________________________________________________________ 

City/State/Zip _______________________________ Phone __________________ Fax ___________________ 

Residence:     private home      foster home      group home      residential care facility      assisted living facility 

Name of Facility: _____________________________________         Is this patient on a ventilator?  Y or N 

Circle one : Guardian or POA** for Health Care _________________________ Phone ___________________ 

Emergency Contact ______________________________ Relationship ____________ Phone ______________ 

Main Caregiver _________________________________ Relationship ____________ Phone ______________ 

Nearest Relative ________________________________ Relationship ____________ Phone ______________ 

 Address/City/State/Zip _________________________________________________________________ 

Case Manager ______________________________ Phone ______________ Ext _______ Fax _____________ 

 Agency/Organization _____________________________ Phone ________________ Ext __________ 

How did you hear about our services? ______________________________________________  

Interpreter needed? Y or N Language ____________________ Ethnicity (optional) ______________________

Describe Patient’s medical condition ____________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

IS PATIENT CURRENTLY ON HOSPICE?  Yes    No  PERSON FILLNG OUT THIS FORM: 

INSURANCE        Name ______________________________  

 Social Security # ______________________________ Contact Phone #______________________ 

Medicare # ___________________________________ Comments __________________________ 

 Medicare HMO (if any) _________________________ ___________________________________ 

Medicaid # ___________________________________ ___________________________________ 

Other Insurance: Billing Address_______________________________ ID/Policy # ____________________ 

City/State/Zip _______________________________ Group #__________Ins. Phone #____________________ 

Who should receive bill if any balance is due after insurance payment is made? 

 Name______________________________________________ POA** or legal conservator?(circle one) 

 Address____________________________________________________ 

 City/State/Zip____________________________________ Phone ___________________________ 

PLEASE ATTACH PHOTOCOPIES OF ALL INSURANCE CARDS, FRONT AND BACK 


