
Brooks Health Care, Inc. Patient Referral Form 12/07 

Brooks Health Care 

Proudly serving the people and communities of Central California 

PHONE #: 1-877-889-3424    FAX#: 1-877-832-6022 

 

         

         

*PLEASE ATTACH: H&P and Labs 

 

Date:       

Home Health Agency:          

Payer:      Group Number:     

Subscriber ID #:     Subscriber Name:     

Medicare #:     Medi-Cal #:      

 

Patient:     DOB:   Sex:    

SSN:               Attached Copy of Insurance Card 

Address:            

Phone #.     Emergency Contact:     

 

Allergies:     Ht:   Wt:    

 

Current Medications:          
  

Diagnosis:            

 

Medication     Dose:   Frequency:   

 

Therapy Start Date:    Duration of Therapy:     

 

IV Access:      PICC         Central            IM                   Heplock (Peripheral IV) 

         

     Homecare skilled nursing for administration and teaching 

Referred By:            

Physician Name:      Date:     

 

Physician Signature:      Phone#:    

 

Physician Address:           

 

License#:    UPIN:   DEA#:     
 

Confidentiality Notice 

The documents accompanying this fax (email) transmission contain confidential information belonging to the sender, which is legally 

privileged.  The information is intended only for the use of the individual or entity named above. If you are not the intended recipient, 

you are hereby notified that any disclosure, copying distribution or taking of any action in regards to the content of this fax (emailed) 
information is strictly prohibited. If you have received this document in error please immediately notify us by telephone to arrange for 

the return of the original document to us. 

Please report transmission errors, omissions or illegible copies to: (877) 889-3424      

PATIENT REFERRAL FORM 


