
GLOBAL HOME CARE  
*1222 Avenue M, Suite 201, Brooklyn, NY 11230*

     Office Phone: 718-872-6494 

        Office Fax: 347-462-4073 

     Intake@jahealthservices.com 

Referral Date: Patient Requested MLTC: 

Last Name: First Name: Sex:  ☐ Male     ☐ Female 

Address: Apt #: Resubmission?  ☐ Yes     ☐ No 
Reason: City: Zip Code: 

Home Phone: Cell Phone: Medicaid #: 

SSN: Age: DOB:  Medicare #: 

Patient has been made aware of Referral:  ☐ Yes ☐ No Other Insurance Information:  

Preferred Session:  Morning ☐ Afternoon ☐                                   Transportation Needed:  ☐ Yes ☐ No 

Marital Status: ☐ Single; ☐ Married; ☐ Widowed; ☐ Divorced; ☐ Separated; ☐ N/A. Client Lives Alone:      ☐ Yes ☐ No 

English Speaking? ☐ Yes  ☐ No   Primary Language: Pets:  ☐ Yes     ☐ No 

MAXIMUS Scheduled:  ☐ Yes   ☐ No MAXIMUS Schedule Day: 

CDPAP Information 

CDPAP   ☐    Primary PA: PA Phone: PA – Email: 

Back up PA: Phone: PA – Email: 

SIGNIFICANT OTHERS/EMERGENCY CONTACTS OUTSIDE THE HOME 

Relationship Name Telephone Required at  
Evaluation 

☐ Yes   ☐ No 

☐ Yes   ☐ No 

Primary Care Physician: NPI: 

Address: Zip Code: License: 

Telephone: Fax: PCP Unknown: ☐ 

Preferred Social Adult Day Care Services: ☐ Mon ☐      Tues ☐       Wed ☐       Thu ☐       Fri ☐       Sat ☐     Sun ☐ Under decision ☐ 

DIAGNOSES: What are the major functional/medical issues prompting referral? 

1. 3. 

2. 4. 

Ambulation Status:  ☐ Independent ☐ Walker ☐ Cane ☐ Wheelchair 

Reason for Referral:  Client has difficulty with the following: 

Bathing ☐ Grooming ☐ Toileting ☐           Dressing ☐ Housekeeping ☐ Cooking ☐ Shopping ☐ Other: ☐ 

AGENCIES CURRENTLY SERVICING PATIENT: Current Days: Hours: 

Note: 

Completed by:  
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