Patient Referral & Intake Form

Last Name:

SSN:

Race:

Primary Insurance:

Secondary Insurance:

Patient Location: |:| Home|:| Facility Name:

Emp@weting

HEALTHCARE SERVICES

First Name: MI:

DOB:
[(IMmale [JFemale

Policy Number:

Policy Number:

Address:

Home/Facility Phone:

E-mail address:

Emergency Contact:

Relationship:

Address:

Person Making Referral:

Relationship:

Phone:

E-mail:

Reason for referral/Presenting issue(s):

Preferred Location For Services: [_] Home [] Telehealth [] Facility:

Empowering Healthcare Services abides by the HIPPA privacy act. Confidential material may be included in this facsimile and
it is to be utilized solely by the intended person and entities for the intended purpose. If you have received this in error or it is
not addressed to you, its use, determination, or copying is strictly prohibited and prosecutable. Inmediately notify EHS and
return this error communication to fax 678-840-3887 or email info@empoweringhealthcareservices.com
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