
HEALTH CARE FOR THE HOMELESS INC.~ __- _---- _ - I
Date of Referral:

P r ima ry
Category:

Diagnos is : Details:

Referring Agency:

Reason for Referral:

C o m m e n t s :_ _ _ _

_.

Agency Contact:

Accepted? 0 Yes q No Reason: .____

I
Primary Care Provider: Provider Phone #:

0 Pharmacy Assistance 0 PCMI q Medical Assistance q Unknown

0 Medicare q VA q None Cl  Comments:

G e n e r a l  0 AlD!j 0 HIV----_-__ fl Anemia q IC ancer q Tobacco Use
Cardmvascular q CAD

Cl Surgery

0 HTN-----___ q CHF 0 DVT 0 Other •1

Endocnne q DM/l q DMI2_----___ 0 Thyroid 0 Gout q Other c l
Neurolog,c Cl Seizures 0 Stroke.--_--__ 0 Headache q Other 0 q

Gasfromresfma/ q Gastritis q GERD.----___ 0 Hepatitis B 0 Hepatitis C q Pancreatitis

Musculoskeleral  [II Arthritis 0 Back Pain

Cl Peptic Ulcer

.---____ 0 Sprain/Strain q DJD q Fracture c] Other
Psycllfalrlc 17 Depression- - - - - - - q Btpolar q Schizophrenia 0 Other q 0
ReSp,L%Orr 0 Asthma.---_-__ q Bronchitis 0 Emphysema q IP neumonia q URI [7 Other

G.YlflOU~fnWy 0 Renal Fatlure III Prostate----_-_ 0 Kidney Infectton q Dialysis 0 Other cl
Dermalologlc q Skin Disorder 0 Wounds----_-_ 0 Burns Cl  Celluhtis 0 Other q

EENr  [7 T h r u s h 0 Dental------_ 0 Eye Problem q Other 0 q
MIscc//‘lneous  0 q q q q cl

0 IVDU q NIVDU 0 ETOH  L a s t  U s e : C o m m e n t s :

q Allergies:

W omen: LMP

q Meds:

q Regular 0 irregular Para:

Treatment Plan:-

__ -~

Emergency Contact:



______~
Health Care for the Homeless, Inc.
Convalescent Care Admission I Referral

ROS _

NEURO:

_ _ _ _

Page 2

/ndicate  Location and Shape of Skin Abnormalities of Figure Below:

Front Back

CV:

Resp.:

GI:

GU:

EENT:

Skin:

Notes:

_

I /bradshaw/forms/ccadm~ss~onreferral/feb2002


