
VNHCH -- LONG TERM CARE REFERRAL INTAKE

*Services Requested:    ____Home Health Aide   _____Homemaker _______Nursing
  

____New Client      ____Currently VNHCH   

*Client Name: ________________________________________________   *DOB: ____/____/_______    Age:_______

*Physical Address:_____________________________________________________ *Phone:______________________

*Mailing Address:___________________________________________________________________________________

*Client lives alone?  Yes____  No ____      Client Lives With:________________________________________________

Needs:____________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

How Did They Hear About Us ___VNHCH ______Doctor  ______ friend ____Seminar   _____Outreach  _____ 
Doctor’s.  _______Family____Other

Person Supplying Information: ____________________________________           Relationship___________________

Mailing Address _________________________________________ Phone Number __________________          

*If contact person is other than Client, must contact person be available when services are discussed?    Yes____   No____

Physician:_________________________________________________________________________________________

Client’s Payer Source:__________________________     Does client have long-term care insurance?________________

Is the client their own decision maker?
        If No, who is:_________________________________________________________________________


