[bookmark: _GoBack]Date: __________________
Provider Name: _______________________________                 Clinic Name: ___________________________
Staff Referent & Phone Number: ________________________________________________________________
· I affirm the referral was discussed with the patient and consent was obtained.

Patient Name: ________________________________  DOB: ______________  Gender: __________
Medical Record Number (MRN): ________________________________
Phone Number: ____________________   Speak to:  Patient  or    Other Representative
Language Preferred: __________________________
Address: __________________________  City: _______________  State: ________  Zip: __________
Currently hospitalized or been hospitalized recently?    No     Yes    Discharge date: _____________
Does patient have a suspected or diagnosed memory impairment?    Yes      No
Other representative Name: ________________________ Relationship: ________________________
Patient’s caregiver:    Yes     No 		
Phone Number: ____________________    Live with patient:    Yes     No 

REASON FOR REFERRAL: (Check all that apply)
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 In- Home Services (ADLs & IADLs) 
 Family Caregiver Support 
 Alzheimer’s/ Dementia resources & support 
 Health & Wellness Information 
( Exercise  Chronic Condition) 
 Transitional Care (short-term) 

Referrals to other Community Resources
 Housing
 Transportation 
 Legal Planning resources 
 Food Insecurity resources 
 Support Groups 
 Medicaid Assistance 
 Other ___________________________________________________________________________________ 
Which reason matters most to the patient? ________________________________________________________
Comments: ________________________________________________________________________________
__________________________________________________________________________________________

PERMISSION TO RELEASE INFORMATION TO EASTERN NEBRASKA OFFICE ON AGING, I do hereby give permission to release the above information to Eastern Nebraska Office of Aging (ENOA), Information & Assistance Program, to follow up with services that may assist me in meeting my current needs. I also give permission for ENOA to follow up with my health care provider, to share information and provide the most comprehensive resources. I understand this does not obligate me to participate in any program and/or services. My authorization can be revoked at any time and there is no charge for this service.

Patient/ Other Representative Signature: _________________________________________________
Patient/ Other Representative Print: _______________________________ Date: _________________


(Internal use only)    Completed by: __________________________________ Date: ______________ 
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