REFERRAL FORM

Please provide the following information. We look forward to treating your patient.

PATIENT INFORMATION TODAY’SDATE: [/ /2024

LAST NAME: FIRST NAME: GENDER: PATIENT DOB:
Om OF

ADDRESS: PHONE:

ALTERNATE CONTACT: RELATIONSHIP: PHONE:

INSURANCE INFORMATION (may attach face sheet)

PRIMARY: ID#: GROUPH#:
SECONDARY: ID#: GROUPH#:
PRIMARY PHYSICAN: CONTACT #:

DOES PATIENT HAVE HOME HEALTH SERVICES? L1 NO [JYES IF YES, AGENCY:

PREFERRED HOME HEALTH AGENCY?:

WOUND INFORMATION (add notes and/or anatomical side when applicable) ONSET DATE:

] Diabetic Foot Ulcer ] Venous Ulcer [ Arterial/lschemic Ulcer [J Post-Surgical

] Infectious ] Pressure Injury/Ulcer, Stage: TI1 O Ol v O__ [J Traumatic Injury
[J Post-Radiation Injury ] Other:

IS PATIENT ON ANTIBIOTICS? [JYES [ NO IS PATIENT ON BLOOD THINNERS? [JYES [ NO
RX: RX:

DIAGNOSIS and ICD-10 CODES:

PREVIOUS TREATMENT (include length of treatment):

REFERRAL SOURCE

L] Physician ] Skilled Nursing ] Home Health [ Discharge Planner LI NP L1 PA [ Other

REFERRING SOURCE NAME:

REFFERING OFFICE CONTACT: PHONE: FAX:

PROVIDER SIGNATURE: DATE:

Fax to (833)-463-4753 or encrypted email to referrals@vitalwound.care with all pertinent
imaging/lab results, patient history, and progress notes

CONFIDENTIALITY NOTICE: This facsimile, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential health
information as defined by the federal Health Insurance & Portability Act (HIPAA) Privacy Rule or other information otherwise protected by law. Any unauthorized
review, use, disclosure or distribution is prohibited. If you are not the intended recipient, please contact the sender and destroy all copies of the original facsimile.
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