Fax Referral Sheet

Physician's Choice Homecare
"Quality Is Our # 1 Priority”

Toll Free: (866) 453-6064
Ennis Office Fax: (972) 875-1155/ Tel: (972) 875-1131
Greenville Office Fax: (903) 455-2698/ Tel: (903) 455-2619
Mesquite Office Fax: (972) 686-7475/ Tel: (972) 686-7602
Rockwall Office Fax: (972) 412-9971/ Tel: (972) 412-9916
www.physicianschoicehomecare.com

Date:

Referring Physician: Physician NPI:
Physician Address: Phone:
Patient's Name: DOB:
Address:

Telephone: SSN#:

Emergency Contact:

Primary Diagnosis:

Medicare #: Medicaid #:

Ins Provider: Policy #:

I certify that, based on my findings, the following services are medically necessary home health services (Check all that apply)
(Required only when the physician completing the face to face encounter documentation is different than the
physician completing the plan of care):

[ISkilled Nursing [dOccupational Therapy ~ [JHome Health Aide
[IPhysical Therapy [Bpeech Therapy [dOther:

I certify that this patient is under my care and that I, or a nurse practitioner or physician’s assistant working with me, had a
face-to-face encounter that meets the physician face-to-face encounter requirements with this patient on: (Insert date that visit

occurred) MM/DD/YYYY):

The patient is confined to his/her home and needs intermittent skilled nursing care, physical therapy and/or speech therapy or
continues to need occupational therapy. The patient is under my care or will be transferred to the care of his/her physician
and I have authorized home health services.

Referring Physician/Signature: Date:

This facsimile transmission (and/or the documents accompanying it) contains confidential information, which may be protected by legal
privilege. The information is intended only for the use of the individual or entity named above. If you are not the intended recipient, you
are hereby notified that any disclosure, copying, distribution or the taking of any action in reliance on the contents of this information is

strictly prohibited. If you have received this transmission in error, please notify us immediately by telephone to arrange for return of the

document(s).
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