
Vancouver Home Health Care Agency, LLC. 
201 NE Park Plaza Dr Suite 200 Vancouver, WA 98684 | Phone: (360) 975-7070 | Fax: (360) 975- 4306 | info@vhhca.com | https://vhhca.com 

At Vancouver Home Health Care Agency, caring and compassion is our business... 

 
Vancouver Home Health Care Agency 

 
Referral Information 
 
Date of Intake: __________________    SOC Date: __________________ EOC Date:____________________ 
Patient Status:           New       Re-admit     
Referral Taken by:  _________________________________  Referring Individual:______________________ 
Referring Organization: _____________________________________________  Time:___________________ 
Admit RN/PT  _________________________________ Case Manager:________________________________ 
 
 

AAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAA 

Patient Information 
 
Last Name:  _________________________________First: ________________________________MI:_______ 
Address: ____________________________________________ City_______________________  Zip:_______ 
DOB: ________________ Age: ________      Male        Female    Ethnicity:____________________________  
Social Security No.: ________________________________ Home Phone: _____________________________ 
Emergency Contact Name:_______________________________  Contact Phone:________________________ 
Relationship: __________________________________________ Alternate Phone: ______________________ 
Emergency Contact Address:__________________________________________________________________ 
 

AAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAA 

Physician Information 
 
Referring Physician: ________________________________Phone: ________________ Fax: ______________ 
Referring Physician’s Address:_________________________________________________________________ 
Attending Physician: ________________________________Phone: ________________Fax:_______________ 
Attending Physician’s Address: ________________________________________________________________  
Orders Received?     Yes      No   Orders Faxed?     Yes      No 
Diagnosis:  1. ________________________________________________________ICD9 Code:____________ 
        2. ________________________________________________________ICD9Code:_____________ 
                   3. ________________________________________________________ICD9 Code:____________ 
Disciplines Ordered:      SN      PT*       OT        ST         HHA   MSW** 
*PT Notified?     Yes       No              Date:_____________       Name:_________________________________ 
**MSW Notified?     Yes     No          Date:_____________       Name:_________________________________ 
  

AAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAAA 
Pay Source 
 
Medicaid No: ______________________________________ 
Private Insurance Co:   _______________________________ Phone: _____________________________ 
Contact Person:   ____________________________________ 
 
RN Signature:  ______________________________________  Date:  ______________________________ 
 

 
 
 


