
PATIENT REFERRAL FORM 

Date:_________________

Referral Source (Individuals or Organisations):_______________________________________ 

Contact Name:______________________________, 

Fax:_____________________________ 

Agency Name        ____________________

Phone:  _______________________ 

PATIENT INFORMATION 

PATIENT NAME:____________________________________________________ SEX:_______________ 

PATEINT ADDRESS:______________________________________________________________________ 

COMPLEX OR APARTMENT NAME:____________________________________________________________________________ 

    STATE: _______  ZIP:_______________ 

SSN: DOB:______________ 

CITY:_____________________    

PHONE:___________ 

PHARMACY NAME:      PHARMACY NUMBER: 

NEXT OF KIN:________________________  RELATIONSHIP:_______________ PHONE _____ 

NURSE'S N A ME:_ ___ __ ___ ___ ___ __ ___ __ ___ ___ ___ ___ _  PHON E:___ __ ___ __ _ ___ ___

MEDICAL  INFORMATION 

NOTE :IT IS MANDATORY TO ANSWER THE NEXT QUESTION.OUR SERVICES WILL BE RENDERED ONLY TO 
THOSE WHO REQUEST FOR IT OR THOSE WHOSE LEGAL GAURDIAN, PERSON OR RELATIVE WITH POWER OF 
ATIORNEY REQUEST FOR IT ON THEIR BEHALF. 

WHO IS REQUESTING FOR HOME-BASED PHYSICIAN'S SERVICES? (CHECK APPROPRIATE BOX) 
PATIENT LEGAL GAURDIAN PERSON OR RELATIVE WITH POWER OF ATTORNEY 

PATIENT DIAGNOSIS:_________________________________________________________________________

IS THE PATIENT HOMEBOUND?        YES        NO                                       IN NEED OF SKILLED NURSING?                  YES            NO 

SERVICE NEEDED:  

HOW SOON DOES THE PATIENT NEED TO BE SEEN? __________________ 

INSURANCE INFORMATION PRIMARY INSURANCE MUST BE MEDICARE

MEDICARE#:___________ DATE (PART A):_____ DATE (PART B):___________________ 

ADDRESS:_____________________________SECONDARY INSURANCE CARRIER:_______________________________

___________________________ 

ID# _ 
EFFECTIVE·DATE:__________________ GROUP#:___________________ 

ATTACH THE FOLLOWING INFORMATION (IF AVAILABLE) 

CONTACT INFORMATION WITH COPIES OF MEDICARE AND INSURANCE CARDS 

REFERRAL SIGNATURE:______________________________________ 
DATE:________________ 

CHARIS PHYSICIANS HOUSECALLS PLLC
P.O.Box 1734
Rowlett, Tx 75030-1734
PHONE: 469-366-9239
FAX: 866-700-8688
Email: office@charisphysicians.com 
Website: www.charisphysicians.com

DR. JOHN ROSELL, MD 
ROSELINE ONWUELEZI, FNP
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