
Medical Provider’s Signature: ______________________________________________________________________________ Date: __________________________

Patient Name: _____________________________________________ Date Of Birth: _______________

Contact Name: __________________________________________ Phone: _______________________

Contact Relationship: __________________________________________________________________

Diagnosis: _______________________________________ SSN: _______________________________

Insurer: _________________________________________ Policy #: ____________________________

Medical Provider’s Name: __________________________________ Phone: ________________________

Does the contact know to expect our call?           Yes               No   Does the contact know to expect our call?           Yes               No   

Is there confirmed or suspected Tuberculosis?            Yes  (Date of positive test and/or treatment) _________        No

Additional Information: _________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Medical Provider’s Signature: _________________________________________ Date: ______________

Thank you for your referral! The admitting nurse will contact your office with an update of patient status.
For urgent patient referral, our on-call nurse is available 24/7 at 503.588.3600, or 800.555.2431. 

The information in this fax transmission may contain confidential health information that is privileged and legally protected from disclosures by the Health Insurance Portability and Accountability Act (HIPPA).
This information is intended only for the use of the individual or entity to which it is addressed. The recipient is obligated to maintain it in a safe, secure and confidential manner. If you are not the intended recipient,

you are hereby notified that any disclosure, copying or distribution of this information is strictly prohibited. If you have received this information in error, please notify the sender immediately and destroy this fax.you are hereby notified that any disclosure, copying or distribution of this information is strictly prohibited. If you have received this information in error, please notify the sender immediately and destroy this fax.

Previously known as Willamette Valley Hospice

I hereby certify that this patient is terminally ill with a life expectancy of six months 
or less if the terminal illness runs its natural course. I hereby designate the Hospice 
medical director to act in my behalf if I, or my designee, am not available.

Please evaluate and admit to Supportive Care (Previously Home-Based Palliative Care)

Please evaluate and admit to Hospice Care

Physician Admitting Orders; 

Demographic or Face Sheet; 

Last 6 months notes including vitals, labs, scans, imaging and H & P;

Medication list or MAR; 

Any other diagnostic testing.

Please include the following:

EXPERIENCE.
AT YOUR SIDE.

1015 3rd Street NW     Salem, OR 97304     503.588.3600     800.555.2431     Fax: 503.363.3891     wvh.org

Intake: 503.779.2303   Fax: 503.779.2304

Please evaluate and admit to Hospice Care 

Please evaluate and admit to Supportive Care (Previously Home-Based Palliative Care)

I hereby certify that this patient is terminally ill with a life expectancy of six months or less if the terminal 
illness runs its natural course. 

• Physician Admitting Orders;
• Demographic or Face Sheet;
• Last 6 months notes including vitals, labs, scans, imaging and H & P;
• Medication list or MAR;
• Any other diagnostic testing.

Please include the following:

Patient Name: _____________________________________________ Date Of Birth: ________________

Contact Name: __________________________________________ Phone: _______________________

Contact Relationship: __________________________________________________________________

Diagnosis: _______________________________________ SSN: _______________________________

Insurer: _________________________________________ Policy #: ____________________________

Medical Provider’s Name: __________________________________ Phone: ________________________

Does the contact know to expect our call?     ■■  Yes         ■■  No

Is there confirmed or suspected Tuberculosis?     ■■  Yes (Date of positive test and/or treatment) _________  ■■  No

Thank you for your referral! We will contact your office with an update of patient status.
For urgent patient referral, our on-call nurse is available 24/7 at 503.588.3600, or 800.555.2431.

The information in this fax transmission may contain confidential health information that is privileged and legally protected from disclosures by the Health Insurance Portability and Accountability Act (HIPPA).
This information is intended only for the use of the individual or entity to which it is addressed. The recipient is obligated to maintain it in a safe, secure and confidential manner. If you are not the intended recipient,

you are hereby notified that any disclosure, copying or distribution of this information is strictly prohibited. If you have received this information in error, please notify the sender immediately and destroy this fax.

1015 3rd Street      NW Salem, OR 97304      503.588.3600      800.555.2431      Fax: 503.363.3891      wvh.org

Intake: 503.779.2303   Fax: 503.779.2304

Medically Eligible Criteria: ________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________

Please check one of the following boxes for Hospice Referrals only:
I will not be the attending physician and designate the WVH physician to act on my behalf

I will be the attending physician
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