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SPECIALTY WOUND CARE
REFERRAL FORM 

Primary Insurance _________________________ Member ID / Policy # _________________

Secondary Insurance ______________________ Member ID / Policy # _________________ 

INSURANCE

New Wound: Yes No Previous Wound Care: Yes No 

Current/previous provider treating wound _________________________________________

Wound Size _______________________ Wound Location _____________________________

Wound Duration __________________________________________________________________

WOUND INFORMATION

Care Coordinator Name  _____________________________________ Date _________________

Email______________________________ Phone____________________ Fax__________________

REFERRING COMPANY

Name _____________________________________________ DOB _________________________

Phone ______________________    Address ____________________________________________ 

City ____________________________________ State _____________ Zip _________________

PATIENT INFORMATION

Primary Care Provider _____________________________________________________________

Home Health Agency ______________________________________________________________ 

Where will the wound care take place?        Patient’s Home                 Skilled Nursing Facility

Other _________________________________________

Health insurance card(s) 

Demographics sheet 

Recent & past wound photos in color showing size of wound 

All chart notes pertaining to wound care

Fax or Email to (701) 343-9170 or woundcare@upwellventures.com along with:

 

 

 

 

NORTH DAKOTA


	Textbox1: 
	Textbox2: 
	Textbox3: 
	Textbox4: 
	Textbox5: 
	Textbox6: 
	Textbox7: 
	Textbox8: 
	Textbox9: 
	Textbox10: 
	Textbox11: 
	Textbox12: 
	Textbox13: 
	Textbox14: 
	Textbox15: 
	Textbox16: 
	Textbox17: 
	Textbox18: 
	Textbox19: 
	Textbox20: 
	Textbox21: 
	Textbox22: 
	Textbox23: 
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off


