
New Referral for BJC Home Care Services  
 
Physician’s office to complete this form and FAX to   
BJC Home Care Services Central Referral Center 
FAX 314.747.6093 or 314.747.6094         
Homebound?  Yes  □    No  □      
 
Patient Name_________________________________________________________________ 
       (First)                                   (MI)                                    (Last) 
 

Patient’s Date of Birth: _______/______/______ Patient’s SSN: _______________________ 
 

Patient’s Residence Street Address: _______________________________________________ 

City____________________________ State: __________  ZIP: ________________________ 

Patient’s Phone Number: (            ) ___________________                       

Emergency Contact Name: ________________________ Relationship: __________________ 

Emergency Contact Phone: (________) ____________________________________________ 

Primary Diagnosis: ___________________________________________  ICD-9 #:________ 

Secondary Diagnosis: _________________________________________ ICD-9 #:________ 

Other Diagnoses: _____________________________________________ ICD-9 #:________ 

Recent Medical History:  ________________________________________________________ 

Referring Physician: ___________________________________________________________ 

Follow-Up Physician: ___________________________________________________________ 
 
 

Patient’s Insurance  
Insurance Carrier:______________________________________________________________ 

Policy #: ___________________________ Group #: _________________________________ 

Policy Holder’s Name: __________________________________________________________ 

Medicare #: ________________________    Medicaid #: ______________________________ 

Secondary Insurance: __________________________________________________________ 
 

Services Ordered by Physician 

□ RN      □ SW       □ ST     □ PT      □ OT       □ HHA         □Other _________________ 

Lab Draws?  No □   Yes □ Frequency: ______ times/week    Type: ___________________ 
 

Additional Physician Orders: _____________________________________________________ 

____________________________________________________________________________ 

Admission Priority: □ Today      □ Within 48 Hrs.          □ Date: _________________________  

Date completed:____/____/___     Physician signature: _______________________________ 

Please provide an office contact name and phone number so BJC Home Care Services Central 
Referral Center can confirm receipt of this referral:   
 
Name: __________________________________ Phone # (_____)_____________________  

 
BJC Home Care Services Central Referral Center: 314.747.8600 or 888.BJC.HOME (888.252.4663) 


