
  
 
 

Referral Form 

 
 1 | P a g e  

F o r m  0 5  3 / 1 1 / 2 6  
  

Place pages 1-3 behind the Referral tab & page 4 behind the Hospice tab in the guest’s medical record. 

    

Today’s date        Time     

Referral name         Date of birth      

Referrals will be admitted for end-of-life care on a first-come, first-served basis as long as their needs fall within our 
criteria for admission. 
 
Physician, Dr.     , attests the referral has a terminal diagnosis and is believed to be in the  
 

last 30 days of life as evidenced by:           
 

               
 

Signature of Primary Care/Treating Physician*       Date    
*If physician is unable to sign, Name/Signature of Individual taking verbal attestation from physician: 

Signature       Date/Time of verbal attestation    
 

 
 

 

Criteria for Admission to Caring Hearts & Hands of Columbia (CHHC) 
Include an explanation below for any criteria that is not met. 

 
(“Referral” = the person who is being referred to CHHC) 

 
 Referral is contracted with a local, Medicare-certified hospice provider. 
 Referral has an Out of Hospital Do Not Resuscitate (DNR) order and the form will be provided to CHHC. 
 Referral does not exhibit behavioral issues that could cause harm to themselves or others.  
 Referral does not require skilled care such as: tracheostomy care; medications that must be 

administered IV, IM, subcutaneously or intradermally; portable medication pumps; nutrition through 
feeding tubes (gastrostomy or nasogastric); extensive wound care; blood sugar checks; and drains of 
any kind (exception: a urinary catheter already in place is permitted).  

 Referral is not an active alcoholic. 
 Referral does not have a large, draining wound.  
 Referral weighs less than 250 pounds. 
 Referral does not have a Stage 3 or 4 ulceration/bedsore (Subcutaneous fat, tendon, bone or muscle 

are exposed and wound may or may not tunnel.)   
 Referral does not have a contagious infection. 
 Referral does not have active Tuberculosis (TB) 
 Referral does not have a current illness that may still be in the communicable stage, including but not 

limited to influenza, Covid, chicken pox, monkey pox, shingles, hepatitis A, pertussis, West Nile Virus, 
mumps and norovirus. 

 Referral does not require isolation. 
 Referral does not have untreated bed bugs or lice. 
 Referral does not require the use of a BiPAP machine. 
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Place pages 1-3 behind the Referral tab & page 4 behind the Hospice tab in the guest’s medical record. 

 
 

 

Criteria for Admission to Caring Hearts & Hands of Columbia (CHHC) 
Include an explanation below for any criteria that is not met. 

 
(“Referral” = the person who is being referred to CHHC) 

 
 I understand dressing changes will be the responsibility of the hospice agency. CHHC staff and volunteers 

may only reinforce dressings, if needed. 
 Referral’s pain has been controlled on PO or SL medications for the past 24 hours, i.e., no IV or Subcu 

medications have been used in the past 24 hours. 
 
Note: If a face sheet containing the information requested is attached to this form, information does not need 
to be handwritten below. 

 Male         Female         Other      
    
Home address              
                                              House Number and Street                                                                    City                                                 State                                             Zip Code  

County    

Next of kin, DPOA, Primary Caregiver name          

Family contact phone        

Referral source              

Treating Physician 
 Name           Phone number    

Diagnosis (Hospice diagnosis and/or contributing factors) and complications. Please describe. 
 
 
 
 

 
Weight     
Intake: Is the referral currently eating and/or drinking?  No      Yes, please list details    

                
               
Activity: Is the referral     ambulatory or      bed bound? 
Does the referral require more than a one-person assist for transfer/movement?   No      Yes, please list  
details               
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Place pages 1-3 behind the Referral tab & page 4 behind the Hospice tab in the guest’s medical record. 

Infection Prevention Criteria: Check the following applicable to the referral. These conditions will not exclude 
the referral from admission: 
 Colonized (has tested positive for the presence of the MDRO* bacteria or fungi in the past but is not 

currently showing any signs of active infection). 
 Has been fully treated for a bloodstream infection with an MDRO*. 
 Has had MDRO* in a wound that is fully healed. 
 Has tested positive for an MDRO* in their nasal passages but does not have any signs or symptoms of any 

infection. 
 Has had an MDRO* in their urine but was treated and does not show any signs or symptoms of a current 

urinary tract infection. 
 Has had pneumonia with an MDRO*, was fully treated and does not show any signs or symptoms of a 

current infection 
* MDROs are bacteria or fungi that are resistant to more than one antibiotic commonly used to treat them. Per the Centers for 

Disease Control (CDC) this list currently includes: MRSA, MRSA and MSSA, VRE, CephR-Klebsiella, CRE and/or multidrug-resistant 
Acinetobacter. 

 
Wounds: Does the referral have any wounds? The presence of these non-draining wounds does not preclude 
admission: 
 Stage 1 Ulcerations/Bedsores: Skin is reddened but skin is not broken. Skin does not blanch. 
 Stage 2 Ulcerations/Bedsores: Skin has a shallow open ulcer with a pink bed.  

             Intact     Open blister. 
Other wound(s)              

               

Please provide information regarding the referral’s needs for Caring Hearts and Hands of Columbia (living 
situation, family caregiver, etc.) 
 
 
 
 
 
 
 
 
 
 

 
Please attach the following information to this Referral Form: 
 History and physical, if available 
 Current medication list 
 Most recent Progress Note and Nurse’s Note  
 Out-of-hospital DNR form (required for admission consideration) 
 

For Administrative Use Only 
 Palliative Performance Scale (PPS)   
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Place pages 1-3 behind the Referral tab & page 4 behind the Hospice tab in the guest’s medical record. 

Hospice Provider 
 Company name          Phone number    

 Primary Hospice Nurse         Phone number    

 Primary Social Worker         Phone number    

 Primary Chaplain         Phone number    

 
 
 

By submitting this form, you are giving CHHC permission to seek information from providers to confirm the 
details provided above. 

Please be advised that referrals are processed as quickly and efficiently as possible, but the referral process can take 24-72 
hours. Therefore, it is of utmost importance that you provide as much information as possible and that you provide all the 
necessary phone numbers for those who are currently and directly involved in the referral’s care.  

Submitting a referral does not guarantee admission to CHHC. 

 

Please fax or email this completed form to 
Email: operations@caringheartandhands.org 

 Fax: 1-888-375-5416 
Please call 573-530-6224 with questions 

 
 


