
 
 

1520 Lower Main Street | Wailuku, HI 96793 
P: (808) 244-3661| F: (808)-244-5470 

PHYSICIAN REFERRAL FORM 
 
 

Name: _______________________________  Phone: ___________________ Ref. Date: _____________ 
                   Last                                   First 
 
Address: _____________________________________________________ ________________________ 
                     Street                                                City                                        State                          Zip 
 
SS#: ________________________     DOB: _________________     Age: ______     Gender: __________ 
 
Primary MD: __________________________________________________________________________ 
 
Institution: _______________________________     From: _________________     To: ________________ 
 
Insurance: 
#1___________________________________________ID#____________________________________ 
 
#2___________________________________________ID#____________________________________ 

 
Diagnosis for Home Health (recent or exac. only)  
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
Services & Treatment ordered?     RN___  OT____  PT___  SPEECH___ 
 
Description of current problem: ____________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
 
Person Making Referral: ___________________________________     Phone: ______________________ 
 
 

Please call our office at 244-3661 to confirm fax referral. 
An Intake Coordinator will call you to complete the referral process. 

Thank you for choosing Home Health by Hale Makua! 


