	Local Contact Agency (LCA) Referral Form

	Resident’s Name:___________________________________________________      Facility Referral Date: ______________________
Discharge Planner: _______________________________________________________________  Phone:_______________________
Facility Name & Address:___________________________________________________________  Fax:________________________


	Resident Information:

	Date of birth:__________________________       Age:_________                                               Gender:   FORMCHECKBOX 
 Male     FORMCHECKBOX 
 Female
Marital Status:    FORMCHECKBOX 
 Single         FORMCHECKBOX 
 Married         FORMCHECKBOX 
 Widowed         FORMCHECKBOX 
 Divorced/Separated

 FORMCHECKBOX 
 Hearing Impairment    FORMCHECKBOX 
 Vision Impairment                     Hospice Services:    FORMCHECKBOX 
 Y     FORMCHECKBOX 
 N   Is the resident a veteran?    FORMCHECKBOX 
 Y     FORMCHECKBOX 
 N
Primary Medical Diagnoses: ______________________________________________________________________________________________
ADL/IADL/Other Needs Identified by Facility:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is the resident currently receiving any therapy services:    FORMCHECKBOX 
 Y     FORMCHECKBOX 
 N   If yes, name the service/s and payment source:
______________________________________________________________________________________________________________________
In which community does the resident wish to live upon discharge? __________________________________________________________

List individuals the resident wishes to have participate in the LCA meeting.  Include contact phone number/s.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________

Payment Source: __________________________________  Responsible Party: __________________________________________


	Family/Caregiver Information:

	Name: ________________________________________________________Relationship: __________________________________

Address: _______________________________________________________________ Phone Number: _______________________

Legal Representative/s: __________________________________________   FORMCHECKBOX 
 Healthcare POA      FORMCHECKBOX 
 Financial POA      FORMCHECKBOX 
 Guardian
Address:  _______________________________________________________________  Phone Number: ______________________



	LCA Action Taken:    (To be completed by the LCA.)

	Date LCA Referral Received: ___________ Date LCA contacted Nursing Facility:_________  Date of Visit:_______________________
Summary of Visit:_____________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

Resident Signature:__________________________________________________________________  Date:____________________
LCA Signature:______________________________________________________________________  Date:____________________
Name of Discharge Planner Notified of Outcome: __________________________________________ Date:____________________



(CONTACT INFORMATION FOR LOCAL CONTACT AGENCY)


DISTRIBUTION by LCA:      Original - LCA     Copy – Resident    Copy – Nursing Facility






