
 Advanced Wound Care Referral

Referral Source  ________________________________________________ Contact ____________________________ Phone ___________________________

Current Home Care/Nursing Home Manager  ______________________________________________________________________________________

*Patient Full Name  _____________________________________________________________________________________________________________________ 

*DOB ____________________________________*Medicare#/MBI __________________________________________________________________________

*Address (of care provision) ________________________________________________________________________________________________________

*Emergency Contact  ______________________________________________________________________   *Phone_______________________________

*Wound Measurements ______________________________________________________________________________________________________

*Primary Reason for Referral ______________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________

*Healthcare practitioner who will oversee wound care services____________________________________________________________

Criteria
• Wound MUST be LARGER than 2cm x 2cm 
• Open wound
• Not infected
• Chronic wound that has failed at least 4+ weeks of conventional treatment

Additional orders or information about the patient you would like us to know in order to provide excellent care.

Healthcare Practitioner signature and credentials ____________________________________________________________________________

Print name _______________________________________________________________________________ Date ______________________________________

Patient Information  (*required field)

Orders

Requested Information: Please include these documents to ensure a safe patient transition
•  Recent clinical notes, H&P, labs
•  Current Medication List
•  Most recent assessment of wound/primary reason for referral
•  Dimensions of wound

Please submit your completed form by email (RFHPAfax@restorefirsthealth.com) or FAX (610) 840-0528.  
Contact number: (610) 379-2904


