Referral Form
Please fill out in its entirety
Here are some helpful hints:
· Date room needed at the Fisher House: Date the family will need lodging

· Approximate length of stay: Can be unknown. Please try to give a time frame if at all possible.

· Patient’s Name: Name of person receiving treatment.

· Inpatient/Outpatient: Please circle.

· Ward/Clinic: If inpatient – the ward (floor) they are on. If outpatient – main clinic they are seen at.

· VSI/SI: Classification they receive at the hospital by a doctor. Is located in their medical records. 

· Diagnosis: The reason the patient is being seen at the medical facility.

· Is this a result of: (Please circle) OIF/OEF – Operation Iraqi Freedom / Operation Enduring Freedom ; Training Accident; Other (Please specify)

· Sponsor’s Name: Name of military member that is the sponsor of the patient (if they are different)

· Rank: Please use grade (E1-E9, WO1-4, O1-O9). Must include even if retired.

· Branch of Service: Branch of military service (Army, Navy, Air Force, Coast Guard, Marines)

· Status: Please check

· Local Contact Number: Number where the sponsor can be reached while in the Fort Lewis Area.

· Unit: Unit where the sponsor is serving. Must be the original unit the sponsor was serving with at time of injury (not WTB – please note if currently assigned to WTB)

· Unit Supervisor: Direct line supervisor name and contact number

· Travel Orders: Please indicate if the family is on travel orders

· Family Member Names: Include all family members that will need a room at the Fisher House. Their relationship is to the patient.

· Phone Numbers: Please indicate which number is the best to reach the family members at.

· Address: Please fill out complete address (street, city, state, and zip code)

· Exposure to illness: Because of the nature of the guests of the Fisher House it is very important for us to know if any family members are sick. Illnesses being brought into the house could have serious consequences for other families. Let us know if you are being exposed to any sort of contagious illness.

· Special Needs:  Include any special needs of the family members (wheelchairs/difficulty with stairs, small children, etc…).

· Transportation: Fisher House will provide transportation to those who need it.

· Referral Agent: The name of the person submitting the referral
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Please fill out:
Blocks 1-5
Block 6
· The medical facility where you are being treated.

Block 9
· This is the date your treatment began. 
Block 10
· You may choose to put a date. Action complete means it will expire after you are no longer a patient at the medical center. 
Block 11
· Needs to be signed by the patient. If signed by someone else they must have a valid Power of Attorney. Please print the name after the signature if it is not legible.
Block 12
· Only if not the patient.
Block 13
· Today’s date
