FISHER HOUSE REFERRAL FORM
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Today’s date:  __________________


Date room needed at the Fisher House:  ____________________________________

Approximate length of stay at the Fisher House:  _____________________________________

Patient’s name: ___________________________________________________________
Inpatient/Outpatient        Ward/Clinic:_____________________ VSI _______ SI ________
Diagnosis:  __________________________________________________________________
Is this a result of:   OIF/OND/OEF           Training Accident             Other: _________________

Sponsor’s Name:  __________________________________________________________ 

Rank: ________ Branch of Service: _________ Status: active_________ retired____________

Fort Lewis (local) contact number: ________________________Unit_____________________

Unit Supervisor and contact number:_______________________________________________

Family members staying at the Fisher House:
Is the family on any form of travel orders?  Yes_____  No______  
*** date of birth only if under the age of 18
Name_____________________________ Relationship: ________________DOB________

Name_____________________________ Relationship: ________________DOB________

Home phone _________________________ Cell phone: ______________________________

Home address: __________________________________City:________________________

State: _________________ Zip: _____________ Miles: ____________ Mngr: ______

Have any prospective guests had recent exposure to an infectious disease or contagious illness, which might compromise an individual with a lowered immune system?  Yes_____ No_____

Does the family have special needs? ____________________________________________
Will the family need transportation? ____________________________________________


Referral Agent: _____________________Contact number:_______________

 
Inpatient/Outpatient        Ward/Clinic:_____________________ VSI _______ SI ________


Diagnosis:  _________________________________________________________�_______


Is this a result of:   OIF/OEF:______  Training Accident: _______ Other: ________________








Fisher House Staff Only:


DD 2870 Received: ________Verified By: ________________________ Expires:________________


Approved By: _____________________________________________________________________


Room Number: _________________ Check In: ______________ Check Out: ____________________


Notes: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
























































 























	
















































































































































































Office: 253-964-9283 ext. 10
Office Hours: Mon – Fri 0900-1600
Fax: 253-968-3619

