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EMS Fall Assessment Referral Fax Form

#1 Patient Name 



_________________________________    DOB___________________


Last
First
                           Address 
_______________________________________________   Phone _________________
Physician Name ____________________________________________________________

#2  Briefly describe the fall  

Was client transported to the ER?  










_______

___________

_________________________________________________________________________________________________

 #3  Client assessment   (check the appropriate boxes) 









#4  Obtain authorization for notification of physician, and referral to fall prevention  services       

         (Referrals are made based on the EMS Needs Assessment completed in section 3.  All information is confidential and HIPAA guidelines in place.)

I,  





give permission to notify my physician, and for referral to fall prevention services.















_____

        Client Signature/Person Responsible 

Date

#5  FAX TO  Nevada County Department of Social Services at (530) 274-3264













___________              Person and Agency Completing Form 

                                                         Phone Number

***************************  OFFICE USE ONLY  ***************************

Referral made to: 

PCP: 

Staff initials and date:

Rev. 3/07

