
CROSSROADS HOUSE 
RESIDENT REFERRAL FORM 

 
PLEASE FAX THIS COMPLETED REFERRAL FORM TO 585-343-7517 

 
Date:  ___________________ 
 
Name of Resident:  _____________________ Date of Birth:  _______ Age:  _______ 
 
Home address:  ________________________ Current Placement:     ________________ 
   ________________________    ________________ 
   ________________________    ________________ 
 
Home Phone Number:  _____________ 
 
Terminal Diagnosis:  ___________________   Pt aware? _______   DNR in place? ________ 
   __________________ 
 
Prognosis:  __________ 
 
Physician:  _______________   
MD Phone:  ______________ 
MD Fax:  ________________ 
 
Has Patient been served previously by Hospice or HCR or VNA?  (Please circle one if appropriate) 
(Every Resident to be served at Crossroads House must choose from one of the three agencies listed above to provide the medical care 
case management)  
 
 
Medical History: 
 
 
 
 
 
 
 
General Information: 
 
 
 
 
 
 
Family Contact Person:  ________________ 
Relationship:  ___________ 
Phone:  ______________ 
 
Referring Individual/Agency:  ____________________  Phone:  _____________ 
 
 


