
 
 

                  

                   United HomeCare Services 
                                                                                 CUSTOMER SERVICE/ADMISSION DEPARTMENT 

PHONE NUMBER 305-716-0710 
FAX NUMBER 305-639-3093                         

Community Service Referral 
 

Date of Referral: ________________ 

 

Referred by: Case Mgmt ________ Medicare ________ Home Health ________ Other_________________ 

 

Name of Case Mgr/ Referral Source: __________________________ Telephone: ______________________ 

 

Client’s Name: _________________________________________________ SS#____________________________ 

 

SEX:   FEMALE   OR   MALE  (CIRCLE ONE)       RACE: ________________ 

 

Client’s Address: _______________________________________________________________________________ 

 

Client’s D.O.B.: ____/_____/________ 

 

MEDICAID #:  ______________________________________ 

 

MEDICARE #:  ______________________________________ 

 

Contact Telephone: ________________________________ 

 

Client’s next of Kin or Caregiver Contact: _______________________________________________________ 

Relationship to Client: ___________________________ Lives With Client?    Yes   No 

Preferred Language:     ____ Spanish     ____ English    ____ Creole   ____ Other: _________________ 

 

Physician Name: ______________________________________  Telephone: _____________________________ 

Medicare Referral 

If skill services are needed, please submit Physician Order and Fact Sheet. 

Comments: 

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

8400 N.W. 33rd Street, Suite 400, Miami, FL  33122    customerservice@unitedhomecare.com 


