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770 W. Granada Blvd. Suite 304

Ormond Beach, FL. 32174

Telephone: (386) 671-2138
(800) 404-1133

Fax: (386) 615-4186
Doctor’s Office
Hospice Referral Form

Doctor’s Office___________________________________________________________
Patient: _________________________________________________________________

DOB: ___________________________
SSN _____________________________

Order: Consult Florida Hospital HospiceCare, evaluate patient, and admit to hospice 
services if appropriate for the following diagnosis:


Terminal Diagnosis: _________________________________________________

· Use standing orders for pain and symptom management

· Specific Orders/Instructions: _______________________________________
______________________________________________________________________________________________________________________________


Referring Physician Signature: ______________________________________________
Signature: __________________________________
Date: ___________________



                (Staff Member)
Will you be following this patient while on Hospice ( YES  (  NO
If No, our Medical Director will assume the responsibility.

Would you like to be informed of your patient’s status:
( Weekly     ( Monthly     ( Bi-Monthly     ( At time of Death only
Please fax copies of most recent 
History and Physical and Patient’s Demographic (face sheet) with this form
The Hospice admissions office will contact the physician’s office with a time the nurse will be meeting with the patient/family and to confirm referral had been received.
Thank you for allowing 
Florida Hospital HospiceCare 
to provide services to your patients and their families.
