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Date ____/____/____ How did you hear about INhouse? _________________________________________________

Patient Last Name ________________________________ First Name _______________________________ MI_____ 

Primary Phone: ________________________Secondary Phone: ________________________Birth-date___/___/____
Street Address: _____________________________________________     City: _______________________________

State ________ Zip______________          Gender:  Male___ Female___           SSN: ________ - _______- _________

In case of an emergency, who should be notified? ___________________________________Phone ______________
Primary Insurance: ___________________________________ ID Number: __________________________________ 

Secondary Insurance: _________________________________ ID Number: __________________________________

Home Health Agency _______________________________Nurse _________________Phone___________________
Referring Agency/Individual: _______________________________________________ Phone: __________________
Reason for Referral: ______________________________________________________________________________
_______________________________________________________________________________________________
When was patient last seen by a provider and who was the provider? ________________________________________
Does patient have a POA or caregiver? _________________________________________Phone__________________

Controlled Substances? ___________________________________________________________________________

Is the patient out of medication? __________ If so, what medications: _______________________________________

Please attach demographic sheet, med list, and problem list if available.
Thank you for this referral!  We want to assure that this patient receives prompt and appropriate attention.
If there is any other information we need to know, please include: 
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Medical services you need….where you need them
INhouse Primary Care ● 5189 West 600 North ● McCordsville, IN 46055 ● 317-335-5189 ● 317-324-4073 fax

