
PT ID stamp above (or Name/DOB/SSN # ALL REQUIRED)
SW Contact_________________ Phone________

Steps to a respite referral:

	* Mon-Fri:  1. Page Respite admitting nurse 731-3000 BEFORE completing referral form

	     7-5:30    2. Fax Referral Form + D/C Med Form(inpt) + ADL record (inpt) to Pioneer Square Clinic 521-1761 

	*  Weekends & Holidays 7-4:30: Page respite attending 731-3000 BEFORE completing referral form.


Referring Medical Provider

	Name:
	Pager/Phone:

	Hospital or Clinic:
	Service:


Medical Provider to Complete all Following Sections

	Admission Criteria – Check Boxes Below (must meet all criteria)

	Homeless
	
	
	Willing to see respite RN qd and can comply with medical recommendations
	

	Acute medical problem that would benefit from short-term respite care
	
	
	Behaviorally appropriate for group setting(including no known suicidal or assaultive risks)
	

	Independent in ADL’s including medication administration
	
	
	No intravascular lines
	

	Independent in mobility
	
	
	Does not require > 6 – week respite stay
	

	Continent of urine and feces
	
	
	Does not need SNF placement
	

	Medically stable
	
	
	Patient agrees to Respite admission
	

	Has not received benzodiazepines for alcohol withdrawal in past 24 hours
	
	
	Diabetics independent in witnessed glucometer and insulin use (if applicable) and have supplies
	


	Diagnosis requiring respite:________________________________________________________________

	Length of respite stay (projected):___________
	Interpreter language needed:_______________


	Last Vital Signs:
	T max______
	BP______
	HR______
	RR______
	RA O2 Sat___

	RA O2 sat with 250 ft ambulation (required for pts with acute/chronic pulmonary processes)__________


	Current & Past Medical Problem List
	Medication doses and schedule(or fax  D/C med form)

	
	

	
	

	
	

	
	

	
	

	
	


	ETOH:
	Yes
	No
	
	Allergies:__________
	Extremity
	Wt. Bearing

	H/O ETOH SZ:
	Yes
	No
	
	Diet:_______________
	RLE
	Full

	H/O DT’s:
	Yes
	No
	
	Psych DX:__________
	LLE
	WBAT

	Drugs:
	Yes
	No
	
	Psych F/U:__________
	RUE
	TTWB

	
	
	
	
	
	LUE
	NWB


Number of Wounds:__________
Wound Care Orders:___________________________________________________________

Special Treatments, monitoring, activity restrictions:_______________________________________________________

Private Room:  (For Hep A, Emesis, Diarrhea, Impetigo, Wheel chairs)         Yes           No

Follow up:______________________________________________________________________________________________________
Medical Provider Signature:__________________________________     Date:_______________

*Send pt with meds to last until follow up and 1 week supply of dressings*
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Medical Respite Referral Form





Men’s respite:  William Booth Center


811 Maynard Ave S. (Charles St Entrance)





Women’s Respite:  Angelines


2030 3rd Ave








