| To: Long Term Care Authority of Tulsa | & S Date: / /

| | From: Agency:
| l | Your Name
Your Phone #: Your Fax #:

Intake Referral s . -
Form FAX918-583-0426

Please obfain the consumer’s permission before submitting this referral.

Agency Name

Consumer’s Name: Date of Birth: / /
Social Security Number: Zip Code:

County of Residence: Phone Number: ( )

Is the consumer currently in a hospital, nursing facility, or rehab? U YesU No

What type of service(s) is the consumer requesting?:

If y&s, please efer consume

Does the consumer have an active Medicaid number?: Q) YesU NO|,'f> poase 2t cons
Does the consumer have Medicare or Social Security Disability?d Yes L No  [ofice.

What is the consumer’'s marital status? Qsingle dmarried Qseparated Qwidowed Qdivorced Qunsure

s the consumer aware of this referral? U YesU No
Can the consumer participate in a phone interview? U YesU No
If yes, can they be reached at the number above? U YesU No

If No, please provide a contact person’s name:
Their relationship to consumer:
Daytime Phone Number: ( ) Other #:

Additional Comments:

MUnless you hear

\ from _
\ P?g‘;se consider ihis

referral as prooessed. u

\

\ tact the
|lease conia

\\ ‘zoensumer for ALL

Thank you

LTCA Intake Unit




