Escambia We Care

: : Telephone: 850.484.5082
A Volunteer Medical Community Progrom For. 850 484 5153

8390 N. Palafox Street
Pensacola, Florida 32534

PUBLIC HEALTH We Care Physician Referral

Please Print-COMPLETE ALL BLANKS

Patient's Name Date of Birth Social Security Number
Address Telephone Number (No long distance numbers accepted)
City, State, Zip Code Cell Phone Number (No long distance numbers accepted)

Mailing Address - If Different From Residence

Address City State Zip Code

Referred By:

Physician’s Name Office Contact Person
Address Telephone Number
City, State, Zip Code Fax Number

Reason for Referral:

O Self referral
O Specialty Patient Referred To:

Reason for the Referral:

O urgent

Specialists may refer patients to We Care and continue providing their care. No backup documentation is required for a
specialty physician “self-referral”. If this is a physician self-referral, please check the box above marked “self referral.”

Back-up documentation enclosed, if not a self-referral (please check):

Recent Progress Notes ______RecentLab Results __________ Recent Radiology Results — Other

Referring Physician’s Signature Date

This referral form, along with appropriate documentation may be faxed to 850.484.5153 and/or
mailed to the We Care office:

Escambia County Health Department

We Care Program

8390 N. Palafox Street

Pensacola, Florida 32534




390 N. Palafox Street
ensacola, Florida 32534

Escambia We Care

A Volunteer Medical Community Progrom

Telephone: 850.484.5082
Fax: 850.484.5153

Please Print-COMPLETE ALL BLANKS

We Care Patient Questionnaire

Patient's Name Date of Birth

Please complete the following:

Social Security Number

Have you been living in Escambia County, Florida for the last consecutive six months? Yes No
If you answered NO, you are NOT eligible for We Care services at this time.
Are you a parent with a child under 18 years of age who lives with you? Yes No
Are you pregnant? Yes No
If you answered YES, to any of the above, STOP here.
You may be eligible for Medically Needy or Medicaid.
How many family members live with you? Please give their names and ages:
Name Age Name Age
Name Age Name Age
Please list your monthly gross FAMILY income (before any taxes are taken out) and the SOURCE of income.
Are you covered by any type of health insurance? Yes No
Will you have coverage anytime in the near future? Yes No
Have you applied for SSI, SSA disability or Medicaid? Yes No
If you answered yes:
Date applied
Status:
Are you waiting for a hearing? Yes No
If you answered yes:
Date of hearing:
Have you seen a physician for the medical problem for which you are being referred? Yes No
Did your physician do any tests or treatments? Yes No

If you answered yes:

What test or treatment was given?

Facility where tests or treatments were done:

| certify that the above is true and correct to the best of my knowledge and belief.

Patient’s Signature

Date



