. 10940 White Rock Rd. Suite 210
L Rancho Cordova, CA 95670
Advanced Patient Referral Form (916)250-1737
Wound Care www.awcs.health

& SOLUTIONS

Date
Name:
Address: DOB:
Phone Number:
Primary Insurance: Secondary Insurance:
Policy ID# Policy ID#
WOUNDLOCATION Approximate date of onset of wound(s):

REASON FOR REFERRAL:

O New wound Second O Difficulty transporting to clinic,

o Existing wound o Other:

O debridement

l
]
U Current wound diagnosis & ICD-10 code:

PN <I_5L>

.
Please mark area associated with wound(s) [

PRIOR TREATMENT/MANAGEMENT:

(O Ankle-Brachial (O Negative Pressure (O Compression (O Debridement () Dressing
Index/Vascular Studies Wound Therapy/ VAC
O Offloading device O Hyperbaric Oxygen O Wound Biopsy O Antibiotics O Culture and Sensitivity

REFERRING CONTACT INFORMATION
[ ] Physician [ |Discharge Planner [ |Nursing Home [ |Nurse Practitioner

[ JHome Health | |Hospice [ |RCFE [ ]Other:

Physician/Agency Name: Contact Phone:

Please send a copy of insurance cards, recent medical records with any recent lab
tests/imaging results and medication list.

Please Fax Completed Forms to (916)415-3613



http://voice.google.com/calls?a=nc,%2B12622286225
http://voice.google.com/calls?a=nc,%2B19162501737
http://voice.google.com/calls?a=nc,%2B19162501737
http://voice.google.com/calls?a=nc,%2B19162501737
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