
 

 

2727 SE Alder St.  
Portland, OR 97214 

Ph 503-946-1061  
Fax 503-239-5062 

 
 

REFERRAL INFORMATION 
 

Program: Our House NHCP **Please fax completed referral sheet to 
503-239-5062     

 
Referral Source 

 
Contact Name:           Organization (if applicable):             

Email:            Phone:     Fax:       
                                      

Client Contact Information                           

Name:                      Phone:       

Address:       City:           State:     Zip:  

County:      DOB:      SS#:       Gender:  

Ethnicity/Race:      Primary Language:              

Emergency Contact Name:                Emergency Contact Phone:       

Emergency Contact Name:                Emergency Contact Phone:       
                                   

Provider Information                               

ID:  Organization:         Phone:      Fax:       

PCP:  Organization:         Phone:      Fax:       

Other:  Organization:         Phone:      Fax:       
*If there are additional medical providers please attach their contact information                      

Nurse:  Organization:         Phone:      Fax:       
Social                               
Worker:   Organization:          Phone:      Fax:       
ADS Screener                               
/Worker:   Organization:          Phone:      Fax:       

Other Community Service Providers (i.e.: Housing Case Manager):                      

Name:    Agency:         Phone:      Fax:       

Name:    Agency:         Phone:      Fax:       

Name:    Agency:          Phone:      Fax:       
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Our House | NHCP Referral Information (Continued)   
Insurance Information    *Please attach copies of Insurance Cards (front/back) 
 
☐ Medicaid   Plan Name:    __________________  Policy Number:  ___________________ 
☐ Medicare   Plan Name:    __________________  Policy Number:  ___________________ 
    ☐ A ☐ B ☐ C ☐ D 
☐ Kaiser   Plan Name:    __________________  Member Number:  _________________ 
☐ Healthshare  Plan Name:    __________________  Member Number:  _________________ 
 

        

Income Information        
Income Source:        Monthly Amount:  

Income Source:        Monthly Amount:  

Income Source:        Monthly Amount:  
           

Client Details           
Current/Prior Living Arrangements:        

            

            

             
 

Acuity Level/Care Needs:  
 
 
 
 
 
 
 
 

Co-morbidity Factors (dementia, mental health, addiction or other diseases/infection):  
 
 
 
 
 
 

Elopement/Wander Risk/Cognitive Function:  
 
 
 
 
 
 

Additional Notes:  
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