
Fisher House Referral Form 
A referral does NOT guarantee a room. 

Office: 270‐798‐8330  Cell: 270‐498‐1026       Fax: 270‐798‐8804 
Office Hours: Mon – Fri 800‐1630 

 

Case Mgr/Unit POC: _____________________________ Phone: _________________________ Date: ___________  

Patient’s Name: ____________________________________________ DOB: _______________ OIF/OEF: ________ 

Diagnosis: _____________________________________________________________________________ 

Patient Ward: _____________________________ Physician’s Phone/Pager: ________________________ 

Physician’s Name: _______________________________________________________________________ 

Sponsor’s Name: __________________________________________________________ Rank: ________________ 

SSN: _________________________ BCT: _______________________________ Unit: ________________________ 

Duty Phone: _________________________________ Home/Cell Phone: __________________________________ 

Home Address: _________________________________________________________________________________ 

City, ST Zip: _____________________________________________________ Email:_________________________ 

Individuals staying at the Fisher House: 

1. _________________________________________________________ name & relationship to patient 

2. _________________________________________________________ name & relationship to patient 

3. _________________________________________________________ name & relationship to patient 

Home Address: _________________________________________________________________________________ 

City: _____________________________________________________ State & Zip: __________________________ 

Home/Cell Phone:_________________________________________ Email: ________________________________ 

Does the family have special needs: ________________________________________________________________ 

Do family members have military ID: ____________________ Do they have transportation: ___________________ 

Are they here now: ___________ Expected date of arrival: ____________ Projected length of stay: _____________ 

Fisher House Staff only: 

Approved by: __________________________________________________________________________________ 

Room # ___________________ Check‐In Date: ______________________ Check‐Out Date: ___________________ 

Check‐in method:   in person  Unit POC    AOD     
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