
 

 

 

 
 

Provider Referral for Mt Hood Hospice evaluation/admission  
 
  Evaluate for hospice appropr iateness                     Admit to Mt Hood Hospice 
 
 

From:  Date:   

 Physic ian ’s Name – Please P rin t    

Re:  

 Patient ’s Name Pat ient ’s Date o f Bi rth  

Diagnosis:   

Family Contact:   

  Name Rela t ionship  Phone 

Why Mt Hood Hospice now?  

 

This patient is showing evidence of decl ine as indicated by (mark al l  the apply):  

 Weight loss  Recurrent Infections  

 Coughing/Choking   Problems Ambulat ing  

 Increased Falls   Symptomatic dispite opt imal medica l therapy  

 Increased Confusion/Agitat ion   Other  

    

    
Physic ian  Signature  

 
Date  

Please FAX the following to Mt Hood Hospice @ 503-668-7951: 
 
       Face Sheet  
       Problem List  
       Medication List  
       Copy of last TWO Clinical Notes 
       Copy of POLST 


