Project Freedom Referral Form
Date

Referring Organization:

Organization Address:

City, State, ZIP:

Referral contact:

Telephone: Fax:

Email:

Client Name:

Client Address:

Contact Person:

Relationship:

Phone:

Type of disability:

Has referring organization determined financial need? Yes No
Does the patient have medical insurance to cover a patient lift? Yes No

Has the referring organization made candidate aware of
Project Freedom? Yes No

How long has referring organization worked with the patient?

Fax completed form to (734) 264-0726

The documents in this facsimile may contain confidential health information that is privileged and legally protected from disclosure by the Health
Insurance Portability and Accountability Act (HIPAA). This information is intended only for the use of the individual or entity named. If you are not the
intended recipient , you are hereby notified that reading, disseminating, disclosing, copying, acting upon or otherwise using the information contained in
this facsimile is strictly prohibited. If you have received this information in error, please notify the sender immediately at the number listed above and
destroy this facsimile.



