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Referral Information – To be filled out by an acceptable healthcare provider.
(Please print clearly)
	Last Name:


	First Name:                                                     Middle:
	Date of Referral:

	Mailing Address:
	City, State:
	Postal Code:

	Patient Contact Phone Number:
	E-Mail address (if avallable):
	Patient Date of Birth:



	Referring Healthcare Provider (can be a - social worker, nurse or physician):
Print:                                                          Signature:
	Healthcare Provider Contact Phone Number:

	Diagnosis / Date of Diagnosis:
	Treatment Facility:
	Treating Physician:


	Need for assistance:
	Lodging:
	Travel:
	Medicine:
	Other:



	Urgency for assistance:


2 – 3 days:                                   2 – 3 weeks:


Scott’s Wish is an all volunteer non-profit, registered 501-c-3 public service organization. The mission of Scott’s Wish is to charitably assist patients, patients’ families and/or other individuals with the cost of travel, lodging and any and all other expenses necessary for treatment and care of those persons suffering from devastating illnesses.

	Comments:




Patient Consent (HIPAA): I explained Scott’s Wish services to this patient, who agreed with the disclosure of this information to Scott’s Wish for the purposes of applicable follow up.
Patient Signature:


       (Relation to Patient)


Date:
If patient is a minor, signature of parent or guardian is required.
