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H4 Medical Respite REFERRAL CHECKLIST & FORM 
H4 Medical Respite REFERRAL CHECKLIST
E-mail referrals to: admission@h4hawaii.org, then call 808-784-3831 within 24 hours
	Patient Name: _____________________________________________  Patient DOB: ________________
☐male   ☐female   ☐transgender                                                      ☐veteran   ☐non-veteran
Legal status:

	Referring Org/Hospital: __________________________________________________________________
Contact Name/Title:                                                                              Contact Number:



Please use this as your REFERRAL CHECKLIST; attach applicable notes and forms required for screening.  Mark “N/A” if not applicable.
☐  Facesheet
☐  History and Physical 
☐  Discharge Summary 
☐  Most recent Behavioral Health note 
☐  Most recent PT/OT notes or RN note documenting patient is independent with ALL ADLs 
☐  MAR for the past 48 hours 
☐  Patient to come with 30-day supply of medications (including stool softeners if on narcotics)
· 3-day supply of narcotics based on the patient’s use of narcotics in the last 24 hours
· patient is off any IV pain medicine for the past 24 hours
· for diabetic patients on insulin, patient to come with glucometer, strips, and lancets
☐  Most recent labs and applicable diagnostic reports
☐  Advanced Healthcare Directive
☐  POLST
For TB CLEARANCE:
	☐ Negative PPD reading or negative CXR
For COVID CLEARANCE:
☐  Negative Covid-19 swab 72 hours prior to discharge or Covid-19 cleared
For WOUND CARE patients:
☐  Most recent Wound Care Consult recommendations 
☐ For special equipment such as foleys or ostomies, include equipment information and supplier 
name/contact information
· patient to come with ONE week supply of dressings
Patient Name: ___________________________________________________  Patient DOB: ______________

For long-term IV ANTIBIOTIC treatment: 
☐  PICC line or saline lock information sheet
☐  Follow-up appointment scheduled with ID/appropriate provider
☐  IV orders sent to medical supplier

For DIABETIC patients:
☐  Last A1c 
☐  Last blood sugar level
For HEMODIALYSIS patients:
☐  HD sessions with dialysis clinic arranged 
☐  Follow-up appointment with nephrology or appropriate provider scheduled
For ANTI-COAGULATION THERAPY patients:
☐  Last INR if on warfarin
☐  Follow-up appointment scheduled for anti-coagulation therapy management
For patients requiring O2 SUPPLEMENT:
☐  Attach DME form
For METHADONE TREATMENT:
[bookmark: _GoBack]☐  Follow-up scheduled with methadone clinic












H4 Medical Respite REFERRAL FORM
Patient Name: ___________________________________________________  Patient DOB: ______________

Reason for Referral:___________________________________________________________________________
Diagnosis (es):_________________________________________________________________________________
Attending Physician/Contact #: __________________________________________________________________

Behavioral Health / Chemical Dependency Status:

 (
H4 Medical Respite
431 Kuwili St.
Honolulu, HI 96817
)	
 (
H4 
Punawai 
Medical Respite
431 Kuwili St.
Honolulu, HI  96817
)
1. 



2.  Current Mental Status:  A/Ox______________   Memory loss:  Short-term  Long-term  Both  N/A
3. 
4.  Behavioral Health History:  ___________________________________________________________________
5. 
6.  History of violent behavior?  NO  YES _______________________________________________________
4. History of suicidal behavior? NO  YES _______________________________________________________
5. History of substance abuse / chemical dependency?  NO  YES 
		Substance(s):_________________________________________________________________________
6. Drug Screen Results?  NEG   POS for _________________________________________________________
7. Compliant with medication? NO YES   
		If no, please explain: __________________________________________________________________
8. Current community Behavioral Health Provider:  ___________________________________________________
                                                                                            
Ability to Perform Activities of Daily Living (ADL’s) WITHOUT assistance:

1. Walk at least 30 feet?  YES  NO  	
2. Ambulatory aides NO  YES  Type: ______________________________________________________  	
      If yes, able to transfer independently?   YES  NO
3. Able to prep simple meals independently? YES NO    
4. Feeds self? YES  NO
5. Toilet self? YES  NO  	
6. Bathe self? YES  NO  
7. Maintain good hygiene? YES  NO
8.  Any communication barrier? (ex: language, hard of hearing) ______________________________________

Medical Condition: 

1. Positive PPD? YES NO Date read:______________ CXR date: __________ Results:  POS / NEG
2. Can self-administer & monitor own meds? YES  NO  
3. Adherent to all aspects of medical care?    YES  NO 
If no, please explain: _________________________________________________________________________
4. Other external appliances? YES  NO  
   If yes, able to manage independently?  YES  NO
5. Special diet requirements? _____________________________________________________________________


Other Comments: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 

Patient Name: ___________________________________________________  Patient DOB: ______________


Outpatient/Home Health Treatment Services:
Insurance:____________________________________________  Member #: _________________________
Service Coordinator:____________________________________ Contact #:____________________________

DME Vendor:_______________________________________________________________________
Contact person:__________________________________________ Contact #: _________________________

Pharmaceutical Vendor:______________________________________________________________________
Contact person:__________________________________________ Contact #: _________________________

Hemodialysis Clinic: ________________________________________________________________________  
Contact person: __________________________________________Contact #: _________________________

Medical Transport Company:  _________________________________________________________________
Contact person:__________________________________________  Contact #: _________________________

Follow-up Appointments:

1. Physician: _________________________________________  Office No#  ______________________                    Date/Time:  _________________________________________________________________________

2. Physician: _________________________________________  Office No#  ______________________                    Date/Time:  _________________________________________________________________________

3. Physician: _________________________________________  Office No#  ______________________                    Date/Time:  _________________________________________________________________________

4. Physician: _________________________________________  Office No#  ______________________                    Date/Time:  _________________________________________________________________________
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