
 

 

 

 
Palliative Care Referral 

 
Patient Demographics 
 

Name DOB 
  

 
 
Referring Information  
 

Referral Reason (check any that apply) Eligible diagnosis Insurance Accepted 
o Symptom Management 

 
o Goals of Care 

 
o Advance Care Planning  

 
o Family Support and Education 

 

o Cancer 
 

o Heart Failure 
 

o COPD 
 

o Multiple complex medical 
conditions 

o Medicare (Regular) 
 

o Medicaid 
 

o BCBS (with 
exceptions) 

 
Additional Comments, Patient Accommodations and Specic Needs:  

 
Provider Signature:  ___________________________________ Date: ___________________ 
 
Provider Name (printed): ___________________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
Please include face sheet and fax to PIHC: (406) 549-8970 


