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Nursing Facility Section Q Referral Form
Please complete this form for each referral
The referrals must be made in writing utilizing this form and sent to the SUA as an email attachment to the following email address: MDS-Q.REFERRALS@state.or.us MacroButton "FollowLink" 
.
	Nursing Facility Information:   

	Nursing Facility Name:
	     

	City and County:
	

	Date of Referral:
	

	Resident Information: 

	Name:
	   

	
	First Name                     Middle Initial                          Last Name

	Mailing Address:
(if different than NF) 
	

	Date of Admission:
	Street Address                     City                          State           Zip 

	
	

	Resident’s RN / Care Manager:
	

	RN / Care Manager’s phone number/email:
	

	Payer Source:

	Medicare?
	 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No                                               

	Medicaid?
	 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No                                               

	Other payer source? (Please specify)
	 FORMCHECKBOX 
 Both Medicare and Medicaid  

	
	 FORMCHECKBOX 
 Other: 


