
Nursing Facility Transition Program Referral Form 
Fax to 603-410-6598 

GSIL NF Transition Referral Form – rev 9/28/11 

 

Name: ___________________________________    Email Address: ____________________________ 
 
Address: _________________________________     Date of Birth: __________  Age: _____ 
         
_________________________________________    Social Security #______________ 
 
City: ________________________  ST: ___  ZIP: __________    
 
Primary Telephone #: ________________  Secondary Telephone #________________ 
 
 
Court Appointed Guardian?   Yes    No     If yes, please provide the following information: 
 
Name of Guardian:  ____________________________ Guardian Telephone #: ________________ 
 

 
 

Name of Facility: ___________________________________ Date of Admission: ___________ 
 
Facility Address: _______________________________________________________________________ 
 
Facility Contact Person: __________________________ Contact Telephone#: __________________ 
 

 
Type of Disability(s) and/or Medical Diagnosis: 
                                                                                                                                                              
                                                                                                                                                              
                                                                                                                                                               
 

Primary Language: __________________________               Requires Interpreter: Yes    No  
 
Type of Interpreter: _________________________________ (Foreign Language or Sign Language) 
 

 
Housing Status (Check all that apply) 
 
Own Home   Needs Housing    Application for housing submitted     
 
Other  _________________________________   
 

 
Insurance and Benefit Information (Check all that apply) 
 

Medicare      SSI     Private Ins        
 

Medicaid      SSDI    V.A. Benefits     
 

 
Referral Completed By: _______________________ Date: __________  Telephone#: _______________ 
 
 
Signature: _____________________________________  
 
Additional Comments/Notes: 
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