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	324 Grove Street, Suite 11 Worcester, MA 01605
Phone: 508-740-4806 or
1-833-728-7809
Fax: 1-833-728-7809
 
	   AFC REFERRAL FORM



This form may be completed by a member or their representative. Information obtained on this form will be used to verify member eligibility for services. We will contact the member directly to discuss our services.

Section 1: Member Information

Last Name: ___________________________ First Name____________________ Middle Initial___________
DOB _________/__________/__________ Gender ______________________ Phone: __________________
Address _________________________________City ____________________ State_______ Zip___________
Emergency Contact: _______________________Relationship to Patient: ____________ Phone __________
Address: _________________________________City ____________________ State_______ Zip___________
Legal Guardian (if any): ________________________________________ Phone: _______________________ 
Address _________________________________City ____________________ State_______ Zip___________
Language(s) Spoken: ___English ____Spanish    ______ Other (Specify) ____________
Services Patient is receiving: GAFC  AFC  PCA  Adult Day Care  Other ___________________________

Section 2: Member Insurance

Payer Name__________________________________ Member ID Number _____________________________
Payer Name__________________________________ Member ID Number _____________________________

Section 3: Physician Contact Information

Doctor’s Name: ____________________________________ NPI Number: ___________________________
Phone: __________________________________________ Fax: ___________________________________ 
Address _________________________________City____________________State_______Zip__________
Section 4: Name and Contact of Referral
Provide the name and contact information of the person completing this form. If the member is signing, please have them sign this release of information form as well.
Completed By _____________________________ Title/Role _____________________ Date _____________
Member Signature _____________________________ Date _____________________________
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