COOL CREEK
FAMILY HEALTH

ED Care Referral Form (pg 1 of 2)

Patient Information

Full Name:

Date of Birth:

Phone Number:
Email Address:

Clinical Summary

1. Primary reason for referral:

340 N Rangeline Rd.
Carmel, IN 46032

Phone: (317) 663-9932

Fax: (317) 735-7525

Referring Provider Information

Name:

Role (Dietitian/Therapist):

Phone/Email:
Email Address:

1 Medical clearance [ Medical monitoring [1Concern for medical instability

[ Other:

2. Diagnosis (if applicable):

3. Current eating disorder behaviors observed (check all that apply):

1 Restriction [1Bingeing [ Purging (vomiting/laxatives)

[0 Excessive exercise [ Other:

4. Recent weight changes or concerns:

5. Signs of medical instability (check all that apply):

[ Dizziness/fainting [ Bradycardia [1Amenorrhea [GI distress

O Cold intolerance [ Other:




ED Care Referral Form (pg 2 of 2)

6. Psychiatric comorbidities (if known):

1 Depression [Anxiety OPTSD OOOCD [ Other:

7. History of higher level of care?

1 Yes (please specify): LINo

8. Current treatment team members (if known):

Therapist: Dietitian:

Other:

9. Any urgent concerns or red flags?

Psychiatrist:

10. Additional notes or goals for medical care:

11. Does the patient have health insurance?
INo

1 Yes (please specify):

Company:

Policy:

Group:

Signature of Referring Provider:

Date:

Please fax completed form to Cool Creek Family Health at (317) 735-7525



