
 
GUEST REFERRAL  
Phone: (406) 541-7646   Fax: (406) 541-7642   

                                 
 
 
 
Date of Referral: _____/_____/_____   Arrival Date: _____/_____/_____ 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Please fill in as completely as possible     

            

PARENT/GUARDIAN 

 

(1)__________________________   _____ 
Last Name                First           Initial 

 

(2)__________________________   _____ 

Last Name       First           Initial 

 

(1)_______________   (2)______________ 
Date of Birth                  Date of Birth  

 

Is guest/guardian over age of 18?  Y / N 

Is guest able to climb a flight of stairs?  Y / N 

 

 

Address (both street and box number) 

 

_______________ _____ ________ _________ 

City          State       Zip   County 

 

 

Phone Number(s) 

 

Relationship to Patient 

                                     _________   ________ 

# staying at RMH      Adults          Siblings 

 

 

 

  

PATIENT/CHILD 

 

______________________________ 

Name             
 

________________ 
Date of Birth   

       

    

Attending Physician 

 
Medicaid Eligible?  Y / N 

 

Medicaid Number: ______________________ 

 

Estimated Length of Stay?________________ 

Hospital/Unit 

 

 

Referred By           Telephone # 

 

Do you know if guest has stayed at the RMH 

Missoula before?  Y / N /  DNK 

If so when?_____________________________ 

 

 

 

  

NOTES 

 

 

 


