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A Medical Respite Center Serving Southwest Suburban Cook County

The Summit Service Center offers acute and post-
acute medical care for homeless persons who are
too ill or vulnerable to recover from a physical
illness or injury on the streets, but do not qualify
for further hospitalization, rehabilitation services
or nursing home care.

Welcoming patients with the following needs:
Wound care; use of crutches or wheelchairs or
walkers; and PICC line medical care.

Not able to take: two-person transfers; wound
vacs; those needing assistance with ADLs;
unmanaged severe mental health needs; and
those with a history of violent behavior.

Also offering:
e On-site weekly medical care
e Coordination with external healthcare
providers

Please contact Stephanie Evans
- — A at Evans@beds-plus.org
- \HBeE Direct line: 708-580-4881

| y with your inquiries
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For Referrals Call Director of Emergency Services, Stephanie Evans at 708-580-4881

Referral screening every Monday-Friday 9am-5pm

1. Call Director of Emergency Services BEFORE completing the referral form at 708-580-4881to discuss patient eligibility for Medical Respite.
Provider complete referral form and referral source ROI. Email form to: evans@beds-plus.org

Incomplete referrals will not be accepted.

Director of Emergency Services will contact Referral Staff after reviewing referral information with Nurse Care Manager.
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Additional information will be requested.

PATIENT INFORMATION REFERRAL INFORMATION

Patient Name: Referral Source:
DOB: Referral Staff:
Insurance Carrier: Phone Number:

Phone Number:

Email:

Gender:

Pronouns:

Preferred Language:

Code Status:

HOMELESS STATUS INCOME & SUPPORTS
Where did the client sleep the night before the hospital/clinic/ED visit? Does the client have income?
[]Yes [ ]No

Is this the client’s first time homeless?
[]Yes []No

Does the client have significant ties (e.g., address on their ID, check stub

If yes, source? Monthly Amount:

from employment in the area, or children enrolled in local schools)?

[]Yes [ ]No

If so, what suburb?

REASON FOR REFERRAL

Hospital Admitting Diagnosis: Has the client had a fever in the last 24 hours?
[]Yes [ ]No
Negative Covid-19 test within 24 hours of admission to medical respite?
[]Yes [ ]No

Discharge Disposition:
Client’s Date of Hospital Admission:

Estimated Date of Discharge:

Acute Medical Need/Reason for Referral:
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MEDICAL NEEDS

Discharge Instructions: Do any of the following conditions apply?
(printed instructions from treating professionals may be attached) [ JHIV

[] Hepatitis C

[] Diabetes

] Hypertension

[] Seizure Disorder

] Drug or Alcohol Abuse
[] Infectious Disease

Medications: Is the client on methadone or other MAT?

[]Yes [ INo

Is the client able to manage the following basic living skills

without assistance?

Showering/Hygiene [JYes []No

Dressing Themselves []Yes [ ]No

+  Manage Bowels/Bladder [JYes [ ]No

Does the client have a psychiatric history . Take Medicine as Prescribed [ Yes []No
(regardless of current presenting need)? Feeding Themselves [ Yes []No
[ves LINo Change Medical Dressings [JYes []No
If yes, please provide mare information: Manage Medical Supplies [ Yes []No
Able to get in and out of chair or bed []Yes [ ]No

+  Able to ambulate with or without assistive device[ | Yes [ ] No

If no to any of the above, how will the client need assistance?

Has the client had confrontation or negative interaction with staff

or other consumers?

[]Yes [ ]No
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