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Bethel Shelters Discharge Referral Form
Referral Guidelines
Please complete this form in its entirety and submit it to Bethel Shelters once a patient has been identified as needing shelter services. If you have any questions, please contact Brooke Leaverette at bleaverette@bethelshelters.org.

Because bed availability is limited, please notify Bethel Shelters at least 3 days before the client’s discharge. Submission of this form does not guarantee placement. Do not discharge a patient until placement has been confirmed. Allow a reasonable time for referrals to be reviewed, as each referral must be staffed before acceptance. Once approved, a confirmation email will be sent with the date and time of the reserved bed. It is strongly recommended that the patient be discharged during weekday business hours (8:30 AM — 5:30 PM).
Referrals should only be submitted for individuals who are medically stable and able to independently complete activities of daily living (ADLs). Placement must be confirmed by the shelter prior to discharge.
Referral Information
Date of Referral: ____________________
Referring Agency 
Hospital/Agency Name: ____________________
Unit/Department: _________________________
Referring Staff Member: ____________________
Title: _________________________
Phone: ________________________
Email: _________________________
Client Information
Client Name: ____________________
Date of Birth: ____________________
Gender: _________________________	
Phone: __________________________
Last Permanent Address: _______________________________________________________
Emergency Contact: ____________________
Relationship: __________________________
Emergency Contact Phone: ________________________
Discharge Planning
Date Discharge Planning Began: ____________________
Client agrees to discharge? ☐ Yes ☐ No
Expected Discharge Date: __________ Time: __________
Transportation Arranged? ☐ Yes ☐ No
Transportation Details: _________________________________
Notes: ______________________________________________
Medical Information
Primary Diagnosis: ____________________________________
Current Medical Conditions:
____________________________________________________
Behavioral Health/Cognitive Status:
____________________________________________________
Mobility & ADLs
Mobility: ☐ Independent ☐ Cane ☐ Walker ☐ Wheelchair ☐ Prosthetic ☐ Other
Does the patient need any assistance with any of the tasks listed below?
Bathing ☐Y ☐N  
Dressing ☐Y ☐N  
Toileting ☐Y ☐N
Self-feeding ☐Y ☐N  
Medication Mgmt. ☐Y ☐N
Wound Care ☐Y ☐N  
Personal Hygiene ☐Y ☐N
Incontinence requiring supplies? ☐Y ☐N
Can manage belongings? ☐Y ☐N
Can perform light chores? ☐Y ☐N
Can walk one city block? ☐Y ☐N
Medications & Equipment
List medications, dosages, refills, oxygen/CPAP/supplies:
____________________________________________________________________________________________________________________________________________________________
Follow-Up Care
Primary Care Provider: ____________________
Appointments: ____________________
Preferred Pharmacy: ____________________ Zip Code: ☐ 29730 ☐ 29732 ☐ Other
Required Attachments
☐ Discharge Summary
☐ Medication List
☐ Prescriptions
☐ Treatment Plan
☐ Follow-up Appointments
☐ Wound Care Instructions
Bethel Shelters Use Only
Referral Received: __________
Reviewed By: __________
Disposition: ☐ Accepted ☐ Declined ☐ Pending
Comments: ____________________
Reserved Bed Date: __________ Arrival Time: __________
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