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Providence Program of All-Inclusive Care for the Elderly (PACE) Referral Form
Updated: April 21, 2026
Referral information
1. To refer a potential ElderPlace Participant, please complete this form and fax it to 503-215-7985 or e-mail to paceorinfo@providence.org  – Subject: PACE Referral 
2. Along with the referral form please fax/e-mail the SDS 002N 
3. A PACE Eligibility Representative will contact the individual or identified contact person to explain the program and answer questions. If the person meets the eligibility criteria and is interested in our program they will be contacted by an Enrollment Coordinator. 
4. If you or your client has questions at any time during this process, call us at 503-215-6556 or e-mail us at paceorinfo@providence.org 
[bookmark: _Toc203988458][bookmark: _Toc184028956]Your information
Your name:  Click or tap here to enter text. 
E-mail: Click or tap here to enter text. 
Phone number: Click or tap here to enter text. 
Branch number: Click or tap here to enter text. 
County: Click or tap here to enter text.
Client information
Name: Click or tap here to enter text. 
Identified gender: Click or tap here to enter text. 
Date of birth: Click or tap here to enter text. 
Social security number: Click or tap here to enter text.
Address (Street, City, State, Zip): Click or tap here to enter text. 
Phone number.: Click or tap here to enter text. 
Email: Click or tap here to enter text. 
Current living situation: Click or tap here to enter text. 
Medicaid number: Click or tap here to enter text. 
Medicare number: Click or tap here to enter text. 
Service Priority Level: Click or tap here to enter text. 
Financially eligible: Click or tap here to enter text.
ALF level: Click or tap here to enter text. 
Residential Care Facility/Adult Foster Home tier: Click or tap here to enter text. 
Rate exception: Click or tap here to enter text. 
Exception amount: Click or tap here to enter text. 
In-home hours & agency name: Click or tap here to enter text. 
Liability amount: Click or tap here to enter text. 
Reason for requesting PACE: Click or tap here to enter text. 
Reason for add-on/special Needs/additional notes: Click or tap here to enter text.
Has the referral been discussed with the client? Click or tap here to enter text.

Contact information (if not the client)
Primary contact: Click or tap here to enter text. 
Relationship to client: Click or tap here to enter text. 
POA Health Care  ☐		POA financial  ☐ 
Phone number: Click or tap here to enter text. 
Email: Click or tap here to enter text.
You can get this document in other languages, large print, braille or a format you prefer free of charge. Contact the Aging and People with Disabilities at apd.ltss@odhs.oregon.gov or 503-945-5600. We accept all relay calls. 
[image: Oregon Department of Human Services logo]
Aging and People with Disabilties
Medicaid Services and Supports
500 Summer St. NE, E-10
Salem, OR 97301-1076
503-945-5600
odhs.info@odhs.oregon.gov 
www.oregon.gov/odhs 


image1.png
OREGON DEPARTME[\IT OF
Human Services

Aging and People with Disabilities





image2.tiff




