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REQUEST FOT TRANSFER FROM ANOTHER AGENCY 

 

 

 

Patient Name: _______________________________           MR#: __________________ 

 

Medicare #: ___________________________         Other Insurance: ______________________ 

 

 

Name of Other Home Care Agency: ________________________________________________ 

 

 

I, ________________________________ am requesting to transfer from ___________________ 

 

 ___________________to Sphinx Home Health Care, effective ____ / ____ / _______. 
 

 

I understand that my insurance will no longer pay the former agency effective from the date mentioned 

above and that they will no longer provide me with Home Health Care services. Sphinx Home Health 

Care will now be my Home Care provider and will bill my insurance on my behalf for all covered 

services. 

 

 

 

Patient Signature: ___________________________________ Date: ____ / ____ / ______ 

 

Staff Signature: _____________________________________  Date: ____ / ____ / ______ 

 


