
PFRC Navigation Program
Support Call Assignment 

Patient Number:  Phone Number (H) 

Patient Name:  Phone Number (C) 

Next Sched. Appt:  Call Target Date: 

AD On File:   CCSP Provider: 

Nurse Navigator: 

 Diagnosis: 

 DOB: 

 County: 

My Chart Active:

Provider:   Social Worker: 

• Distress Score (1-10)

• Home Safety Issues   (Yes)  (No) 

• Unaddressed Symptom/Side Effects  

• Refer to CCSP for Distress

• Refer to Beacon Program

• Declined Intervention for Distress

• Declined Beacon Referral

• Instructed to Contact Medical Team

Disease Resources COVID Education Foundation Stipend Financial Navigation 

Nutrition Needs Dietitian Referral Food Insecurities Lodging Assistance 

Transportation Information Gas Card Program My Chart Education My Chart Sign-Up 

Advance Directive Education Advance Directive Referral Pharmacy/Medications Pharmacy Financial 

CCSP Services Education PFRC Education PFRC Number Given After Hours Number Given 

Caregiver Support Caregiver Support Group Emotional Support 

List Referrals Made, Referrals Needed and Issues Discussed 

Date Call Completed: Time Spent on Call in Minutes Submit 

 Name: Follow-up Call Needed? 

Expected Date of Call Back: 

Patient Summary 

Personal Patient Information 

Barrier Assessment 

Interventions: Actions Provided 

Yes Yes 

(No)(Yes)

(Yes) (No)

No No
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