ACCLAIN HOME
EALTHE

ACCLAIM HOME HEALTHCARE

Patient Referral

Physician Name

S0C

Physician Phone #

Office Contact: Specialty:
Last Name First Name Middle In.
Street Address @ SS#
O
City State C) Medicare #

Patient Phone #

Diagnosis:

@ Date of Birth
PHYSICIAN ORDER FQ@ & SERVICES
R\

Zip&’
/

O\
N\ A g
R
02 Q'
Date of Onset: .
ate of Onse & %

Physical Therapy Evaluation

Skills Required: E illed Nursing Evaluation

Occupational Therapy Evaluation
Speech Therapy Evaluation

Aide Services

New or Changed Medications:

Allergies:

Specific Orders:

Physician Signature

Date



Payer Source:

Referral Form

Scheduled Initial Visit Date:

Referral Date: 50C Date:

Last Name First Name Middle Intial Medicare Number
Street Address Medicaid Number
City

Phone Number

Date of Birth A

State Zip Cod@ SS#
O
e Sex

Medical Record #

Referral Source

Race/Marital Status

Primary Language

I
\M Ins@Type

Episode Timing V
- Early - Lat% GrQ:

- Unknown @

Authorization #:

Emergency Contact:

Name: N S

Address: M Y o
5

Relation:

Visits Authorized:

Phone Number:

=

Physician Ordering Home Health Services:

Name: Address:
Address:

Phone: Phone:

Fax: .

Upin: Contact Person:
NP1:

Secondary Physician Name of Insured:
Name:

Address: DOB:

Phone: Social Security #:
Fax:

Upin:

NP1:

Employer Name:




Past History: [ CHF [ Diabetes [ COPD [ Arthritis

History of Hospitalization or E.R. Visits in the Past 12 Months:  Yes or No
If yes, when, why:

History of falls:  Yes or No
If yes, when, why:

Does Pt. have a wound? Yes or No
Where is the wound?

IV: Yes or No @

Labs: r~

Oxygen: Yes or No @

Physician Order for the Home Care Services: “

A k\
N\ )
)

*

Additional Comments: $

N
Primary and Secondary Diagnosis:
1. Discipline Ordered: SN/ Aide / PT/ OT / ST/ MSW
2.
3, Name of S/U RN/PT:
4, Name of Facility:
5. Reason for Stay:
6. Date From: To:
7.
Name of Nurse Accepting Orders:
Signature of Nurse Accepting Orders: Date:

Case Manager Assigned: Data Entry Clerk Initials:




ALLSTAR HOME HEALTH CARE, INC.

PAYOR SOURCE: INITIAL VISIT:
REFERRAL DATE: SOC DATE:
PATIENT REFERRAL
Last Name: First: Mi: Medicare #:
Address: (Number, Apt, ekc) Medicaid #:
City, State, Zip: Social Security:
Phone #: Date Of Birth: Age: Sex: Allergies:
Name and address of respansible person: MR #: Race: Language:
Relation:
MaritalfStatas: M D s
Phene #:

Last'Bate Seen by Physician:

Coordinator or Group:

Name?

Physician Ordering Home Care Services

Physician orders for Home Care Services:

Address:

Phone:

Fax:

Upin:

Secondary Physician:

Phone #:
Primary and Secondary Diagnosis/Drates: Name of In-patient Discipline(s):
Facility: Ovrdered by Physician for
1. Home Health Services:
From:
2. SN:
Ta:
3. HHA:
Reason for In-patient
4. Facility Sfay: PT:
Referral Source:
Surgical Procedures: Dates: MSW:
Pharmacy Name: OTHER:
Phone #:
Name of nurse accepting orders:
Signature: Date/Time:

Admission Nurse:




AMNA Healthcare Services, Inc.
14160 Palmetto Frontage Rd. #10
Miami Lakes, FL 33016
Tel: 305.818.9797 Fax: 305.818.9897
www.amnahealthcare.com

License No. HHA299992374

Patient Referral SOC
Physician Name Physician Phone #
Office Contact: Specialty:
Last Name First Name Middle In.
Street Address SS#
City State Zipcode Medicare #
/ /
Patient Phone # Date of Birth

PHYSICIAN ORDER EGR\HOMEHEALTH SERVICES

Diagnosis:

Date of Onset:

Skills Required: Skilled Nursing Evaluation
Physical Therapy Evaluation
Occupational Therapy Evaluation
Speech Therapy Evaluation
Aide Services

New or Changed Medications:

Allergies:

Specific Orders:

Physician Signature Date



PATIENT REFERRAL

REFERRAL DATE SOC DATE: / /
LAST NAME FIRST NAME M MEDICARE #
STREET ADDRESS MEDICAID #
CITY STATE ZIP CODE SS¢
PHONE NUMBER DATE OF BIRTH ALF HOME MR
PRIMARY LANGUAGE: SEX:
PHYSICIAN ORDERING HOME HEAL TH §ERVICES:
NAME:
ADDRESS:
PHONE:
FAX:
UPIN#:
SECONDARY PHYSICIAN: NAME:
PHONE NUMBER:

PHYSICIAN ORDERS FOR HOME CARE SERVICES:
DISCIPLINE ORDERED: SN HHA PT MSW RN

LPN
NAME OF FACILITY: PT
REASCN FOR STAY: oT
DATE FROM: TO HHA

NAME OF NURSE ACCEPTING ORDERS:

SIGNATURE OF NURSE ACCEPTING ORDERS:

DATE:




[Fi’ care force, inc.

REFERRAL FORM

"Home Health Rgency™
REFERRAL DATE: SOC DATE: NEW PREVIOUS ____
PATIENT NAME: DOB: SSH
Address: Apt: Marital Status: M S D W Religion:
City: State:_ Zip: Race: B W S O N Sex: M F
Phone: EMERGENCY CONTACT:
DIRECTIONS: Address:
Phone:
Relationship:
Hurricane Alert 1 2 3 OTHER OTHER:

Evacuation Form needed?

REFERRAL SOURCE:

PRIMARY AND/OR CONSULTING PHYSICIANS

Phone: 1
MOST RECENT FACILITY: Address:
Phone: Phone: Spec:
Admit Date: Discharge Date: 2

Address?
NAME OF ATTENDING PHYSICIAN Ehote: Spec:
Name: 3
Address: Addfess:
Phone#: Faxd#: Rhone: Spec:
Specialty:

ONSET DATE EXACERBATION DATE

PRIMARY DX:
Diagnosis #2:
Diagnosis #3:
Diagnosis #4-
SURGICAL PROCEDURES:
1,
2.
TREATMENT ORDER:
OMEDICARE# SN:
O MEDICAID# LPN:
OWORK COMP PT:
O CTHERINSURANCE: PTA:

OT/ST:

MSW.

AIDE:

LABS:

COORDINATOR SIGNATURE:

DATE:




FOLLOW-UP REPORT

VITAL SIGNS: TEMP: HR: RESP: DIET: ALLERGIES:
B/P: (L) (R) SITTING/STANDING/LYING
O | O O
MENTAL STATUS: forgetful confused  disoriented  OTHER
HEIGHT WEIGHT LIVES WITH
LUNGS: 02
CARDIOVASCULAR:

NEUROCLOGICAL:

MUSCULOSKELETAL: ASSISTIVE DEVICE:
ENDOCRINE: INSULIN/ORAL
GENITOURINARY': FOLEY:
GASTROINTESTINAL: PEG/ING
INTEGUMENTARY:

WOUND CARE:

HOSPITAL/MD INFORMATION:

PAST MEDICAL HISTORY:

ADDITIONAL INFO:

MEDICATIONS:

PHARMACY:

LAST MD APPT:

NEXT MID APPT:

SUPERVISOR/DATE:




PATIENT REFERRAL INFORMATION

PATIENT NAME:

PATIENT ADDRESS:

TELEPHONE: S@

L 4
DATE OF BIRTH: f)@
DOES PATIENT HAVE ANOTHER AGENCY?" @ YEN@NO

MEDICAID: .Q @EDICAF{E
DOCTOR'’S NAME: $ E

DOCTOR'S TELEPHONF:@

DIAGNOSIS:

HHA NAME:

DOCTOR’S SIGNATURE:




Referral Date:
Referral Source:

Source of Admission
Code:
Advance Direct:

CLP Home Health Service, Corp.

Admission Nurse:

Team #:
Hurricane Cat.:

Type of Visit:

Medicare #: SOC Date: MR#:
Medicaid #: R/T Date: Rec. Date: [ ]Admission [ ]High Tech
[ ]Reinstatement [ ] Psych
Patient Name, Address, Tel. Sext[ [M [ ]F Caregiverand/or Emergency Contact = 0 o o0 0 om0
DOB: / / Living with Patient
Language: Name:
Religion: Relation:
Diet: Work Phone:
Pager:
Not Living With Patient Primary Caregiver:
ALF Name: Name:
Type of License: [ ] Standard [] Other: Relation:
Last MD Visit: Last MD Contact: Work Phone:
Reason: Pager:
Other Agencies Involved In Care:
Phone: Service:
Hospital: From: To:
Hospital: From: To: Principal Dx: O/E Date:
Hospital: To: Secondary Dx:
SurgicalDx:
AIDE: FQ: Hx of:
MSW: FQ:
ST/OT: FQ:
MD ORDE!

SN [ Skflled Assess/Obs [ ] Instruction®y Pisease/Diet/Meds (circle) [ ] Instructions of procedure:

[ JFoley/Suprapubic Catheter Ghahge | ] Injection Administration | | Wound/Ulcer Care [ ] IV Therapy

Aide
PT

[ ] Personal Care [ | ADL Assistance [ | Light Housekeeping Chores

[ ]Eval [ ] Strengthening Exercises [ ] Balance/Training Exercises [ | Gait Training ([ ] See Therapy Care Plan)

MSW [ ] Assess Social/Emot. Factors [ ] Assess Home/Finan. Situation [ ] Counseling [ ] Long-term Plan (ALF/N Home Placement)

ST/OT [ ] Evaluation [ ] See Care Plan
Additional Orders (Including B/P and BS Parameters):

Signature of Nurse Obtaining Verbal Orders:

Date:

Orders read back and verified by:

Date:

Physician Giving Verbal Orders:

Address: Phone: MD Signature:
Fax:
Upin: Date:




CLP Home Health Service, Corp.

PATIENT NAME: MR#: DATE:
Vi8S MENTAL STATUS | DIET EQUIPMENT AT HOME SUPPLIES
T- Alert [ ]Low Salt [ ]Hosp Bed [ 1BsC [ 14X 4 Gauze
AP- Forgetful [ ]Low Fat [ ]Air Mattress [ ] Cane [ ] Conf. Bandage
RP- Oriented: T PL P [ INCS [ ] Walker [ ] Crutches [ ] Syringes
R- Disoriented [ 1] Rengureed [ JW/C [ 1SAN [ ] Paper tape
B/P- Occ. Confused []1G [ ]Glucose Meter [ ] O2Conc. [ ]Gloves
Height- Anxious Fluld Restrlctlon [ ] Sharp Box [ ]1O2 Portable [ ]Foley Supplies
Weight- Depressed [ ]Feeding Pump [ ] Suction Machine [ 11V Supplies
CARDIO/RESPIRATORY SYSTEMS GI/GU SYSTEMS
R Lung [ ]Clear [ ]Decreased [ ]Rales [ ] Wheezing ABDOMEN: [ ]Soft [ 1BSX 4 QUADS Last BM:
LTung: [ [Clear [ ]|Decreased [ |Rales [ ] Wheezing APPETITE: [ ] Bowel Incontinence
Cough: [ |None [ |Dry [ ]Productive GT Feedings:
Sputum: Thin/thick color: Amount: 5 M L Water:
SOB: [ INever [ ] AMB=20Ft/ Stairs Urine Color: Voids:
[ 1 MOD exertion (dressing, AMB<20 Ft) [ ]Bladder Incont. [ ] Wears Diapers
[ ]MIN exertion (eating, talking) [ ]Last Foley Change: Size:
[ TAT REST (day & night): Other
OZ:[ JNo [ ] L/min N/C [ ]Cont [ Jpm ENDOCRINE
SAN: [ |No MED: Freq: [ ] Diabetic X yis  On Insulin X yrs
DME: [ ] Meter: Last BS: FR
Peripheral Pulses: Present X [ ]Strong [ ] Weak Who tests B
Edema: Who administess TNS:
[ ]Pacemaker [ ] Vascular Access: PT Unabla
Other: PCG\Unable:
INTEGUMENTARY SYSTEM NEURO/MUSCOLOSKELETAL/HOMEBOUND
[ ]Skin warm/dry [ |Pale [ | Turgor: P/F/G b TBedfastglingble to AMB or be up in chair
#] £ 3 #4 | T Non ANMBIchatr fast/unable to wheel self
Type [ ] NomMAMB;, Chair fast/able to wheel self
Location [ JAMB. ®fie person assist/SUPV at all times
Size [& Réquires device to walk/human SUPV
Amount Drainage [ (| adeépendent [ ] Holds on to walls/furniture
Color Drainage [ TLeg cramps [ ]J ROM: Gait:
Staples/Stitches
Necrotic Pain:
Onset Homebound:
MEDS FUNCTIONAL LIMITATIONS ACTIVITIES PERMITTED
Amputation SCD CBR PWB
INC ENDURANCE BR cBRP NWE
CONTRACTUR AMBULATION | BED TO CHAIR  FWB
SOB  EXERT HOH UP AS TOL
BEDRIDDEN SPEECH BEDRIDDEN
OTHER: EXER. PRESC.
DEVICE:
Inst. Given:
Pharmacy:
Phone:
Comments:

Signature:




g D&N Home Health Services, Inc.

Patient Referral

Payor Source: Scheduled Sign Up Date:
Referral Date: 5.0.C. Date:
Last Name First Name M.L Medicare Number
Street Address Medicaid Number
City State Zip Code Private Insurance Number
Phone Number Date of Birth SogiahSecurity Number
Responsible Persons:
Narme:
Address: Age &Sex Race/Marital Status
Relation: MediCal Record # Primary Language
Phone #:
Referfal/Source Last MD Visit
Physician Orders for Home Health Services: Ph¥sician Ordering Home Health Services:
0 SN to assess / evaluate all systems with efiphasis Narre:
on: Address:
o SN to monitor vital signs, instruct gMdisease Phone: Fax
process, new/changed meds: License #: Upin &
o SN to provide wound care:
Secondary Physician:
Name:
00 3N to monitor BSL & administer insulin: Address:
0 3N to: Phone: Fax:

Comments/Special Instructions:

O HHA 1o assist with personal care & ADL's

d Physical Therapy to evaluate & develop HE.P.:

Physical & Secondary Diagnosis: Disciplines Ordered: SN HHA PT OT MSWRD
1. 4, S/U Nurse:

2. 5. inpatient Facility Name:

3. 6. Inpatient Dates: o

Name of Nurse Accepting Orders: Case Manager Assigned:

Signature of Nurse Accepting Orders: Date:

intake Coordinator Signature:




REFERRAL FORM
D -%@ DD Realth Fome Care, Tuc.

3485 West Flagler St. Suite 500
Miami, FI 33135
Ph: (305) 541-1909
Fax: (305) 541-1920

Medicare and Medicaid Certified Home Health Agency
Lincese No.: HHA22078096

Referral Source: MD MSW Hospital
(D/C Care)
Patient Info: Name:
Address:
Phone:
DOB: Social Sec. #:
Emergency Contact
Insurance Info: Medicare Medicaid
Private Pay Private Ins
Other
MD Info: Name Phone #
Address Fax #
ME# UPIN #

Home care orders with gpecific diagnoses as follows:

MD Signature with date Date:

Person obtaining report




%FAMILY HEALTH CARE, CORP.

PATIENT REFERRAL

Payor Source:

Initial Visit Date:

Referral Date: SOC Date:

Last Name First Name Middle Initial Medicare Number

Street Address Medicaid Number

City State Zip Code Private Insurance Number

Phone Number Date of Birth Age and Sex Race/Marriage Status

Responsible Persons:

Name:

Medical Record Number Primary Language

Address:

Relation:

Phone Number:

Referral Source Last MD Visit

Physictan Orderipg/Home Health Services:

Physician Orders for Home Care Services:

Name:
Address;

Rhgne
Fay'
Upin:

Secondary Physician:

Name:
Phone Number:

Primary and Secondary Diagnosis & Dates

oo

Pharmacy Name:

Phone Number:

Name of Nurse Accepting Orders:

Signature of Nurse Accepting Orders:

Discipline Ordered: SN HHA PT MSW
Other:
Name of Facility:
Reason for Stay:
Date From; To:
Date:




Sori,

L

£y ::‘i:"“\ Florida National Home Health Care Inc.
+y?4,

INTAKE/ REFERRAL FORM
O Admitted [JNo Admitted
Referral Date: SOC: DORB:
Patient name: Sex: [ Female 0 Male
Address: Phone:
Primary Caregiver: Phone:
Relationship: Lives with patient; g‘ﬂ No
Physician Name: P@@
Primary Insurance: IDATN ¢
Secondary Insurance: @&
Diagnosis (s) (related to home care admission): f\ %‘

2 D

Currently active with another HHA/Hospi&s N ithin past 60 daysJYes [ONo
Referral Source/Contact: Phone:

Physician Orders: $ ¢~
[ 9 \
\ s

SERVICESREQUESTED (Check all that apply)

SKILLED Frequency & Duration (if know)

O RN/LPN OPT 00T
OST OMSW (0 HH Aide
U Other

STAFF ASSIGNED (if know)

S/UP RN: F/UP SN: AIDE:
PT/OT: OTHER:

Referral Information Taken by: Date:




MR #

Admission Status: New Admission

Patient’s Name:

re, Inc.

Referral Date:

Readmit

Address:

Zip: ph:

Travel directions:

DOB: Ss#: MC #:é\

»
MA #: Other Ins. Info: C)O
Case Referred by: %’Tiﬂe:
Hospital/Institution: @a‘[e: s D/C
Principal Dx: \6 a %
Secondary Dx: 6\ \Q

> N
Meds: Q
QT C
A )
MD Verbal Order: A&
)

Order received by: Name/Title:
Emergency contact: Relation to Pt:
Ph #:
Referring MD: ph:
Address: Zip: Upin:
Staff Assigned
Admission Nurse: Aide:
SN: PT/OT/ST:

MSW:






