	Request To:  PHCHC
 
	HOME HEALTH                        SERVICES REQUEST

- Please print clearly-
	DATE home care to start:

	Phone No:                  

278-4068
	
	Fax No.
279-5490

	Patient Name:         


	DOB:  


	Phone:



	Street                                                                                           Town                                    Zip


	Visit at:                                                                                                                                                         Phone:



	FAMILY CONTACT:                                                                                                                         



	Insurance Name and Number:  



	Secondary Insurance and Number:


	Primary Diagnosis:  


	Recent Surgery: 

	Secondary Diagnosis: 


	Surgery Date:  



	Treatment Ordered
	MOST RECENT

	
	
	Temp:

	
	
	BP:

	
	
	P:                           R:

	
	
	Ht:                          Wt:

	
	
	Hgb/Hct

	
	
	Other

	Medication 

Or attach list
	Dose
	Frequency
	
	Dose
	Frequency

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Allergies: 

	Functional Limitations
	Mental Status
	Activities Permitted

	(Amputation
(Speech

(Vision
	( Paralysis

( Hearing
	( Oriented

( Depressed

( Overanxious

( Confused
	( Ambulation

( Needs Guarding

( OOB

( Stairs



	Diet:  ( Regular   ( Other (Specify)     ( Diet Teaching Needed

 
	Weight Bearing Status

( Full   ( Partial  ( None

( Left   ( Right

	Services Required:   ( Skilled      ( Physical       ( Occup.       ( Speech      ( HHA      ( PCA       ( MSW       ( Other________________________

                                      Nursing       Therapy           Therapy        Therapy       



	Prognosis:   ( Good     ( Fair     ( Guarded     ( Poor        

      
	Diagnosis Known by:  ( Patient     ( Family

	Physician’s Certificate:  I certify that the above Home Health Services are required and authorized by me.  This patient is under my care, 

( is  ( is not essentially homebound, and is in need of intermittent skilled services for _______________( weeks  ( months.

	Physician signature:

                          __________________________________
	Physician’s printed name:

                                  _______________________________________



	MD Phone:


	MD Fax:


                                                                                                                                                             1/14/2010               

