 Client Intake ___________________                      Date_______________


INTAKE DATE_________________________________BY____________________

                                                  Referral information

Agency REFERRAL __________________________  _                    PHONE #[_______]_________ __________

Referral  Contact Name______________________________._______ext.___________________bpt.______________

Address_________________________________________________office#__________________

City____________________State___________zip_______________Approval #_____________________________

Charges_contract rate_$__    _days____w/ends____ hourly / l/I       _dates of service_________________________

Approved _______hours x’s____days   for:   R.N.(     LPN (           aid_(___other(________________

Private Referral (_______another contact person(__

CONTACT PERSON______________________________________Phone # [____]_______-______________

Relationship to client________________________________________lives with  (  does not live (with client___

Work #______________________                                                           Ext. _                  ____ __________

Home #.________________________ cell #______________________other # _______________________
                          Billing information____________________diognosis code_________

Insurance Referral

Insurance Company___________________________________Phone #_________________  ext.#_    ______

Contact or Caseworker Name____________________________Phone #_____________         ext.#___     ___

Insured’s Name______________________________________Patient Name____________________________      

S/S #______________Date of birth___________AGE_______primary insurance(________MEDICARE______

Group plan #_________________________________________SECONDARY_BILL TO____________________________
Id #__________________POLICY #______________________ADDRESS_________________________________

Bill by Electronic:______paper_______Phone #_____________city __________________State_____zio_________

Approved for:_R.N._skilled care_                  Aid_custodial/personal care   supervsion of client
Assessment________hours_____                          Re-assess___________              ________   _   

Nursing visits_____________________________Homecare Aid Visit_____________________

Service date from______________to__________Service date from___________to__________

Other__________________________________________________________________________
Charges Quoted_$_______________________contract charges___________________________

R.N._____      L.P.N.____     _Aid____            live/in           other_                      _____________

Approval /Authorization 

Date____#__                            level____date from_______date to_  approved by ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Referral was from________________________

Client Name_______________________________ d/o/b                     _____age________phone #______________

Address____________________________________Private home ________________apt.__________________

City___________________                    __________State                                 _______zip__________________

Another contact person___________                      ____________________________ phone#______________

Name of other client in the same house:__________________ child_(__adult_(__geriatric_(________age___-
Lives with_____________________relationship other____________________ relationship __________

The Client is?     Alert(__confused(__forgetful(_possible abuse_(___neglect__(___safe(_mistreated(
Comments__________________________________________________________________________________

Are there animals in the home?_____________other concersn_______________________________________

Hours Requested

Hours__________________________________________   x’s days____________________________

Weekdays________________________________________weekends__________________________

Live/in ___________________________________________x’s days___________________________

Weekdays_________________________________________weekends__________________________
Primary Dx.________________________code______________2nd Dx._________________code____________

Social concern: drugs(_abuse(_reunite(_supervision(_visitation(_mental health issues(_client ( caregiver

Client Abilities:   OOB_(___   BR_(___   TOTAL CARE__(___  ASSIST__(___    TRANSFERS__(__

                              incontinent_(_____ diapers___(____foley___(____________

DME:__               W/C_(___CANE_(___WALKER_(__HOYER LIFT_(___BRACES__(___

Nursing  care:___stoma care_(__g/t_(__trach__(__foley care__(___dressing changes_(_

                              _o2____                                       nasal/vent____________________type_______________

Diet___special ________________________regular______g/t feeding________________________________

Primary Dr. Name____________________________________________Phone#_______________ext______

Address_______________________________________________alt.#__________________________      _

City ____________________state_____ zip                                   fax__________________________

Specialty______________________________________________________________________________

Consulting Dr. Name________________________________________Phone#_______________ext__________

Address_______________________________________________alt.#__________________________      _

City ____________________state_____ zip                                   fax__________________________

Specialty______________________________________________________________________________

Medications_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Case on hold________accepted_________Started___________________closed____        _

Discharged___________________date____________________by_____________________________

Expired______________________date____________________notified________________________

Transferred to________________________________________date_______________via________

