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PATIENT INFORMATION 

Patient’s Name: Date: 

Address: City, State, Zip: 

Home Phone: Cell Phone: 

SS#: DOB: 

Medicare #: Mcd#: 

Insurance: Policy #: Group: 

Secondary Contact: Relationship: Phone: 

Please fax patient demographic sheet or complete information above 
Patient Diagnosis: ___________________________________          Allergies: _______________________________ 

Ordering Physician:  __________________________________         Phone: _________________________________ 

Office Contact: ______________________________________         Hx of:  CHF   Diabetes    Pressure ulcer 

Has pt received influenza vaccine?   Yes   No           Has pt received pneumococcal vaccine?    Yes   No 

 
 Only complete if patient will be going to DIFFERENT address other than their own: 

    Name: ___________________________________________        Relation: ________________________________ 
 
    Address: _________________________________________         Phone: __________________________________ 

SERVICES REQUESTED 

 

Home Health Skilled Services:      Pharmacy Information: 

    RN – Skilled Nursing          Please specify supplying pharmacy: ________________________ 
    PT –Physical Therapy     
    SLP- Speech/Language Pathology Therapy                 Anaphylactic kit ordered-type: ____________________________ 
Home Health Services Below – must be secondary to above Venus Access Device: 
    OT – Occupational Therapy      PICC Line  Type:    
    MSW – Social Services      Peripheral 
    HHA-Home Health Aide      Tunneled CVC              Type: ____________________ 
            Acute/Temporary CVC 
   Height: __________  Weight: ___________    InfusaPort Will InfusaPort need to be accessed 
                      for homecare needs?   Yes   No 
Infusion or Enteral Therapy Information:    Other ________________________________________ 
   Is the first dose being administered in the home?   Yes   No Date Inserted: ___________________________________ 

Next dose date/time: ______________________________  

 Enteral     Route:   Bolus    Pump 

 
Physician Signature: _________________________________________________  Date: ___________________________ 
 
 

CONFIDENTIALITY NOTICE 
The documents accompanying this telecopy transmission may contain confidential information belonging to the sender that is legally privileged.  This 
information is intended only for the use of the individual or entity named above.  The authorized recipient of this information is prohibited from to any 
other party required to destroy the information after its stated need as been fulfilled.  If you are not the intended recipient, you are hereby notified that 
any disclosure, copying, distribution, or action taken in reliance on the contents in these documents is strictly prohibited.  If you have received this 
telecopy in error, please notify the sender immediately to arrange for return or disposal of these documents. 

HOME HEALTH FAX 
614-840-2800 

Referral Phone Line:  614-566-0222   


