Health Management, Inc. Referral for Home Health Services

6856 Eastemn Avenue NW Suite 376 Meare SKN PCA Meaid
j;_‘:;ig';g';';fﬁ ]21']["2 RN Assigned Referral Date
Fax (202) $29-9192 sSocC
=T e —_
Patient Name: 2. Facility/Hospital:
Address: Referred By:
{Including Zip) Phone:
Temp Address: Hosp Adm Date:
(Including Zip) Discharge Date:
Phone:
Known te HML:
S5# DOE: Age: Sex: HE
Wit: Marital Status: S{ ) M({ } W( ) D( ) Race
Allergies
Responsible Care Giver/Significant Other/Emergency Contact
{Friend, Meighbor, Relative, efc.): Relationship:
Address:
Phone: Home: Work:

Mental Status:

Living Arrangements:

Insurance Infa:

Insured Mame:

Medicare: Cther:

Medicaid: Eligible:;

Diagnosis: Ichg Date Onset Evaluate/Exacerbation
Primary:
Secondary;
Surgical Procedure:

Pertinent Medical Info:

Medications:

Diet: Treatment / Lab:

Wound Care Orders: Equipment at Home:

Other Companies in Home:

Physician Responsible for Md F/LL

Physician Giving Orders:

RM receiving orders:

Services ordered:

Personal Care Aide ___ Home Health Aide
Oceup. Therapy Speech Therapy
(Reason/Meed) {Reason/Meed)

Skilled Nursing ___

(Reason/Meed)

Social Worker

(Reason/Mead)

F'h_nne:

Phone:

Licensed checked:

Physical Therapy
{Reason/Need)
Mutrition Therapy
(Reason/Mead)

—_—



HOME HEALTH DIVISION
6856 Eastern Ave, NW., Suite 376
Washington, DC 20012
Fax: (202) 829-9192
Telephone: (202) 829-1111

CONFIDENTIAL FAX COVER SHEET

HMI HOME HEALTH
Confidentiality Statement for Facsimile Transmissions

The documents in this facsimile transmission may contain confidential health information
that is privileged and legally protected from disclosure by the Health Insurance
Portability and Accountability Act (HIPAA). This information is intended only for the
use of the individual or entity named above. If you are not the intended recipient, you
are hareby notified that reading, disseminating, disclosing, distributing, copying, acting
upon or otherwise using the information contained in this facsimile is strictly prohibited.
If you have received this information in error, please notify the sender immediately at
202-829-1111 and destroy this facsimile.
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FAX #

FROM:
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IF YOU DO NOT RECEIVE ALL PAGES, PLEASJE CALL 202-829-1111
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