
Intake Form 

Covering Hands  

Home Care, LLC 
2323 South 109th St Suite 
200A, West Allis, WI 53227
O) 414 249 4152
F) 414 252-0018

 Private Pay

 3rd Party Payer

 Other

 New Admit

 Other 

Referral Source______________ 

Ref Phone: _________________ 

Referral Date________________ 

SOC_______________________ 

Info taken by________________ 

C
li

en
t 

In
fo

Name (Last, First): 

________________________________________________________________________________________________ 

DOB______________________________ SSN: ______________________________ 

Age__________ Sex: ___________Lives With: _________________________________________________________ 

Primary Language: ________________________________________________________________________________ 

Address: ______________________________________________ City: _____________________________________ 

State: __________________Zip: __________ Phone: _________________________ 

Emergency Contact: 

Name: ___________________________________Relationship: __________________________________________ 

Address: __________________________________________________    City: ______________________________ 

State: __________________________Zip: ______________________ Phone: _______________________________ 

B
il

li
n

g

□3rd Party Payer #  Effective Dates Subscriber: 

 Private Pay Admit: _____________________Reject: ________________ 

Reason 

H
is

to
ry

/A
g

en
cy

Previous/Current Agency: _____________________________________Phone: ________________________________ 

Past surgery(s): ___________________________________________________________________________________ 

Allergies: ________________________________________________________________________________________ 

Diagnosis: 

S
er

v
ic

es
 R

eq
u

e
st

ed  PCW

 HMKR

 COMPANION

 Other

Referred by
____________________

Services Requested (Specify discipline, frequency/duration) 

 Dressing

 Meals

 Oral

 Shaving

 Bathroom

Assistance

 Light House 

Keeping

 Skin Care

 Splint/Braces

 Hygiene

 Hair Care

 Laundry

 Nail Care

 Transfers

 Positioning

 Bathing

 Mobility

 Other

 

 Walker

 Wheelchair

 Cane

 Crutches

ADL’s 

 Independent

 Dependent 

M
ed

ic
a

l Primary care Physician 

Name: _______________________________Phone: _______________________ Fax: __________________________ 

Address: _______________________________________________City: ____________________State: _____ ZIP:
Pharmacy name: __________________________________________ 

M
is

c.
 Mental: __________________________________________________________________________________________ 

Diet: ____________________________________________________________________________________________ 

Hearing/Vision/Speech: _________________________________________________________________ 

                                                                                   Below this for Office use only 
Client or Client’s representative Name/Signature 

Name: ________________________________Signature: __________________________Date: _______________________ 

Covering Hands Home Care Representative Name/Signature 

Name: ______________________________Signature: ____________________________Date: _______________________ 

PCW/HMKR/Companion: _______________________________ Phone: ___________________________ EMP ID: 
Address: _______________________________________ City: ______________________  State: WI Zip Coode: ___________

MRN:_____________


	Text1: 
	Text6: 
	Text7: 
	Text8: 
	Text3: 
	Text5: 
	Text9: 
	Text11: 
	Text12: 
	Text14: 
	Text17: 
	Text18: 
	Text19: 
	Text484: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text10: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text13: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text39: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text487: 
	Text53: 
	Text60: 
	Check Box462: Off
	Check Box463: Off
	Check Box464: Off
	Check Box465: Off
	Check Box466: Off
	Check Box467: Off
	Check Box468: Off
	Check Box469: Off
	Check Box470: Off
	Check Box471: Off
	Check Box472: Off
	Check Box473: Off
	Check Box474: Off
	Check Box475: Off
	Check Box476: Off
	Check Box477: Off
	Check Box478: Off
	Check Box479: Off
	Check Box480: Off
	Check Box481: Off
	Check Box482: Off
	Check Box483: Off
	Check Box484: Off
	Check Box485: Off
	Check Box486: Off
	Check Box487: Off
	Check Box488: Off
	Check Box489: Off
	Check Box490: Off
	Check Box491: Off
	Check Box492: Off
	Check Box493: Off
	Text497: 
	Text498: 
	Check Box1: Off
	Check Box2: Off
	Text58: 
	Text99: 
	Text4: 
	Text98: 


