“"—'1:— FAMILY HOME CARE

Ordering Provider

allll

Office Contact

Phone Number

Phone: 407-401-9146 | Fax: 407-517-4860 Rep Name
PLEASE COMPLETE DEMOGRAPHIC INFORMATION BELOW OR SIMPLY COMPLETE PATIENT NAME AND FAX DEMOGRAPHIC
E:u% Patient Last Name: Patient First Name:
Address: City: Zip:
Phone: DOB:
Medicare/Insurance Name: Medicare / Insurance ID #:
-] ™. HOME HEALTH [Check discipline(s) needed below]

. SKILLED NURSING

Evaluation & Treatment [] Psychiatric Nursing [] Diabetic Care
[[] Medication Education/Management [[] Patient/Family Education of Disease Process [J Catheter Care
[] Nutritional Support [] Home Safety & Emergency Education [ 1 Ostomy Care
[] COPD Care [] CHF Care ‘Wound Care

. PHYSICAL THERAPY

[l Gait/Transfer Training [] Establish Home Exercise Program [] Fall Prevention/Safety
[] Balance Training [] Safe And Effective Use of Adaptive/Assist Device [] Pain Management

[] Orthopedic Services [ 1 Vestibular Rehab [J Cardiovascular Rehab
[] Neurological Rehab Lymphedema Therapy

. OCCUPATIONAL THERAPY

[] Self-Care Management Training [] Task Segmentation Training

[] Work Simplification Training [[] Energy Conservation Techniques

I speecH THERAPY

[] Speech Dysphasia Treatment [] Language Processing

[] Dysphagia Treatment [[] Teach/Develop Communication System

Il vepicaL sociaL services

[J Community Resource Planning/Outreach  [] Crisis Intervention  [] Long-Range Planning [] Psychosocial Assessment

[l Home HEALTH AlDE

[] Bathing And ADL Assistance

Physician Orders and/or Special Requests:

Diagnosis:

Physician/Provider Signature and Credentials: Date:

Physician/Provider Name (Printed):

[ ] PLEASE ATTACH VISIT, ENCOUNTER, AND /OR FACE TO FACE.

Privacy Notice: This c ication form is 1 ded only for the addressee(s) Ifyou are not the intended recipient, do not use, forward, copy or print this message or its attachments: please notify sender and delete
HIPAA Notice: Do not send or receive unencrypted or non-secured email messages containing Protected Health Information (PHI) as defined by HIPAA law Please use fax or phone for correspondence
containing PHI

AHCA License #299993988
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