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Concierge Nursing Client Intake Form
Thank you for choosing Bucks Med LLC. This form helps us understand your upcoming/after care procedure or service needs, medical history, home environment, and care preferences so we can prepare a safe, attentive, and personalized nurse concierge experience.
Please complete all applicable sections before your scheduled service.
Client Information
	Today’s Date  
	

	Full Name
	

	Date of Birth
	

	Phone Number
	

	Email Address
	

	Address
	

	Preferred Contact Method
	☐ Phone ☐ Email ☐ Text

	Height
	

	Weight
	


Surgery or Service Information
	Date and Time of Surgery or Service
	

	Planned Surgery, Procedure, or Service
	

	Surgery Center, Hospital, or Service Location
	

	Surgeon or Ordering Provider
	

	Primary Reason for Nurse Concierge Support
	

	Requested Start Date and Time
	

	Expected Duration of Care
	



Emergency Contacts
	Emergency Contact 1: Name and Relationship
	

	Emergency Contact 1: Phone Number
	

	Emergency Contact 2: Name and Relationship
	

	Emergency Contact 2: Phone Number
	



Medical History
	Previous Surgeries
	

	Previous Illnesses
	

	Current Medical Conditions
	

	Current Medications and Supplements, Including Dosages
	

	Preferred Pharmacy Name and Address
	

	Allergies to Medications
	☐ Yes ☐ No If yes, please list: ________________________

	Other Allergies
	

	Assistive Devices Used
	☐ Walker ☐ Cane ☐ Hearing Aid ☐ Other: ________________________

	Special Instructions from Provider
	



Medical Background
	Primary Diagnoses
	

	Recent Hospitalization in Last 30 Days
	☐ Yes ☐ No

	If Yes, When
	__________________________

	Allergies
	______________________________

	Current Medications
	☐ List attached ☐ Will review during visit




Social History
	Marital Status
	

	Children Living at Home
	

	Pets in the Home
	

	Occupation
	

	Employment Status
	☐ Full-time ☐ Part-time ☐ Retired ☐ Other: ________________________

	Caffeine Use
	

	Tobacco Use
	

	Alcohol Use
	

	Food Preferences or Restrictions
	



Care and Comfort Preferences/Home & Safety
	Lives Alone
	☐ Yes ☐ No

	Mobility Issues
	☐ Yes ☐ No

	History of Falls
	☐ Yes ☐ No

	Safety Concerns
	_________________________

	Biggest Fears or Worries Regarding Surgery, Recovery, or Care
	

	Mobility or Transfer Concerns
	

	Home Access Notes
	

	Other Information Bucks Med LLC Should Know
	

	How Did You Hear About Bucks Med LLC?
	


Service Requested
☐ Post-Discharge Visit ☐ Medication Setup & Education ☐ Wellness/Safety Check ☐ Unsure



Current Concerns / Goals
________________________________________________________________________________
________________________________________________________________________________
Confidentiality and HIPAA Notice
Bucks Med LLC respects your privacy. Information collected on this form may include personal health information and will be used only for care coordination, service planning, scheduling, and communication related to nurse concierge services. Bucks Med LLC will take reasonable steps to protect your information and will not disclose it except as permitted or required by law, with your authorization, or as necessary to coordinate your requested care.
Please do not include information you do not wish to share. If you have questions about how your information will be used or protected, please contact Bucks Med LLC before submitting this form.

Acknowledgement and Consent
By signing below, I confirm that the information provided is accurate to the best of my knowledge. I understand that Bucks Med LLC will use this information to help prepare nurse concierge services and may contact me regarding scheduling, care coordination, and service-related questions. I understand that services provided are non-emergency and do not replace medical care from a physician.
Client Signature: ____________________________________    Date: ____________________
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PERSONAL CARE, DELIVERED.
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Compassionate Care. Professional Support.




