
~ United Home 
UHHS Health Services CONTINUING PATIENT CARE FORM 

PATIENT: LAST NAME flRST NA ME TOo UNITED HOME HEALTH SERVICES, INC. 
2200 CANTON ca.'TER ROAD. SUITE 250 
CANTON. MI 4S 187 
PHONE (734) 981-8810 FAX: (134) 981-8818 ~,uhM..org 

ADDRESS FOR CARE CITY OR TWP. 

PHONE: 

FROM: (Please fin in your nameJad~5s1pholle) 

PATIENTS ADDRESS. if nO( same as above PHONE 

CO MPLETE DATE OF BIRTH SEX MA RITAL STATUS 

MF S M w D S" 

REFERRAL DATE: REPORTED ay: 
AGF~CY _STVISIT REPORTED TO: 
DATE: 
SSt: 

RESPONS IBLE RfLATiYEOR FRIEND 

RELATIONSHIP: PHON E: (H) (W) 

MEDI CA RE NO . 
MEDICAID NO. 
BLUE CROSS NO_ OR 
OTHER INS: (Give Name) 

REPORT OF MEDICAL FINDINGS 
PRIMARY DIAGNOSIS (include Date of Onset): BRI EF MED ICAL HISTORY 

SECONDARY DIAGNOSIS: RECENT HOSP ITALIZATION: 

SURGERY PERFOR MED (Type and Dale): DATE AND PLACE OF PHY SICIAN'S NE XT VISIT: 
O HOME o OFFICE o CLINIC 

MEDICAL ORDERS AND PLAN OF TREATMENT 
DIET: 

DR ESS INGS OR TREATM ENT: 

MED ICATIONS; 

All.EROIES: 

fLU VACCINE D NO D YES DAn; 

PNEU MONIA VACCI NE D NO DYES DAn; 

LABORATORY ORDERS: 

ACTIVITY AUOWANCE: 

EQUIP MF. NT: 0"""_ D '~ o Walker o Wheelchair o Do< D B«I o B.S. Commode o Other 

DI SC IPLI NE." ORDERE D: O RN O PT D OT O Sw O ST D HHA o Rcg. Dietitian O ET RN o Psyth RN 

_ certify lhal the abo"e patient is unOc.r my !:are and requires the above Home Health Services because he is <:OIIfined to his hofIll:. llIcse pro fessional servic:cs ate to be 
provided on an intenmnent basis and the established plan conlained in fhe recOfd will be reviewed by me aI least every two months. llJese 5ervite!; ate na:dcd to treal all 
of the COIIdiliQns fo~ ....hich the ~ienl was treated durin, the relaled in-palient hospital or poIl-hospilal eXiended care facility approved stay. 

DATE PH YS ICIAN'S SIGNATURE ADDRESS PHONE 

ReVised 5106 



PATIENT NAME: 

PATIENT ASSESSMENT 

ACfIVITY LIMITATIONS: ACflVITIES OF DAILY LIVING: VITAL SIGNS WITH RANGES &. DATES : 
AmbuiatOl)' 0 Independent o TPR 
Ambulatory with assisunoe 0 Needs As.sislaru:e o 
CODline<lto Bed 0 Ot.ir 0 Un.hle 10 do o BP 

1fT 

ME.NTAL STATE: 
Alert 0 Depressed 0 INCONTINENCE: 
ApMhetic 0 Disoriented 0 N~ ....... Comp"" DIAGNOSTICS: 
ConrllStd 0 B~I o o o
00a ______________ ___ o o oB"""" 

LABORATORY: 
DISABIlITffiS AND IMPAIRMENTS: 

H,b N.Mentality 0 Amputation 0 

Speech 0 PMalysis 0 
 .Be K' 
Hearina: 0 ConttllCluteS 0 
Vision 0 Decubiti 0 Hct a 

Senulion 0 


WBC CO2 


PLT BUN 

Glucose CreatinirlC 

Albumin 

DIAGRAM TO SHOW LOCATION, SIZE, EXTENT. ETC., OF WOUND. STOMA. BURN. DECUBITI. GRAfT OR OTHER AFFECTED AREA: 

OTHER SIGNIFICANT F1NDINGS: 

ADDITIONAL COMMENTS: 

PRIMARY CARE PHYSICIAN: 

OTHER PHYSICIANS: 
SIGNATURE __________________________________________~ 

TI11.E DATE 

...... United Home IF YOU NEED ASSISTANCE IN FILLING OlIT TIDS FOJU,i, PLEASE CONTACT US AT (734) 981·8820 Y.H!::!! Health Services 


