A United Home

UHHS Health Services CONTINUING PATIENT CARE FORM
PATIENT: LAST NAME FIRST NAME TO: UNITED HOME HEALTH SERVICES, INC.
2200 CANTON CENTER ROAD, SUITE 250
CANTON. Ml 48187
- | PHONE (734) 981-8820 FAX: (734) 981-8828 www.ubhs.org
ADDRESS FOR CARE CITY OR TWF. FROM: (Please fill in your name/address/phone)
PHONE:
PATIENT'S ADDRESS, if not same as above PHONE
REFERRAL DATE: REPORTED BY:
AGENCY 1ST VISIT REPORTED TO:
COMPLETE DATE OF BIRTH SEX MARITAL STATUS DATE:
_ MF SM WD S | 5%
RESPONSIBLE RELATIVE OR FRIEND MEDICARE NO.
MEDICAID NO.
BLUE CROSS NO. OR
RELATIONSHIP: PHONE: (H) (W) OTHER INS: (Give Name)
REPORT OF MEDICAL FINDINGS
PRIMARY DIAGNOSIS (Include Date of Onset): BRIEF MEDICAL HISTORY
SECONDARY DIAGNOSIS: RECENT HOSPITALIZATION:
SURGERY PERFORMED (Type and Date): DATE AND PLACE OF PHYSICIAN'S NEXT VISIT:
[JHOME [OFFICE  [JCLINIC

MEDICAL ORDERS AND PLAN OF TREATMENT
DIET:

DRESSINGS OR TREATMENT.

MEDICATIONS:

ALLERGIES:

FLU VACCINE CONO TIYES DATE
PNEUMONIA VACCINE ONO OYES DATE
LABORATORY ORDERS:

ACTIVITY ALLOWANCE:

EQUIPMENT: [ Prostheses []Brace [ Walker [ Wheelchair [ Cane [JBed [JB.S. Commode [ Other
DISCIPLINES ORDERED: [CIRN [IPT [CJOT OSW [OST [CHHA [Reg. Dictitian [ ET RN [ Psych RN

1 certify that the above patient is under my care and requires the above Home Health Services because he is confined to his home. These professional services are to be
provided on an intermittent basis and the established plan contained in the record will be reviewed by me at least every two months. These services are needed (o treat all
of the conditions for which the patient was treated during the related in-patient hospital or post-hospital extended care facility approved stay.

DATE PHYSICIAN'S SIGNATURE ADDRESS PHONE

Revised 5/06




PATIENT NAME:

PATIENT ASSESSMENT
ACTIVITY LIMITATIONS: ACTIVITIES OF DAILY LIVING: VITAL SIGNS WITH RANGES & DATES:
Ambulatory 0 Independent O TPR
Ambulatory with assistance (] Needs Assistance a
Coofinedto Bed 0 Chair O Unable to do a BP
WwT HT
MENTAL STATE:
Alert ) Depressed [ INCONTINENCE:
Apathetic [J Disoriented [ None Partial Complete DIAGNOSTICS:
Confused O Bowel O 0 O
Other Bladder 8| O O
LABORATORY:
DISABILITIES AND IMPAIRMENTS:
Menuality O Amputation [J Hgb Na
Speech [ Paralysis O £
RBC
Hearing [ Contractures [J .
Vision [ Decubit o Het cl
Sensation [J
WBC co2
PLT BUN
Glucose Creatinine
Cultures Albumin

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

OTHER SIGNIFICANT FINDINGS:

ADDITIONAL COMMENTS:

PRIMARY CARE PHYSICIAN:

OTHER PHYSICIANS:

SIGNATURE
TITLE DATE
A United Home IF YOU NEED ASSISTANCE IN FILLING OUT THIS FORM, PLEASE CONTACT US AT (734) 981-8820

UHHS Health Services




