MEDICARE

O In Patient
O Ambulatory/Out Patient

O Urgent (Expedite)
O Routine (Standard)

Adember’'s Name:

Ldeniitic aton Number:

Lhage:

O Female O Male Phone Number:
Address: Weight: ILeight: Allergies:
Name Requesting Physician- [Referral Source:

O Doctor's Office © O Hospital / O Skilled Nuzsing F. Orursing Howe

Adderess:

Phons Numbar:

Far Numbar:

ICDS Codes:

Dimgnosis:

Referral To:

FPhone Number:

Fax Number:

Discharge Pending?
I Ye: LANO

Facility’s Name:

A dmizcion Tiata-

Tincharge Thate-

Home Nutrition: (Include Mutritional Evaluation, Calories and Special Diet)

[T Muwtntiomz] Evaluation  Paranteral MNutrition O Enteral Mutiinon O Feadmgz Mackms
MName: Hate: Lalones Intake Method :
DMIE: {Checl Applicable E quipment)

Malker Tvpe: LM Degyeas: Flexaon: Extension:
Whaalzhair Typa Tanz: = Lazads Sattmgsz: Fracuane:
Cummsede. Suctm Fumg Cuathelen Slee
Hed lype EBlood Glucoze Momniroring:
Cane/Crutchas Testinz Frequency:

Seat Lift: (luecometar QD

Lifte- Lancets Device BID

Grab Bars Shapz O TID

Uro/Ostonay (size); Louwels o QD

Others: Lonfrel Hoel

Dhabetic: © Yes No Inzuhin Dependant: 0 Yes /O WNo
Oxygen: = C-PAF o Bi-PAP Ipap Epap
Typa: 0 Gaz O Liguid O Odher: Traatment: Frequas Day EE ‘mjrs
Via- Wasal Cammla 1 Venty Wazk Ramps Satting
Hors Days: ik Size
Chaantity- | Comeentrator Length of Meed:
3 vo Sat 0 Y O ABG': /PO, 0, LEM:

Length of Waed:
Q.. T Humidifer Conserving Device

Paower Nebulizer
Albuterel 0.083%

! Duration X monrhs or .

Ipratropinm 0. 2%

Provider MName: (Printed)

Albuterol ¥ o Tps atropiun O o Tregueny Sigmamire  Licengs IMunber
Deslesumide 0025 v 005 e Freguency.
Hopsnex 0,31 or 163 oo 1.25 mz Frequency:
Venrdlators (Pardemr Evaluarion Reguired): FPREAUTHORIZATION USE ONLY
SV 1 OV O Approved Anthorization B umbet
Specity 1l O Deniad
Respiratory Rate: FIl Cretermination Date: Health Plan Cocrdmmaror IMame: (Printad)
Pressure: Peap:
Other:

Platino & Non Platino Members Forms Send To: Clinical Medical Services Fax, 787-622-3440
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