
Name:______________________________________________	  Ordered services:_________________________________

Repeat admission:        Y                   N_____________________	 ________________________________________________

D.O.B.:______________________________________________	 ________________________________________________

Age: ___________         M                  F____________________	 ________________________________________________

Race: Caucasian, Non-Caucasian, Hispanic_________________	 Insurance Private/Tenncare
Address:_ ___________________________________________	 Company/MCO:___________________________________

___________________________________________________	 Claims address:___________________________________

County:_ ____________________________________________	 ________________________________________________

Pt’s SS#:____________________________________________	 Claims phone #:___________________________________

Phone #:_ ___________________________________________	 Effective date:_ ___________________________________

Height: __________________ Weight:_____________________	 Policy holder:_____________________________________

Allergies:____________________________________________	 Group #:_________________________________________

Father’s name:_ ______________________________________	 ID #:____________________________________________

Father’s SS #:________________________________________	 Secondary Ins.:___________________________________

Father’s D.O.B._______________________________________	 Secondary Ins.:___________________________________

Father’s address if diff:_ ________________________________	  Claims address:_ _________________________________

___________________________________________________	 ________________________________________________

Father’s employer:_____________________________________	 Policy holder:_____________________________________

Employer’s phone #:___________________________________	 ID #:____________________________________________

Mother’s name:_______________________________________	 Group #: ________________________________________

Mother’s SS#:________________________________________	 Oasis Eligible 18 yr or  Ç        Y          N
Mother’s D.O.B.:______________________________________	 Diagnosis:_ ______________________________________

Mother’s address if diff:_________________________________	 Directions:_______________________________________

___________________________________________________	 ________________________________________________

Mother’s employer:____________________________________	 ________________________________________________

Employer’s Phone #:___________________________________	 ________________________________________________

Emergency contact name:_______________________________	 ________________________________________________

Address:_ ___________________________________________	 S.O.C. Date:______________________________________

Phone #:_ ___________________________________________	 Signature:_______________________________________

Relationship to patient:_________________________________	 Date:_ __________________________________________

Referring M.D.:_ ______________________________________	

M.D. phone #:________________________________________	     White-Chart                Yellow-Pre-Cert                 Pink-Clinical Coor

Home Health Care Intake Data
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