
  
 
 
Date: _____/_____/________ 
 
Physician’s Name: _______________________________ Ph#: (____)____-_______ 
 
Patient Name: _________________________ Phone# (_____)_____-___________ 

Address____________________________________________________________ 

Insurance Info: _____________________________________D.O.B.___/___/_____ 

 

DIAGNOSIS: [  ] COPD/Emphysema   [  ] CHF__________________   [  ] Atrial Firbrillation 

 [  ] HTN  [  ] CVA __________  [  ] Arthritis/Ostearthritis ____________________________ 

 [  ] IDDM  / NIDDM  [  ] Decubitus Ulcer(s) _______________________________________  

            [  ] History of Falling   [  ] Weakness  [  ] Cancer  of_________________________________ 

 [  ] Other __________________________________________________________________ 

                 _______________________________________________________________________ 

                 _______________________________________________________________________ 

                 _______________________________________________________________________ 

 

 

SERVICE DISCIPLINES            REMARKS/SPECIAL INSTRUCTIONS 

                                  

Visiting Nurse        

Home Health Aide 

Physical Therapy 

Occupational Therapy 

Speech Therapy 

Medical Social Service 

 
ENCOUNTER /VISIT DATE: _____________________ (Please attach a copy of the encounter note) 

  

By my signature below, I authorize the use of this document as an order and the service(s) prescribed is/are 
medically necessary based on the patient’s medical records. 

 

Physician’s Signature_________________________________________ Date___________________ 

 


