Phone: 518/899-8103
800/720-4058

Empire Home Infusion Services
INTAKE FORM
We verify insurance for you

Fax: 518/899-2968

Date: Taken by
Dietary Restrictions [ 1Y [ IN Allergies:
Time: Functional Limitations [ 1Y IN Airborne Precaution [ |Yes[ [No |
Social History [ 1Y [ County/Map Grid:
PATIENT INFORMATION
Patient Name Name of Spouse/Significant Other/ Next of Kin/ Parent
Address Alternate Delivery Address and Phone #
Home Phone- DOB Alternate Caregiver Name
Phone #
Cell Phone- Sex
Discharge Date
SS# Weight Height
Referral Class Discharge Time Electricity [ 1Y [ N
Case Manager/ Therapy Start Date-
Discharge Planner Start Time- Phone [ JY [ JN
Phone/Beeper # Hospital Room # Refrigerator [ JY [ N
CLINICAL INFORMATION
Primary Diagnosis Secondary Diagnosis
Infecting Organism
Other Medical Conditions Diabetes TypeIorIl| Ambulatory | Patient Goal Weight
Has Patient received this medication in the last (6) Month ___ YES NO Yes/No | Yes/No |

NOTE: Request baseline labs, medication profile, culture and sensitivity reports, and labwork orders for homecare nurse

Therapy Ordered-

Duration - Type of Infusion Pump-
IV/ Enteral Access Catheter mfg. (unless specified below)- Date Placed-
( ) Peripheral, { )PICG; () Midline; () Broviac; () Hickman; () Port-A-Cath;
( )Pas-VPICC; ( ) MorpheusPICC; ( ) PasPort; ( ) Groshung; () Non- Groshung; ( ) Other
( ) G-Tube ( )IJ-tube
# Lumens- Catheter Location- Right Arm; Lft Arm; Chest; Abdomen; Other
Nursing Agency Phone Contact Person
Primary (Ordering) Phone Secondary Phone
Physician Physician
Address Address

IF THE PATIENT HAS MEDICARE- IS THE PATIENT HOMEBOUND [ |YES [ |NO [ ]

DOES PATIENT REQUIRE WOUND CARE|[ JYES [ [NO|[ |NA
Primary Ins. Co ID# Case Manager
Phone # Group# Phone #

Relation to Insured:
Self Spouse Child Other

Authorization #

Secondary Ins. Co ID# Case Manager

Phone # Group # Phone #

Policy Holder Relation to Insured: Authorization #
Self Spouse Child Other

Employer Employer Phone #

Reason for Denial;-




