[image: image1.wmf]

T & L Companions, Inc. 
3689 Lake Monticello Road          Palmyra, VA.  22963          Phone # 434-589-2700   
                                 







Page 1 of 2
Client Referral Intake Sheet

Date___________    Time _________  Person taking request ______________________________

CLIENT INFORMATION:
Client Name _____________________________________    SS# ______________  ID#________

Address _______________________________________ City /State/Zip _____________________

*This address is a; Private Residence, Apartment, Assisted Living, Nursing Home, Rehab, Hospital

DOB ________  Gender _______   Home Phone ______________ Work Phone _______________

Referral Source ________________________________________ Relationship ________________
Phone# _________________   Other Phone#______________________
Emergency Contact ________________________________  Relationship ____________________
 Phone#________________  Other Phone# ___________________________

Primary MD _________________________________________ Phone# ______________________

Hospital of Choice _______________________________ Last Hospital Stay __________________

Past Medical History ________________________________________________________________

________________________________________________________________________________
*******************************************************************************************************************

BILLING INFORMATION:

Bill to________________________________________________   Relationship _______________ 
Phone# ______________
Billing Address _________________________________________ City/State/Zip _______________ 

Requested Start Date ___________ Days/Hours of Service ________________________________
Additional Days of service requested __________________________________________________

Type of Service Requested _____________________________________ Begin Date _________
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CARE INFORMATION:
Medical Equipment: (circle all that apply)

   None  Gait Belt   Walker   Cane   W/C   BSC   Urinal   Hosp Bed   Hoyer Lift  Other _____________
Mental Status: (circle all that apply)
Alert/Oriented    Disoriented Anxious    Agitated    Forgetful    Sundowner     Other _______________

Physical Status:
Ambulatory   Needs walking assist   Assist w/Stairs   Assist w/transfers   Other __________________
Elimination Status:

Normal Bowel & Bladder, Bladder Incontinence, Bowel Incontinence, Diaper, Urinary Catheter- Int/Ext

Primary Language_______________; can read and write. Second Language ___________________

Priority Level:


Priority 1 ___, Priority 2 ___, Priority 3 ___, Priority 4 ___

Social Status:

Lives alone, Lives w/spouse, Lives with family, Family within 15 miles, 15-75 miles, Out of state,
Name(s) of Family/Friends living in the home ____________________________________________

________________________________________________________________________________

Smoker:   Y / N   Pets: Yes/No Type(s) of pets ___________________________________________

Permission for services to begin given by __________________________________ Date_________
DIRECTIONS ___________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________


________________________________________________________________________________

________________________________________________________________________________

