PATIENT INFORMATION
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REIMBURSEMENT INFORMATION
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Kaweah Delta

INTAKE FORM -
PHONE NUMBER: (559) 624-4244 AMded!chlh lgtBHnEthr st
REFERRAL DATE: START OF CARE DATE:

PATIENT NAME: [ MALE [ FEMALE | SSN:

ADDRESS:

CITY: STATE: ZIP CODE:
HOME PHONE: CELL PHONE: WORK PHONE:
CAREGIVER/LEGAL GUARDIAN: RELATIONSHIP: PHONE:
EMERGENCY CONTACT: RELATIONSHIP: PHONE:
DOB: HEIGHT: WEIGHT:
ALLERGIES:

PRIMARY DIAGNOSIS:

SECONDARY DIAGNOSIS:

THERAPIES: [1TPN [ ENTERAL

LIANTIBIOTIC ~ LJHYDRATION

LI PAIN MANAGEMENT [ OTHER:

MEDICATION: FREQUENCY: START DATE:
DOSE: STOP DATE:
MEDICATION: FREQUENCY: START DATE:
DOSE: STOP DATE:
TYPE OF ACCESS: LIPICC LIMIDLINE LJHICKMAN LJPORT LJPERIPHERAL
NUMBER OF LUMENS: DATE INSERTED:
CATHETER CARE ORDERS:[1SALINE FLUSHL SALINE FLUSH AND HEPARIN LOCK 1 DEACCESS AFTER THERAPY COMPLETE
OTHER MEDICATION: [JSEE ATTACHED LIST LABWORK: [JSEEATTACHED
ORDERING PHYSICIAN NAME: PHONE: LICENSE:
ADDRESS: FAX: NPI:
REIMBURSEMENT INFORMATION:
MEDICARE INFORMATION:
MEDICARE HIC #:
PRIMARY INSURANCE: PHONE #: POLICY #: GROUP #:
SECONDARY INSURANCE: PHONE #: POLICY #: GROUP #:
MEDICAID #: ID #: MEDICAL GROUP:
COMPLETED BY: DATE:
LJACCEPTED INOTACCEPTED INTAKE PERSONNEL
SIGNATURE: DATE:

IFNOT ACCEPTED REASON WHY:

FAX #: (559) 625-4918



