
1 
 

 

ADMISSION FORMS (TX) 

1.    Admitting Staff Checklist 

2. Telephone orders / Verbal orders form 

3. Physical Referral Form 

4. Intake Information  

5. Directions to Patient's Home from the Office 

6. Patient Emergency and Contact Information 

7. Homebound Determination Questionnaire 

8. Authorization Agreement and Acknowledgements 

9. Advance Directive / HIPPA Acknowledgement 

10. Consent for Treatment and Financial Agreement 

11. Medicare Information Card 

12. Home Safety Assessment 

13. Medication Information 

14, Patient Data Sheet 

15. Patient Visit Record 

16. Home Health Aide Plan of Care 

17. Home Health Aide Visit Note 

18.  Communication of Care (30 days) / Progress Note  

19.  Client Satisfaction Survey 

20.  Post Admission Survey 

21. Patient Case Conference (60 Days) 

22. Notification of discharge 

23.     Home Health Change of Care Notice (HHCCN) 

24.     Face to Face Encounter Verification 
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ADMITTING STAFF CHECKLIST 

Patient Name:  _______________________________________________________________ 

For Patient:  

1. HHA Patient Information Booklet 
 

2. Sample of Advance Directive Forms 
 

3.  
Patient needs to sign:  
 

1. Advance Directive Acknowledgement / HIPAA / Home Care Privacy Rights Acknowledgement  
(DUPLICATE) 
 

2. Authorization, Agreement and Acknowledgement (DUPLICATE)  
 

3. Consent for Treatment and Financial Agreement (DUPLICATE) 
For Nurses:  

 
1. Patient Emergency and Contact Information 

 
2. Client Satisfactory Survey 

 
3. Post Admission Survey 

 
4. Home Bound Determination Questionnaire 

 
5. Telephone orders / Verbal orders form 

 
6. Medicaid/ Medicare ID  

 
7. Plan of Care 

 
8. Medication Record (DUPLICATE) 

 
9. Home Safety Assessment (DUPLICATE) 

 
10. Patient Data Sheet (DUPLICATE) 

 
11. Directions to Patient’s Home From the Office 

 
12. OASIS 

 
13.  Communication of Care (30 Days) Progress note 

             14.  Patient Case Conference (60 Days) 

 

RN Name and Signature: ____________________________________ Date: ____________ 
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STAMD HEALTHCARE INC. 

 
Face to Face Encounter Verification 

 

 
I had a face-to-face encounter with _________________________________________, patient on this date 

______________________.  (All patients needing Medicare reimbursed home health care services are required 

to have a documented face to face encounter with an eligible health care provider within the 90 day period before 

or 30 days after the initiation of needed home health care services.) 

 

Medical Condition for Encounter: __________________________________________________________________ 

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________ 

 

Services Needed: _______________________________________________________________________________ 

______________________________________________________________________________________________

______________________________________________________________________________________________ 

 
Clinical Findings: _______________________________________________________________________________ 

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________ 

 
Homebound Status: _____________________________________________________________________________ 

______________________________________________________________________________________________

______________________________________________________________________________________________ 

 
 

___________________________________   _____________________ 

Physician Signature       Date 

 

 

Please return this completed document to: 

STAMD HEALTHCARE INC. 
20642 GARDEN RIDGE CANYON 

RICHMOND TX 77407 
PH: 832-535-3899 FAX: 281-729-9009 
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STAMD HEALTHCARE INC.  
20642 GARDEN RIDGE CANYON 

RICHMOND TX 77407 
PH: 832-535-3899 FAX: 281-729-9009 

 

PHYSICIAN ORDERS 
Patient Name: 

_______________________________________________________________________________________________ 

 

Patient Phone No: ____________________________________________________________________________ 

Patient Address: ______________________________________________________________________________ 

Physician Name: ______________________________________________________________________________ 

Date: ____________________________________________ Time: ______________________________________ 

TELEPHONE/ADDITIONAL OR CHANGE OF ORDERS ON YOUR PATIENT 

Patient Problem/Diagnosis: _____________________________________________________________________ 

                                                    _____________________________________________________________________ 

Intervention/Order: 

 Admit patients to STAMD HEALTHCARE INC. for Home Health Care Services from ___________ through 

____________ SN to assess, evaluate, and instruct patient on disease process, knowledge deficit of medication, 

safety and diet. 

Frequency: ______________________________________________________________________________ 

 

 Recertify to Home Health Care for a period of 60 days. SN to monitor & manage patient’s medical Regimen. 

 

Frequency: ______________________________________________________________________________ 

 

 Discharge patient from ____________________________________________________. due to 

 Patient/Physician      Patient moved to Healthcare Facility 

 Patient moved from service area    Patient is non-compliant 

 All goals have been met     Patient Opted for HMO 

 

Goals: To meet patient’s medical needs. 

     Patient Informed:   Yes   No 

 

Nurse’s Signature ____________________________________ Date _______________ Time ______________  

 

Physicians Signature __________________________________ Date _______________ Time ______________ 
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STAMD HEALTHCARE INC. 
20642 GARDEN RIDGE CANYON 

RICHMOND TX 77407 
PH: 832-535-3899 FAX: 281-729-9009 

 

PHYSICIAN ORDERS 
Patient Name: 

_______________________________________________________________________________________________ 

Patient Phone No: ____________________________________________________________________________ 

Patient Address: ______________________________________________________________________________ 

Physician Name: ______________________________________________________________________________ 

Date: ____________________________________________ Time: ______________________________________ 

TELEPHONE/ADDITIONAL OR CHANGE OF ORDERS ON YOUR PATIENT 

Patient Problem/Diagnosis: _____________________________________________________________________ 

                                                    _____________________________________________________________________ 

Intervention/Order: 

 Admit patient to STAMD HEALTHCARE INC. for Home Health Care Services from ___________ through 

____________ SN to assess, evaluate, and instruct patient on disease process, knowledge deficit of medication, 

safety and diet. 

Frequency: ______________________________________________________________________________ 

 

 Recertify to Home Health Care for a period of 60 days. SN to monitor & manage patient’s medical Regimen. 

 

Frequency: ______________________________________________________________________________ 

 

 Discharge patient from STAMD HEALTHCARE INC. due to 

 Patient/Physician      Patient moved to Healthcare Facility 

 Patient moved from service area    Patient is non-compliant 

 All goals have been met     Patient Opted for HMO 

 

Goals: To meet patient’s medical needs. 

     Patient Informed:   Yes   No 

 

Nurse’s Signature ____________________________________ Date _______________ Time ______________  

 

Physicians Signature __________________________________ Date _______________ Time ______________ 
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PATIENT EMERGENCY AND CONTACT INFORMATION 

 
Patient Name: _____________________________________SOC: _________________________ 
 
Address: _______________________________________________________________________ 
 
City, State, Zip: __________________________________________________________________ 
 
Telephone Number: _________________________ Cell Phone: ___________________________ 
 
Responsible Person’s Name: ____________________________ Relationship: ________________ 
 
Home Telephone: _______________ Work Phone: ______________ Cell Phone: _____________ 
 
Relative/Friend Not Living With You: _______________________ Relationship: ______________ 
 
Home Telephone: _______________ Work Phone: ______________ Cell Phone: _____________ 
 
Primary Physician: _________________________ Telephone Number: _____________________ 
 

NATURAL DISASTER EMERGENCY PLAN 
  

 

 Class I – Patients with life threatening conditions that require on-going medical treatment or a 

medical device to sustain life. 

 Class II – Patients with the greatest need for care will be seen as soon as possible. Patients 

requiring daily insulin injections, IV medications, sterile wound care of a wound with a large 

amount of drainage. 

 Class III – Services could be postponed 24-48 hours without adverse effects. Diabetic patients 

able to self-inject, sterile wound care to a wound with minimal amount or not drainage.  

 Class IV – Service could be postponed 72-96 hours without adverse effects. Postoperative with 

no wound, routine catheter changes or discharge within 10-14 days. 
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HOMEBOUND DETERMINATION QUESTIONNAIRE 

 
The Agency must assess and address the following homebound criteria to determine if the patient is homebound:  
 

 Does the patient exhibit a normal inability to leave home? Y____N____  
 

 Does the patient exhibit a considerable and taxing effort to leave home? Y___N ____  
 

 If absences do occur, are the absences infrequent or of relatively short duration? Y___N___  
 

 If absences do occur, are the absences attributable to the need to receive health care treatment or to receive 
therapeutic, psychosocial, or medical treatment in an adult day care center? Y___N ___N/A___  

 

HOMEBOUND STATUS 
Ask the patient the following questions at start of care and as needed. Include the patient's response.  
How do you obtain your medicine, food, and medical care?  
 

1. How often and for how long do you leave home for non-medical purposes?  
 

2. For what non-medical reasons do you leave home?  
 

3. If you go to an adult day-care center, what therapeutic, psychosocial, or medical treatment services are provided 
at the adult day-care center?  

 
Based on the following responses this patient has been determined to be homebound. The patient has been 
given an explanation and by signing this form understands the definition of homebound and agrees to comply 
with the homebound requirement. The patient understands and agrees that once his l her condition changes and 
he l she is able to leave the home more often for longer periods of time for non-medical purposes or begins to 
drive, that he / she will contact the Agency immediately. The patient also understands the Agency must insure 
that all Medicare and Medicaid patients are homebound to qualify for home care services and that the Agency 
must adhere to all federal regulations at all times with no exceptions. Failure to comply with homebound 
requirements may result in patient liability for payment of services as allowed by federal law.  
 
 

Patient's Signature: _________________________________________ Date:___________________ 

 
Agency Representative: _____________________________________________Date: ___________________ 
 

If the patient does not meet Homebound Criteria, call the office immediately for further instructions.  
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AUTHORIZATION, AGREEMENT, AND ACKNOWLEDGEMENTS 

I GRANT permission to the employees of ______________________________herein referred to as "the Agency" to 

render skilled nursing care and other ancillary skilled professional home health services as required and ordered by my 

physician.   

I ACKNOWLEDGE that the Agency has notified informed and explained to me the CLIENT BILL OF RIGHTS and THE TEXAS 

RIGHTS OF THE ELDERLY.  I have received information on Directives to Physician, Durable Power of Attorney for Home 

Health Care, and Out of Hospital DNR orders, the services to be provided, the supervision of the services, and charges for 

services rendered the client/family will be responsible for paying the charges.  

I AUTHORIZE the Agency to release any medical information requested by representatives of local, state or federal 

agencies, accrediting bodies, insurance companies, or other organizations or entities as may be required by said 

representatives for payment of claims out of this home health care which are due. The agency has notified me of the 

Policies and Procedures regarding Disclosure of Clinical Records.  

I REALIZE that Agency staff may not be present in my house at all time and I, my caregiver or legal guardian will assume 

responsibility for my care when agency staffs are not present. 

I UNDERSTAND that the Agency does not routinely perform drug testing on its employees but may do so at its discretion.  

This drug testing if performed will be using urine samples. 

I UNDERSTAND that the Agency will notify me in writing and orally, no later than 30days from the date they become 

aware of charges not covered by Medicare or other sources.  

I CERTIFY that no Medicare home health services are being provided to me and I am not enrolled to any HMO/PPO 

organization.   

I FURTHER UNDERSTAND that Agency employees may not be employed by me without first compensating the Agency 

$1100.00 or employee’s annual wages, which is even greater. 

INSURANCE ASSIGNMENT: In consideration of any services rendered, I hereby assign and transfer to the Agency any 

benefits payable to or for my benefit under the rules and regulations prescribed by Medicare. I agree to cooperate, aid 

and assist the Agency in the process of billing Medicare for these services. I certify that no home health agency is 

currently providing home health care and understand the misrepresentation of this fact shall cause me to be liable 

financially for care rendered by the Agency. If home health services provided by another home health agency in the past, 

I have requested discharge from those services prior to my start of care date with this Agency.  I certify the information 

given by me in applying for payment under Title XVIII of the Social Security Act is correct. I request that payment of Client 

benefits in my behalf are made directly to the Agency.  

I AM AWARE that a Registered Nurse will be supervising my care and if I have complaints regarding services rendered, I 

am to contact the RN in charge of my care.   

I HAVE BEEN INFORMED of my rights and that I may file complaints about the Agency with the Texas Home Health 
Hotline at 1-800 458-9858, Mon-Fri from 9:00 AM until 5:00 PM. After hours/ holiday calls will be answered by machine 
and responded to the next business day.   
 

Client Name: __________________________________________________ Date: __________________________ 

 

Client Signature: _______________________________ Responsible Party:_____________________________ 



9 
 

 

HIPAA/HOME CARE PRIVACY RIGHTS ACKNOWLEDGMENT 

Client’s Name: _______________________________________ Medicare HIC #_______________________ 

I, _______________________________, acknowledge that the Agency has provided me with information which indicates 
that I may accept or reject any medical treatment, including any particular care specified: 

 Living Will or Out of Hospital Do Not Resuscitate (DNR) 

 Statutory Power of Attorney for Health Care decisions 

 Advance Directives in Texas 

 HIPAA/Home Care Privacy Rights 
 

I also understand that it is my responsibility to ask question about the information provided by the Agency.  They have 
offered to provide a copy of the state’s illustrative forms under state law if I request. I have also been advised to consult 
with my physician, lawyer, family, clergy, social worker or other qualified personnel for additional information or contact 
with a lawyer should I need assistance in changing the forms to reflect my treatment wishes or in executing a living will or 
statutory Power of Attorney for health care decisions.  

I understand that this Agency will honor the advance directives and is willing and able to provide any procedure specified 
on the advance directives. 

I understand that the fact that I have or have not signed a living will or Statutory Power of Attorney for Home Care decisions 
does not affect the medical treatment and home care to be provided by the Agency.  I understand that it is the Agency’s 
written policy to fully comply through its healthcare providers with the terms of a patient’s Living Will or Statutory Power 
of Attorney for Healthcare decisions to fullest extent permitted by state statutory Power of Attorney for Healthcare 
decisions to fullest extent permitted by state law.  

I have been given an explanation and acknowledge receipt of the HIPAA PRIVACY RIGHTS.  I understand that I may contact 
the Agency at any time for questions or concerns.  

PLEASE CHECK THE FOLLOWING:  

_____ I Have _____ I Have not signed a Living Will  
 
_____ I Have _____ I Have not signed a Statutory Power of Attorney for Health Care 
 
_____ If I have the above documents, I will provide the Agency with copies for its records. 
 
Signature: _____________________  _______  Date: ____________________ 

Representative: _________________  _______  Date: ____________________ 

                                (Signed on behalf of client when authorized to the extent permitted by state law) 

 

Witness: _______________________  ______   Date: ____________________ 

 

Federal law requires that this agency provide the above information. 
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CONSENT FOR TREATMENT AND FINANCIAL AGREEMENT 

 PATIENT NAME (Last, First, MI): _____________________________________________________ PATIENT MR #__   __________________ 
 CONSENT TO RECEIVE SERVICES: I, ____________________________________ hereby, authorize the Agency to render, appropriate home 

health services to me. I certify that I am homebound and cannot leave home without the assistance of someone. I have been fully informed of the 
Agency’s assessment and evaluation of my home care needs, the risk of receiving the care of declining the home care services. I understand that the 
Agency does not do drug testing on its employees. I accept the proposed Plan of Care and authorize services to be provided by the Agency. In 
accordance with the orders of my physician and supervision to be done by agency personnel. I recognize that I have the right to refuse treatment or 
terminate services at any time by notifying the agency office. Also, the Agency may terminate service by notifying me of termination and reason.  
 
AUTHORIZATION FOR PAYMENT TO PROVIDER: I certify that information given by me in applying for payment under title XVIII or title XIX 
of the Social Security ACT, or other third party pay, or coverage is correct.  I authorize any holder of medical or other information about me to be 
released to the SSA or its intermediaries, or other third-party payers any information needed for this or other related claims.  I request that payment 
as authorized be made on my behalf to the Agency. This authorization and request shall apply to the certification period starting _______________, 
20_______ until the order is discontinued by my physician.  
 
CHARGE FOR SERVICES: Your initial services from the Agency will include the following services and initial frequency of visits and charge per visit if 
private insurance or private pay. 
 

SERVICES AND/OR 
SUPPLIES 

FREQUENCY OF 
VISITS 

CHARGE PER 
VISIT 

SERVICES AND/OR 
SUPPLIES 

FREQUENCY OF 
VISITS 

CHARGE PER 
VISIT 

Skilled Nursing   Medical Social Worker   

Speech Therapy    Medical Supplies   

Home Health Aide   Calcitonin/Vitamin B12   

Physical Therapy    Homemaker   

Occupational Therapy    Other   

 
PATIENT LIABILITY FOR PAYMENT: You have the right to be advised, before care is initiated, of the extent to which payment for services may be 
expected from Medicare or other sources and the extent to which payment may be required from you, the patient. We are advising you, orally and 
in writing, about the cost of items and services to be provided: Medicare part A or part B: Services provided are paid in full by Medicare.  No cost to 
patient. HIC NUMBER: _______________________________________________Medicare Part B Outpatient; Patient is responsible for the annual 
deductible and 20% co-payment for all charges for PT, ST. OT series which is $________.______ per visit. You will receive a bill monthly for charges 
incurred and not covered by Medicare. Medicaid: Services provided are paid in full by MEDICAID NUMBER: ________________________As the 
patient, you will be notified of any change in the charges for items or a service provided through Medicare, Medicaid or other relevant Federal 
Programs as soon as possible, but no later than 30 days from the date the home health agency becomes aware of a change. Please Circle one of the 
following: Black Lung Veteran Administration Worker’s Compensation or Private Insurance Your Insurance Company is 
____________________________. This insurance Company covers ______% of the charges. You are responsible for$__________._____ per visit, 
which is the balance after insurance pays. The deductible amount of $__________.____ will be billed to you. You will be responsible for charges 
related to the services provided to you by this agency. Charges related to supplies used in providing care to you before these charges are 
implemented. Payment if rendered with my signature below. This assignment shall not extinguish or diminish the patient’s obligation to pay the full 
fee to the company for services rendered but the patient shall receive credit for all sums collected pursuant to the agreement.  If the enrolled 
patient is in another insurance plan of HMO, it is the patient’s responsibility to notify the Agency, or the patient will be held responsible for 
payment.  
 
PATIENT’S RIGHT/EMERGENCY PLAN/COMPLAINT PROCEDURE: I have been informed of my rights and received a copy of the Client’s Bill of Rights 
and Rights of the elderly prior to the start of care procedure, “Advanced Directives, Emergency Plan, Out-of-Hospital,  Do-Not-Resuscitate, Patient’s 
Conduct & Responsibilities, Abuse/Neglect/Exploitation”.  I have been allowed to participate in planning my care and  have received a copy of the 
State’s Toll-Free Home Health Agency Hotline Number for Texas, 1-800-458-9858 which receives complaints or grievances 24hours  a day, seven 
days a week.  
 
CONFIDENTIALITY: It is our policy to protect all clinical records against loss, defacement, tampering and use by unauthorized person(s). All patient 
identifiable information in the clinical record, including OASIS data, remains confidential and is not released to the public. OASIS data will be 
electronically transmitted to the state. The patient’s written consent shall be required for the release of medical information to persons not 
otherwise authorized by law (federal and state) to receive this information. Authorized persons who may review the clinical record include 
surveyors, physicians, Centers for Medicare and Medicaid Services (CMS), and external and internal auditing personnel.  
 
RELEASE OF RECORDS: I understand the agency policy with regard to confidentiality and release of records prohibits access to my records by 
persons other than personnel involved in care. I therefore give written consent for release of medical records to health care providers in my 
treatment care.  
 
The patient has received written information regarding their right to make healthcare decisions.  
 
PATIENT OR AUTHORIZED AGENT SIGNATURE:   RELATIONSHIP TO PATIENT   DATE 
 
_______________________________________    __________ ______________________ 
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HOME SAFETY ASSESSMENT  
 
Patient Name: ____________________________________________ MR# _________________ 
 
Address: __________________________________________Patient Lives with: _____________ 
 
Evaluated Completed By: ______________________________________ Date: ______________ 

 
Item 
No. 

Description 
(ENVIRONMENT) 

Yes No NA 

1 Safe and adequate food and water supplies    

2 Stove and means for refrigeration present    

3 Adequate heat and ventilation    

4 Free from infestation    

5 Pathways free of obstacles such as loose rugs, furniture, etc    

6 Clean area exists in which to store medical supplies    

7 Is cautious with heating pads     

8 Has a working smoke detector    

9 If uses oxygen, appropriate signs posted    

FIRE / ELECTRICAL 

1 Fire exits available; warning devices installed    

2 No overuse of extension cords / adequate electrical outlets available    

3 Turns off oven and stove burners    

4 Emergency telephone numbers posted by phone    

5 Turns pot handles to back of stove    

6 Uses space heaters cautiously    

7 Does not smoke in bed    

8 Oxygen precautions used    

BATHROOM SAFETY 

1 No throw rugs    

2 Safety bars present and in good condition    

3 Lighting is adequate    

4 Shower chair is sturdy and in good working condition    

MEDICATION USE 

1 Keeps all medications in original bottle or med box    

2 Has a medication schedule    

3 Home Safety Instructions Given    

 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 

As of the date of this evaluation, I attest that this home is safe environment for nursing care. 
 
 
______________________________________________  Date: ___________________ 

                RN Printed Name and Signature 
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Medication Record 
 
Patient Name: _______________________________ Allergies: ______________________ Weight: _____ 
 
M.D.: ________________________________________________ Phone: __________________________ 
 
Pharmacy: ____________________________________________ Phone: __________________________ 
 

Medication DOSE Classification FREQUENCY Functions, SE’s and 
Special 

Consideration 

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

 
 
 

Special Instructions: _____________________________________________________________________ 
______________________________________________________________________________________
______________________________________________________________________________________ 
 

 

 
Signature / Title: ______________________________________________ Date: _____________________ 
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Patient Data Sheet 

 
Patient: ________________________________________________________ SOC Date: __________________ 

Physician Name & Phone(s): ___________________________________________________________________ 

Specific Orders: _____________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Follow-up with MD: __________________________________________________________________________ 

Date BP (R) BP (L) T P R BS WT Oxygen INITIAL 

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

          

Agency Representative Name: ______________________________ Title: _______________ INITIAL _________ 

Agency Representative Name: ______________________________ Title: _______________ INITIAL _________ 

Agency Representative Name: ______________________________ Title: _______________ INITIAL _________ 

Agency Representative Name: ______________________________ Title: _______________ INITIAL _________ 

Agency Representative Name: ______________________________ Title: _______________ INITIAL _________ 

Agency Representative Name: ______________________________ Title: _______________ INITIAL _________ 

Agency Representative Name: ______________________________ Title: _______________ INITIAL _________ 
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COMMUNICATION OF CARE / PROGRESS NOTES (30 days) 

Patient Name        Date     

 

Change in Service       Missed Visit    

 

Telephone Communication     Change in Location   

 

              

 

              

 

              

 

              

 

              

 

              

 

              

 

              

 

              

 

              

 

              

 

              

 

              

 

RN Signature _____________________ Date: ____________ RN Signature ____________________ Date: ____________ 

RN Signature _____________________ Date: ____________ RN Signature ____________________ Date: ____________ 
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CLIENT SATISFACTION SURVEY 

Patient Name ____                       _                  _                 ___________           _____Date____________________ 

We were privileged to participate in the care of the above client.  We are interested rendering quality care to our clients 
and would appreciate your input by answering the following questions. Your evaluation will allow us to be more responsive 
to future client/family needs. 

1. What services(s) did you receive from the Agency? 
 
 _____Nursing    __Physical Therapy 
 _____ Occupational Therapy  __Speech Therapy 
 _____ Home Health Aide      __Medical Social Worker  
 
2. Were you satisfied with the care you received? 
  
 _____ Yes     _____ No If not, why? ____________________________________________________ 

 ___________________________________________________________________________  
      

3.  Did you participate in your plan of care? 
  
 _____ Yes     _____ No 
 
4. Did you receive and understand your "Bill of Rights" including the toll free "Hotline" number that you could call if 

any problems were not resolved by the Agency? 
  
 _____ Yes     _____ No 
 
5. Did the staff visit as frequently as they stated they would when they started your services? 
  
 _____ Yes     _____ No 
 
6. Did you feel comfortable asking staff questions regarding your health?                          
  
 _____ Yes     _____ No 
 
7. Did the staff person visit at a mutually agreeable time? 
 
 _____ Yes     _____ No 
 
8.  If you had therapy, were exercise instructions given to you in a clear, written manner that you could easily 

understand? 
  
 _____ Yes     _____ No     _____N/A 
 
 9.       Did you feel that you were discharged appropriately? 
 
 _____ Yes     _____ No 
 
10. Would you use the services of the Agency in the future? 
  
 _____ Yes     _____ No, If not, why? __________________________________ _________________ 
 
 Suggestions for improvement: ______________________     ____ 
 
 __________________________________________________________________________________ 
 
 __________________________________________________________________________________ 
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POST ADMISSION SURVEY 

 

PATIENT NAME______________________________Date___________________________ 

1. After you were notified that you were to receive a call from the Agency in a timely 
 Manner to set up your Initial visit?       YES _____ NO_____ 
  
2. Did your admitting professional give you the telephone  number and contact person  
 at the agency in case you had any questions or  concerns, including after hours 
 information?          YES _____ NO_____ 
 
3. Did you participate in your plan of care?       YES_____NO______ 
 
4. Did you receive information on your Bill of Rights including the State Hotline Number? 
 to call if you have any complaints?       YES_____NO______ 
 
5.  Did the agency admitting nurse present a professional appearance?   YES _____ NO_____   
 
6. Did the nurse wear a name tag and introduce himself/herself as a representative of  
 the agency and explain his/her role?       YES _____ NO_____ 
 
7. Did the nurse leave a folder with information about your care in your home?  YES _____NO_____ 
 
8. Do you understand the services that your doctor ordered?     YES _____ NO_____ 

  
 
10. Did the staff tell you the date of your next visit and the frequency of visits?  YES _____ NO _____   
 
11.  Did the nurse take your temperature, pulse, respirations and blood pressure?  YES _____NO _____ 
 
12. Did the nurse wash her hands before and after caring for you?    YES _____NO _____ 
 
13. Did the nurse teach you about: 
 Your medications?        YES _____ NO_____  

 Signs and Symptoms to report to the doctor?     YES _____ NO _____ 
 Your diet?         YES _____ NO _____ 
 Wound Care (if applicable)?       YES _____ NO _____ 
 Plans for discharge (if applicable)?      YES _____ NO _____    
 
14. Did you feel the nurse answered your questions appropriately?    YES _____NO _____ 
 
Comments:  ________________________________________________________________________  
 
__________________________________________________________________________________  
 
__________________________________________________________________________________  
 
PLEASE RETURN THIS SURVEY ITO THE NURSE  
 
THANK YOU FOR HELPING US IMPROVE OUR SERVICES 
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NOTIFICATION OF DISCHARGE FROM HOME HEALTH AGENCY 

PATIENT NAME: _________________________________________ DISCHARGE DATE: ____________________ 

Within the next (5) days you will be discharged from the Home Health Agency 

 Your doctor feels that you no longer need home health services and has discontinued our services. 

 

 

 Your condition no longer warrants skilled home health services. The goals that we set for you have been met. 

 

 

 Your condiction no longer required skilled services at home. 

 

 

 You have joined an HMO. 

 

 

 Failure to comply with instructions and/or to meet patient responsibilities makes your discharge necessary. 

 

 

 You no longer reside in our service area. 

 

 

 You are receiving care from another home health agency. 

 

 

 You have requested this discharge. 

 

 

Your physician will be notified and an order for discharge will be obtained. This discharge does not mean that you are not 

eligible for Medicare-covered home health in the future. If your condition changes in the future, you can be re-admitted 

to our Agency again. 

By signing below, I acknowledge that I have received a copy of this notice. 

Patient/Caregiver Signature: __________________________________________Date: ____________________ 

Agency Representative: ______________________________________________ Date: ____________________ 
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Home Health Agency: STAMD HEALTHCARE INC.                     Patient Name: 

Address: 15402 MISSION OAK DR. HOUSTON,  TX 77083           Patient Identification: 

Phone:  410.5358    

Home Health Change of Care Notice (HHCCN) 

Your home health care is going to change. Starting on ______________, your home health agency will 

change the following items and/or services for the reasons listed below.  

Items/services:  Reason for change:  

  

Read the information next to the checked box below.  Your home health agency is giving you this information 

because:  

 

☐ 

Your doctor’s orders for your home care have changed. 

The home health agency must follow physician orders to give you care. 

The home health agency can’t give you home care without a physician’s order.  

If you don’t agree with this change, discuss it with your home health agency or the 

doctor who orders your home care. 

 

☐ 

Your home health agency has decided to stop giving you the home care 

listed above. 

You can look for care from a different home health agency if you have a valid order for 

home care and still think you need home care.  

If you need help finding a different home health agency to give you this care, contact 

the doctor who ordered your home care. 

If you get care from a different home health agency, you can ask it to bill Medicare. 

If you have questions about these changes, you can contact your home health agency and/or the  

doctor who orders your home care. 

You cannot appeal to Medicare about payment for the items/services listed above unless you both  

receive them and a Medicare claim is filed.  

Additional Information:  

Please sign and date below to show that you received and understand this notice. Return this signed notice  

to your home health agency in person or by mailing it to them at the address listed at the top of this notice.  

Signature of the Patient or of the Authorized Representative* 

 

Date 

*If a representative signs for the beneficiary, write “(rep)” or “(representative)” next to the signature. 

If the representative’s signature is not clearly legible, the representative’s name must be printed. 
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Agencia: ULTIMET HEALTH SERVICES, INC.   Nombre del paciente: 

Dirección postal:  15402 MISSION OAK DR. HOUSTON Número de identificación (paciente):                    

Teléfono: 7133196081 FAX: 8663421048 

Aviso de Cambio del Cuidado de la Salud en el Hogar (HHCCN) 

El cuidado de su salud en el hogar cambiará. A partir del[______], su agencia de cuidado de la salud 

en el hogar cambiará los siguientes artículos y/o servicios por las razones mencionadas a continuación.  

Artículos y/o servicios: Razón del cambio: 

 
 

Lea la información a continuación. Su agencia de cuidado de la salud en el hogar le está dando a esta 

información porque: 

 

☐ 

Las órdenes de sumédico o proveedorsobresu plan de cuidadohan cambiado.  

La agencia para el cuidado de la salud en el hogar debe seguir las órdenes de su médico 

al ofrecerle los servicios.  

La agencia para el cuidado de la salud en el hogar no puede ofrecerle servicios sin una 

orden del médico/proveedor de la salud.  

Si está en desacuerdo con el cambio, háblelo con su agencia, su médico o proveedor. 

 

☐ 

La agenciapara el cuidado de la salud en el hoar decide dear de brindarle los 

serviciosmencionados.  

Usted puede obtener estos servicios de otra agencia para el cuidado de la salud en el 

hogar si tiene una orden válida para los servicios y su médico piensa que todavía necesita 

los servicios. 

Si necesita ayuda para buscar otra agencia que le pueda ofrecer estos servicios, hable con 

el médico o proveedor que ordenó los servicios.  

Si obtiene los servicios de otra agencia, puede pedirles que le envíenla factura a 

Medicare. 

Si tienepreguntas sobre estos cambios, llame a su agencia de cuidado de la salud en el hogar y/o 

el médico o prove edorque ordenó los servicios. 

Usted no puede apelar a Medicare el pago del servicio o artículo mencionado arriba a menos que lo  

haya recibido, y se haya presentado el reclamo a Medicare.  

Más información:  

 

Firme abajo y ponga la fecha como prueba de que ha recibido y entendido el contenido de este aviso. 

Entréguele la copia firmada a su agencia de cuidado de la salud en el hogar, en persona o por correo a  
la dirección que aparece en la parte superior de este aviso.  

Firma del paciente o representante legal* 

 

 

Fecha 

*Si el representante firma en vez del paciente, escriba “(rep)” o “(representante)” al lado de la firma. Si la firma del 

representante no es legible, debe escribir su nombre en letra de molde. 
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