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I.  CLIENT CONTACT INFORMATION

Client’s Name: 




 Social Security Number: 

     Client Address: 




City: 



State: GA  

Zip Code: 
         Phone Number: 


Marital Status:       Date of Birth: 



Age: 
    Height: 
Weight: 


Representative/Guardian (if applicable): 


Medically Frail: 


Insurance Company: 





 

Intake Person:


Contact Date: 


Referral Source: 




Referral Date: 


Private Pay or Insurance (circle one).      

Type of Service: Nursing, Personal Care, Companion/Sitter (circle one).

Initial Service Date: 




II.  EMERGENCY INFORMATION:

Contact Name: 


Relationship: 

           Home Phone #: 

      Work #: 


  Cell Phone #: 


  Physician: 


           Physicians Phone #: 


     Preferred Hospital: 

  

Client’s Allergies:



  Power of Attorney: 

Phone #: 



III.  
SERVICES REQUESTED:

IV.  SERVICES PROVIDED:  Circle Those That Apply:  Bathing   Bathroom Activities    Oral Care     Grooming     Dressing    Light Housekeeping in Living Area    Meal Prep     Ambulation     Transfering     Eating     Medication Reminders     Taking for Walk or Other Activity     Range of Motion Exercise    Observe & Report Status   Trips Outside Home      OTHER: ___________________________________________
SERVICE FREQUENCY: 

M
T
W
TH
F
S
SN

TIMES (note under each day): 
Duration of Services (# of hours): 

V. CHARGES FOR SERVICES:   $         per Hour     $        per 4-hour visit

      $         per Live-In Day

VI.   BILL PAYMENT CHOICE: To Be Billed Weekly:   CHECK or CASH

VII. ACKNOWLEDGEMENT OF RIGHTS:


VIII. AUTHORIZATION TO ACCESS FUNDS:
NA

TRANSPORT AUTHORIZATION:  Circle One  YES    NO

Alliance Care, 3664 Club Dr., Suite 103, Lawrenceville, GA  30044, Phone: 770-279-7949

