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SALUD HOME CARE

  9 INITIAL/ADMISSION ORDER Order Date: _____________
9 RECERTIFICATION ORDER
9 REINSTATEMENT ORDER Sent/Faxed on: ___________
9 DISCHARGE ORDER
9 MODIFY/VERBAL ORDER

Patient’s Name: ____________________________________________________ Med. Record #: _____________

SOC Date: _________________Cert. Period: ____________________________D/C Date: __________________

Diagnosis: ___________________________________________________________________________________
      __________________________________________________________________________________

Disciplines ordered/frequency: 9 SN __________________    9 HHA ________________    9 PT _____________ 
9 OT_______________    9 ST_______________    9 MSW_______________    9 Other: __________________

9 N/A    9 Observation/Assessment complete system, vital signs, complications: ___________________________
9 Assess patient’s response to new/changed meds and/or treatment/procedures   9 Fall precautions/prevention
9 Teach new/changed medication regimen, side effects 9 Pain assessment/management/treatment
9 Wound Care order: __________________________________________________________________________
____________________________________________________________________________________________
9 Diabetes Management 9 Insulin Dependent 9 Non Insulin Dependent
Order: ______________________________________________________________________________________
9 Report significant finding, monitoring: 9 BP 9 BS 9 Anticoagulant Therapy      9 Emergency Plan
9 Teaching/monitoring Nutritional Status, Hydration, Diet: _____________ 9 Safety Precautions
9 Other: ____________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
Medication Management: 9 See Medication Scheduled 9 New Meds: __________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
9 Aide to Assist with ADL’s, Personal Care 9 Personal Hygiene  9 Other: ____________________________

9 N/A 9   PT   ST   OT evaluation (circle) 9 Therapeutic exercises 9 Balance/Coordination tech
9 Gait training/evaluation 9 Assistive Device training 9 Safety awareness/training
9 Pain Management/Control/Treatment 9 Active ROM exercise 9 Massage 9 EMS
9 Transfer Mobility from_______ to _________ 9 Home Exercise Program 9 Other:____________________
PT: ________________________________________________________________________________________
OT: ________________________________________________________________________________________
ST: ________________________________________________________________________________________

9 N/A 9 Evaluation/Assess home situation 9 Referral to Community         9 Assess social/emotional factors
9 Financial Resources information 9 ALF/Hospice/Nursing Home placement/referral
9 Other: ____________________________________________________________________________________

Clinical findings support the need for the above services: ______________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________

Order verified/read-back by (Name/Signature/Title): _________________________________________
     Date: _________________

Physician Name: ____________________________ Address: _________________________________
    Phone: ____________________________        ________________________________

              UPIN #: _______________

MD Signature: _________________________ Date: ___________

PHYSICIAN ORDER:

ORDERS/FREQUENCY/DURATION   Nursing / Aide (Locator 21)

ORDERS/FREQUENCY/DURATION   Therapy (Locator 21)

ORDERS/FREQUENCY/DURATION   MSW  (Locator 21)
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