  TITLE: COMMUNITY HEALTH/HOME HEALTH                             

DATE OF NOTE: JUN 14, 2002@18:01     ENTRY DATE: JUN 14, 2002@18:01:47      

      AUTHOR: MITCHELL,AMY L       EXP COSIGNER:                           

     URGENCY:                            STATUS: COMPLETED                     

                   Home Health Referral/Feedback From Agency

Agency Name:

  IVNA Home Health, 355-7100

  Agency Contact: 

Referral Date To Agency: Jun 12,2002

Home Health Initiated: Yes

  Start of care date: Jun 13,2002

  Home Health Services Planned:

    RN

     Type: Skilled assessment, Medication teaching/compliance, Wound 

care/management, Other: 

     Frequency: 

     Duration: 9 weeks

    Aide:

     Type: Personal care assistance with ADLs

     Frequency: 2-3x per week

     Duration: 9 weeks

    P.T.

     Type: 

     Frequency: 2-3x per week

     Duration: 9 weeks

    O.T.

     Type: 

     Frequency: 

     Duration: 

    S.T.

     Type: 

     Frequency: 

     Duration: 

    MSW

     Type: 

     Frequency: 

     Duration: 

    Other: 

    Not housebound (explain): 

    Refused services (explain): 

    Other: 

Comments: 

Above information received from agency per fax dated Jun 14,2002.

Patient referred to Home Health for diagnosis: COPD; CHF; Venous Stasis 

Ulcers,

by inpatient 4C/Medicine Team 2, for home followup after Jun 12,2002 

discharge.

I will forward this note to patient's provider(s) FYI...Thanks.

/es/ AMY L MITCHELL                                                       

RN, Comm Health Nurse Coordinator                                         

Signed: 06/14/2002 18:31                                                  

