Company Name

MISSED VISIT REPORT
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Date: Time:

Patient: HICN:

Clinician: ORN OLPN OPT OOT OST ORT OAide OMSW
Payer: O Medicare 0O Medicaid O HMO 0O Private

Reason for missed visit (please check):
O MD appointment
O Patient / Family Cancelled
O Inclement Weather
O Patient hospitalized for observation
O Family visiting and able to assist patient
O No answer to locked door
O Other:

Was claim for missed visit billed? 0O Yes 0O '
Was billing reviewed for accuracy? ~Yes O o L VA
Was voluntary repayment made to th. oa,., = 'Yes O No
Check # Amour. _ Date Refunded

Physician/Agency notif’

Date: e:

Comments:

Print Name of Auditor:
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