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TOTAL # OF VISITS: ______________ AT $_______________________ = $_______________________

PATIENT NAME: ___________________________________________________________ EMPLOYEE NAME: ________________________________________________________

SOURCE OF PAYMENT:   HMO     MEDICARE     MEDICAID     OTHER EMPLOYEE SIGNATURE: ___________________________________________________

PT IT #: __________________________________________________________________ TYPE OF SERVICE:    RN      LPN      PT      ST      OT      HHA

N/C (NO CHARGE CODE)
1. PATIENT NOT HOME 2. PATIENT REFUSED VISIT
3. M.D. APPOINTMENT 4. SUPPLY DROP/MILEAGE ONLY
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