
 

Home Care Orders 
972-524-5800    1-866-290-4USA 

Fax: 972-524-9200  

www.americanhomecare.us 

 

 

Durable Medical Equipment 

�  Quad cane       �  Single Tip Cane        �  Walker         �  Walker w/ Wheels       �  Walker/Breaks/Seat 

�  Wheelchair       �  Heavy Duty wheelchair   �   Elevating Leg Rest        �  Power Chair                    �  Lift Chair 

�  Scooter       �   Hospital Bed        �   Gel Overlay        �  Alternating air mattress   Other ______________ 

Physician’s Name: ________________________________________________________________________ 

Address: _____________________________________________ ____     Phone: ___________________________ 

City, State, Zip: ____________________________________________     Fax: ______________________________ 

Physician’s Signature: ______________________________________     NPI: ______________________________ 

 Terrell             Rockwall        Mesquite     Emory   

     214 W. Moore Avenue                 500 Turtle Cove Blvd #150                  2944 Motley #410                     600 East Lennon #130 

          Terrell, Texas 75160                    Rockwall, Texas 75087                Mesquite, Texas 75150                     Emory, Texas 75440     

972-524-5800  Fax 972-524-9200      972-771-4500  Fax 972-771-4288     972-686-6447  Fax 972-686-6485     903-473-4401 Fax 903-473-4403 

Diagnosis   

Primary Dx / Reason for home care: ________________________________________________________________________ 

Other diagnosis: _____________________   _______________________________     _______________________________ 

  __________________________________    _______________________________      _______________________________ 

 

Home Care Evaluation   (Please check all that apply) 

�   Home Health Evaluation       �   Speech Therapy  �   Neuro / Post Stroke Management 
�   Home Safety Evaluation �   Social Service Evaluation �   Diabetes Management 
�   Skilled Nursing             �   Home Health Aide  �   CHF/HTN Cardio-pulmonary Management 
�   Physical Therapy Evaluation �   Pain Management  �   Balance and fall            
�   Occupational Therapy Eval   

  �   Wound Care instructions:  __________________________________________________________________________ 

    __________________________________________________________________________________________ 

  Lab    

 �  CBC   �  CMP    �  TSH   �  HgbA1C    �  PT/INR   �   Fasting Lipid Profile �  Other:   ________________________ 

 Instructions / Frequency: ________________________________________________________________________  

 

Respiratory 

_____ 0₂ Concentrator & Gas @ ______ LPM ______ Continuous   

_____ % of Saturation Saturation Date: _____________________    Test Location: _______________________________            

_____ Nebulizer and supplies    

 

 

Name: ____________________________________________________    Medicare # _______________________________ 

Address: __________________________________________________    Other Insurance: ___________________________ 

__________________________________________________________   Ins. Address: ______________________________ 

Home Phone: ____________________Cell: ______________________    Ins. Phone: ________________________________  

DOB: ___________________________ SS#: ______________________    Policy Group # _____________________________ 

Emergency Contact: _________________________________________    Phone: ____________________________________ 

     


