H & M HEALTH SERVICES, INC.
| DAILY VISIT RECORD

Putient Nawme:; o ; Special structions:
Address: - =

City: .

PhoneNumben

- Discipline: (please cirole) RN - LPN * PT * PTA ° ST * OT ° MSW ° CNA - HHA
Tnsurance: (please cifcle) AVMED * CARE PLUS * CORVEL * PREEDOM ' HUMANA. * MEDICA
PCP " PRIVATE * SEMINOLE * UNITED HEALTH CARE ° VISTA

BMPLOYEE NAME: (Please Prind) - S
{ verify that the information a:nd;sifg::&fums contained on this sheet are correot, Falsification may résljiit* in lﬁmﬁ.ﬂiﬁiﬂtfﬁﬂ j: :

of employment and prosecution.

EMPLOYEE SIGNATURE:

DATE__ | VS CODE| | TIMEIN | TIME OUT | HOURS PATIENT SIGNATURE -

TUE, "

WED. ] . !

THUR, |

FRIL : 1. |[ :

SAT. _ | "

SUN. _ e _

TOTAL VISITS: | | | ToTAL HOuRS:

VISIT CODES " f _ - o _

SNEIC \ INITIAL EVALUATION PTIE | PT INITIAL BVAL

SNRNV - [RNvISIT - T o fPTvagIT T

SNHITV RN HIGH{TECH S PIDC “LPT DISCHARGE

SNLPN - LPNVISIT : STEC ST INITIAL BVAL

SNDC NURSING DISCHARGE ST | 8T vIsrp .
"| MSIEC | MBS INITIAL EVAL STDC ‘ST DISCHARGE
™S - 'MSS$ FOLLOW-UP VISIT - orme OT INTTIAL EVAL

Al AIDE VISIT . Loy OT VISIT |

1

The undersigned sgrees to pay 3 & M 1 eajth Services, loe. upon densand the. subof $3,000.03 Hguidated damnges. if our umployenis
hired within-ningty. (90) doys of termination of servicen "L hereby ceriify thatthe above nomed employes lins pérfbrmed satiifaitory servites
for us-for the hours indicated nnd authorize you to bill us for suah services, The undersigned slsy ngrees to-pay inmlcc;upgn.mim.- o
Interest at the rate of 1 142 % per month (18 % annal rate) will b sharged on all pist due mmotits, toguiher with rensonablé atomicy’s feoes

for co#t-of eollestion. ; :
:

Comments:

|

. _ i -
PATIENTS SIGNATURKE (Or Alithorized Represcnitative) .




