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Welcome to Homebound Solutions. We provide primary and comprehensive care directly to patients in the comfort of their own home. For many people, a trip to the doctor’s office or to a hospital is not only difficult, but often impossible. 
We make healthcare simple.
We have a few primary care providers at Homebound Solutions.  They are:
Debra Green, CNP
Mark Gould, PA-C
Ben Lohr, PA-C
Dr. Ralph Hansen, MD

While Rehabilitation Partners provide inpatient medical services at hospitals and rehab facilities, Homebound Solutions brings medical professionals to your home or assisted living facility. We partner with a team of medical services designed to help diagnose and treat medical issue in a home setting.
· If you have a medical emergency CALL 911
· For Non-Emergent medical matters, please at 505-503-8806 to schedule an appointment. 
· Depending on the issue we will do our best to schedule the visit within 7 business days.
· Please know that we are not an Urgent Care services. 
· Office Hours are:  8:00am – 5:00pm, if you received a voice message, please leave message and we will try to get back to you within a 24 hours turn around.
· Forms and Letters- If you need to fill forms our or a letter written there may be an administrative fee of $25 if considerable time is involved.
Please fill in the requested information below. The more information we have about our patients the better care we can provide. Please include a copy of insurance cards.

Patient Name (as it appears on insurance cards):______________________________
Today’s Date:_________________________Date of Birth:__________________________ 
Phone #:______________________________  Alt phone #:_________________________
Address:_____________________________________________________________________
Primary Insurance:_____________________Policy #:_____________________________
Secondary Insurance:______________________Policy#:___________________________
Emergency Contact Name:_____________________________
Ph No._______________
Emergency Contact Name:_____________________________
Ph No._______________
Medical POA:___________________________
Ph No:______________________________

Please mail correspondence (billing, letters, notice, etc) to:
· Patient	
· POA
Address: ____________________________________
· Other _____________________________________
Address: ____________________________________
Advanced Directives:
· Living Will
· Full Code 
· DNR

Home Health or Hospice Agency preference: __________________________________
Pharmacy preference:
_____________________________________________
Current medicacations (please list here) ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
[bookmark: _GoBack]Allergies: __________________________________________________________________________________________
History
Previous Occupation:_______________________________
Alcohol Use: _____NO____YES  If yes, type of alcohol_______, drinks per day______
Tobacco Use: ____NO_____YES  If yes, Number of packs per day_____for____years
Drug Use: _________NO ________YES  If yes, what type of drug(s)________________
Immunizations:
· Pneumovax: ___________Date
· Flu:___________Date
· H1N1__________Date
· Zoster:__________Date
· Tetanus:__________Date
Doctors seen within the last 3 years
Name:__________________________________Ph No._____________________________
Name:__________________________________Ph No._____________________________
Name:__________________________________Ph No._____________________________



Surgeries:
Type:__________________________________________________Date:________________
Type:__________________________________________________Date:________________
Type:__________________________________________________Date:________________
Type:__________________________________________________Date:________________
Family History of Medical Issues:
Mother:______________________________________________Age at Death:__________
Father:______________________________________________Age at Death:__________
Siblings:_____________________________________________Age at Death:___________
Recent Screenings
Mammogram:_______Date ____________________________________________Results
Pap:_______Date _____________________________________________________Results
Bone Density:_______Date _____________________________________________Results
Prostate Exam:_______Date ___________________________________________Results
Colonoscopy:_______Date _____________________________________________Results
Other information Important for Medical Provider to know:
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