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            A trade name for Arizona Low Vision Occupational Therapy PLC

Home Health Occupational Therapy Patient Intake Form
Phone: (602) 233-7420 | Website: www.tandemlowvision.com

Patient Information
	Patient Name:
	

	Date of Birth:
	

	Gender:
	

	Address:
	

	Phone:
	

	Email
	

	Insurance Provider / ID #

Insurance Provider / ID #
	

	Living Situation:
	☐ Alone ☐ With Family ☐ With Spouse ☐ Assisted Living ☐ Independent Living ☐ Other: __________________________

	Preferred Communication:
	☐ Phone ☐ Text ☐ Email ☐ Other: __________


Emergency Contact and Caregiver Information
	Primary Emergency Contact:
	

	Relationship:
	

	Phone:
	

	
	

	Power of Attorney Name:
(if applicable)
	

	POA Phone Number:
	



	Emergency Contact:
	

	Relationship:
	

	Phone:
	

	
	

	Emergency Contact:
	

	Phone:
	


Primary Care & Eye Care Team
	Primary Care Physician/PCP:
	

	PCP Phone/Clinic:
	

	Referring/Primary Eye Dr.
	

	Eye Doctor Phone/Clinic
	

	Retinal/Specialty Specialist
	

	Specialist Phone/Clinic:
	




Ocular & Health History
Primary low vision diagnosis (Check all that apply):
 ☐ Macular degeneration ☐ Glaucoma ☐ Diabetic retinopathy ☐ Stroke/neurological vision changes ☐ Cataracts ☐ Other: 
_____________________________________________________________
General Medical Conditions Impacting Therapy: ☐ Diabetes ☐ High blood pressure ☐ Heart condition ☐ Neuropathy/Numbness ☐ Falls/Balance issues ☐ Cognitive changes ☐ Other: 
______________________________________________________________
Current medications and allergies: 
______________________________________________________________
Assistive devices currently used: ☐ Cane ☐ Walker ☐ Wheelchair ☐ Magnifier ☐ Talking device ☐ Smartphone accessibility features ☐ Other: __________

Daily Living and Home Safety
Areas where assistance is needed: ☐ Personal grooming & hygiene ☐ Home mobility & lighting safety ☐ Phone, tablet, & TV access ☐ Medication management ☐ Meal preparation ☐ Medication management ☐ Reading & Writing (mail/labels/bills/books) ☐ Glare/Low Contrast Sensitivity ☐ Home navigation 
Home safety concerns: ☐ Falls/tripping hazards ☐ Poor lighting ☐ Stairs ☐ Bathroom safety ☐ Kitchen safety ☐ Medication errors ☐ Difficulty locating items ☐ Other: _______________________________
Recent fall history: ☐ No ☐ Yes — date(s), location, and circumstances: 
_______________________________________________

Client Priorities and Goals
What are the most important activities you want to do more safely or independently?
_______________________________________________________________
_______________________________________________________________
Preferred outcomes: ☐ Safer home setup ☐ Improved lighting/contrast ☐ Better use of adaptive equipment ☐ Safer medication routines ☐ Easier reading/writing ☐ Improved technology access ☐ Caregiver training  Increased participation in occupations ☐ Other: 
_______________________________________________________________


Cancellation & No-Show Policy
Appointment Cancellation Requirement: If you need to cancel or reschedule your appointment, you must notify Tandem Low Vision at least 24 hours prior to your appointment.
No-Show & Late Cancellation Fee: Failure to cancel at least 24 prior to your scheduled appointment time will result in a $50.00 charge. This fee is the sole financial responsibility of the patient and cannot be billed to insurance. 

Patient / Representative Signature: 			     Date: 

X________________________________________________ _________________


Privacy & Consent (HIPPA)
I authorize Tandem Low Vision to use and disclose my protected health information (PHI) to perform healthcare services, coordinate care with my healthcare providers, and process billing claims. I give permission to discuss my care with the emergency contacts or caregivers listed. Scheduling or medical information may be left on voicemail, text messages, or sent via email. A copy of the HIPPA Notice of Privacy Practices is available upon request. 

Patient/Representative Signature: 				    Date: 

X________________________________________________ ______________

Relationship to Client, if applicable: 			    

__________________________________________________ 
Financial Responsibility & Consent
I authorize Tandem Low Vision to submit claims to my insurance carrier, Medicare Part B or third-party payor. I understand I am responsible for knowing my insurance benefits, co-pays, and deductibles. If my insurance fails to cover services or non-covered adaptive equipment, I agree to be financially responsible for the remaining balance. Co-payments and fee-for-service payments are due at the time service is rendered. 

Patient/Representative Signature: 				     Date:

X________________________________________________ _______________
Medical Records Release Authorization
To (Healthcare Provider / Practice Name):
1. ______________________________________________________________
Provider Fax: _____________________ Phone: ______________________
2. ______________________________________________________________
 Provider Fax: _____________________Phone: ______________________

I authorize my primary care physician, eyecare providers, and medical specialist to release my medical records-including diagnosis, ocular examination reports, and therapy evaluations- to Tandem Low Vision.

Patient / Representative Signature: 			    Date: 

X________________________________________________ ____________

Representative Relationship / Legal Authority (if applicable):

_______________________________________________________________
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