Form Revised: 06/25/2018

PATIENT VISIT REPORT - EQUIPMENT MAINTENANCE

Patient: Date:

Phone: Any Hospitalizations since last visit? O Yes O No

Any changes in Insurance or Physician since last visit? O Yes O

No

EQUIPMENT INFORMATION
Manufacturer Model# Serial # Hours (if Settings (i Maintenance Performed

applicable) applicable)
EQUIPMENT EXCHANGES AND D/C’S

Old Unit SN NewUnit SN Reason
Old Unit SN NewUnit SN Reason
D/C’d Unit SN Reason
D/C’d Unit SN Reason

SUPPLIES DISPENSED

PLAN OF SERVICE UPDATE
Outcomes being met? O Yes O No (If No, document education provided below and document any concerns)

Equipment functional? O Yes O No (If No, was it U Repaired? or 0O Replaced?)

Patient reeducated on the following?

0 Use of Equipment O Doctor's Prescription
O Emergency Preparedness U Troubleshooting Equipment Q Fire / Electrical / Home Safety
O When to call for services U Changes in Doctor's Orders O Use of Back up Equipment

Any other safety or health hazards? O Yes O No (If Yes, document concerns)
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I acknowledge performance of the Patient Visit and Plan of Service update on the date noted:

Patient Date Technician/Therapist
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