
BRAIN AND SPINAL CORD INJURY BILLlNGIREIMBURSEMENT FORM

Provider Client

Name: Champion Home Health Care

Billing Address: 3911 Newberry Rd., Ste B-2

Patient's Name: Medicaid No.

Address: Birth Date
/ /-----

Mo. Day Year
City Zip
Please circle service type: Rate per hr $__
Companion Personal

Attendant
Other

City Gainesville, FL Zip 32607

Provider Number 0012134-00

Provider Telephone: 352-371-8600

~
"

Provider Signature:

!
I

Remember to Retain Copy for Your
Own Records and Mail Ori~inal

Date:



'. BRAIN AND SP1NAL CORD INJURY BlLUNGlREIMBURSEMENT FORM
.-

Provider Client
Patient's Name: Medicaid No.

Address: Birth Date
/ /-----

Mo. Day Year
City_ Zip
Please circle service type: Rate per hr $__
Companion Personal

Attendant
Other

Name: Champion Home Health Care

Billing Address: 3911 Newberry Rd., Ste B-2

City Gainesville, FL Zip 32607

Provider Number 0012134-00

Provider Telephone: 352-371-8600

Provider Signature: Remember to Retain Copy for Your
Own Records and Mail Ori~inal

Date:



COMPANION CARE

Client Name~ Provider Name: Champion Home Health Care

DATE: l 2 3 4 5 6 7 8 9 10 II 12 13 14 IS 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31

Light
Housekeeping
Run Errands
Grocery
Shopping
Miscellaneous
Shopping
Meal
Preparation
Laundry
Financial
Management
Companionship
Arrange Doctor
Appts.
Arrange
Transportation
Provide
Transportation
Social
Interaction
Medication
Reminders
Hygiene
Assistance
(non-hands on)
Supervision

CLIENT SIGNATURE _ DATE "'--_
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