
Medical Staffing Services – New Case Inquiry Form 
Providing Quality Private Duty Nursing Services 
(410) 788-8050 Office (410) 744-2005 Fax 

 

Client Information 
 

Client Name: __________________________________________________________________________________________________________ 

Client Address: _________________________________________________       Phone Number: _______________________________ 

Date of Birth (DOB): ___________________________________________       Sex: ☐ Male ☐ Female 

Primary Diagnosis(es): ______________________________________________________________________________________________ 

Type of Service Needed: ☐ New  ☐ Transfer of Service 

Service Location: ☐ Home  ☐ School       Institute Name & Address:_____________________________________________ 

 

Contact & Referral Information 
 

Client Point of Contact (POC): ________________________________       Relationship: ___________________________________ 

Phone Number: ________________________________________________       Email Address: _________________________________ 

How did you hear about us? _________________________________________________________________________________________ 

 

Service Details 
 

Total Approved Hours: ________________________________________       Hours Needed: _________________________________ 

Start Date Requested: __________________________________________      Preferred Schedule: ☐ Day ☐ Night ☐ Both 

Special Care Needs or Notes:_________________________________________________________________________________________ 

 

Insurance & Case Management 
 

Payment Type:   ☐ Straight Medicaid   ☐ Waiver  ☐ REM (Rare and Expensive Care Management) 

  ☐ Tricare   ☐ MOC  ☐ Private Insurance 

Insurance Provider Name: ____________________________________       Member ID: ____________________________________ 

Case Manager Name: _________________________________________        Phone Number: ________________________________ 

Case Manager Email: _________________________________________________________________________________________________ 



Additional Notes 
_________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 
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