INSURANCE THE TRANSITION
ACCEPTED APPROACH

Crur Home Health Services may be requested by our
patients, their families, or physicians. Or, they may be
-a.r:a.ug:-:l I'J:Lr-::ugh the nursing home or hc-zpital dixh-a.rg:

planner.

Locking at the whole picture, our goal of patient
recovery is achieved through expert communication
between the ph}'siﬂ'an, our staff, our patient, and
their family. The home setting provides many unique
advantages to overall wellness and emoticnal being,

| Ohur patients tend to achieve maximum well-being and
decision making in their own home.
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Chur commitment is to seek improvement for our

patient’s quality of life. We tailor a plan of action

designed to evaluate and set these goals with respect o

our patient’s individual needs and dignity. The action

plan is coordinated with our patient’s physician for

continuiry. The result is a health care program specific to
* our patient’s goals.
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¥ Physiclans, Patlents and their families

N prefer Transitlon Home Health Partners

# because of our commitment to
cxcellence and well-belng,

HOME HEALTH PARTNERS
Non-Discriminatory Palicy: THHP provides care to all
patients regardless of race, creed, color national origin,
sex, age, religion, or disability.
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FOR THE AN HOW WE PATIENT
PHYSICIAN ' SERVE YOU COORDINATION

extension of your

® .
"
practice while pr_rﬁ:rrming Ll
home heath care
services for our patients. h

ur expert staff is an

Olur patient care coondinator is available
throughout the care-giving cycle to meet with the
patient, family, and caregiver.

Together, we oversee your * Paln Relicf * Medlcal Asscssment & Plan of Care

recommendations and our plan of action to give the best * Muscle Strength & Joint Movement Restoration * Medication Instruction & Teaching The patient care coordinator will assist and 'E“"E":t

possible care in the industry. * Graded Therapeutic Fxcrcise » Casec Management all areas of the referral process. They are available
* Joint Replacement Therapy * Diabetes Care & Education i g y

Afrer our patient is discharged, we will provide a 60-day » Home Exetcise Progtam s Patlent & Family Education o ""‘SE’ qﬁtﬁ“‘:m‘ about home care services

s ST g 2 = a nefits.
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Owur specialty programs are designed to treat a variery of s Sclf Care Sldlls Restoration * Cardiovascular MonltoHng . PD'E'F'“I::'““diﬂI ; rdination and

condirions which include, but not limited to: * Adaptive Equipment Training * Post-Opectative Care dE'-I“‘* o equipment coOrdinaton a

ivery

= 0A - Arthritis * ADL Tralning * Certlficd Psychlatric Nutsing * Consultation regarding patient special needs

* Diabetes * Musde Re-Education *  Up-to-date patient progress reports

S * Galt Tralning

= Ostomy / Pressure Ulcers / Vascular Ulcers
= Cardiovascular & Circulatory Disease * Counscling & Community Resources
* Orthopedic Conditions » Assistance with Medlcal Needs
» Joint Replecement * Long-Term & Short-Term Plannning
= Fractures * Solution Focused Counscling
= Pre & Post Orthopedic Surgery * Communication Skills * Assessment of Emotional Factors
* Ppst Amputation * Non-Restorable Skills Compensation
* Neuromuscular Deficiencies * Swallowing Treatment
«CVA * Volce Disorder Treatment

“TIA * Memoty Deficlt Tralning « Coordination with Phatmacy

« Alzhgimer
.pﬂ,ﬁ-,_“:-: a— s Lasgnigc e nen * Durable Medical Equipment Coordination

The coordination
of commumication
between patient,
family, and
medical staff

has been the

* Hosplce Coordination key tO oUr SUCCESS.
Transition Home Health Partners subscribes to the
concept of health as stated by the World Health Orga-
nization. Health is a state of mental, social, and physi- e e L e e
cal well being, not merely the absence of disease or * Personal Hyglene * Psychological Nursing Program T TR e
infirmity. Our personnel are committed to providing * Dressing & Grooming * Cardlac Nursing Program *  Requireintermitted skilled nursing care, physical and/or
the best care. Our goal is the maximization of physical, * Light Meal Preparation * Post- Amputation Management Lﬂggﬂwﬁ;ﬂ medical sacial woelcers, and/or speech &
mental, and social conditions for our patients. * Light Housckeeplng * Post-Op & Pre-Op Sutgical Management *  Havea plan of care sstablished by a physician

."‘ 4 Eranoition "‘ & Eramnition gl‘ Erannikion

‘ T AL FARTRTEL * MY WHALTH FANMEIEL HOME mlATn FANTRINE
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