
Ennoble Care empowers aging 
seniors to remain living at home 
by utilizing hands-on support 
programs along with proprietary 
technology and infrastructure. 
Through our economy of care 
and services, Ennoble Care 
ensures convenience, privacy, and 
the optimal continuum of care to 
enable “real aging in place”. 

Ennoble Care
P: 877-684-7831
F: 855-794-0968
intake@ennoblecare.com

Prog ra m  Gu i d e
ENNOBLE CAREen·no·ble

/əˈnōbəl/
verb
lend greater dignity or 
nobility of character to



	

BEHAVIORAL HEALTH

• Care team includes: PCP, psychiatric NP
	 or MD, behavioral health social worker, 
	 family and caregivers
• Care planning by the primary care team
• Treatment may include pharmacotherapy, 	
	 psychotherapy, and other indicated 		
	 treatments
• Supportive counseling and can link patients 	
	 and families with much needed resources

PALLIATIVE CARE

• Provide palliative care services to patients 
	 in their home, assisted living or long-term 
	 care facility
• Offered in conjunction with modifying therapy
• Focused on symptom management 
• Includes nurse practitioner, social worker, 	
	 chaplain and volunteer visits

TELE-MED AND
REMOTE MONITORING

• A virtual visit with a health care provider, 	
	 through a phone call or video chat
• Enhanced access to health care providers
• Real-time quality care
• Follow up home visit with Ennoble providers 
• Remote monitoring of physiologic parameters 	
	 (e.g. weight, blood pressure, pulse oximetry, 	
	 respiratory flow rate)

HOUSECALLS

• Ongoing in-home assessments, includes 		
	 multiple proactive and engaging touchpoints 

• Coordination of care for needed diagnostic 	 	
	 and/or therapeutic treatments: home lab 		
	 draws, mobile x-ray, Physical, Occupational 		
	 and Speech Therapy, medical equipment, etc..

• Coordination and communication with other  
	 physicians involved in care of the patient 

COMPREHENSIVE CARE
MANAGEMENT

• Physician-led team (medical assistants and nurses)

• Multiple proactive and engaging touchpoints  
	 throughout the month

• Assistance with accessing care, medication refills,  
	 transportation and other care needs

POST-ACUTE CARE
TRANSITIONS (ACT)

• 30 to 60 day episode

• NP or MD visits weekly or as needed

• Bridge for people returning to community 
	 from hospital or sub-acute facility

HOW ENNOBLE CARE
CAN HELP YOU

• Comfort and convenience of personalized
	 at home care and attention

• Connect patients and families to
	 community resources

• Empowers seniors in taking control of
	 their health and medical needs

• For providers: post acute care transitions, 	
	 reducing the risk of re-hospitalization,
	 discharge planning support, post acute care

ENNOBLE CARE TEAM MAY 
PROVIDE THE FOLLOWING:

• A comprehensive assessment by a board
	 certified physician or nurse practitioner

• A palliative plan of care that is developed
	 in coordination with the patient's current
	 health care providers

• Treatment of acute pain and other
	 symptoms associated with serious or life- 
	 limiting illnesses, reducing the burden of 	  
	 illness by improving quality of life for 		
	 patients and their families

• Culturally sensitive care that considers	  
	 patient’s age, religion, values and preferences

• The coordination of appropriate health-
	 care services


