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1-800-392-9019 Durable Medical Equipment
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RECIPIENT'S Address - Street/PO Box /R. At. City State Zip Code | It in Care Facility, give name
Provider, Pharmacy, etc., Name, Address, ZIP code Ordering Physician's Name. Address. ZIP code

| B B

L B ]

Provider, Pharmacy, Telephone Number Provider Number ! Orderning Physician's Telephone No. | Provider Number
1 |
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appropriate block on the claim form. ment levels that may be quoted as part of the approval
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patient's eligibility by checking the monthly ID card  chase price. All rental payments must be applied toward
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