PHYSICIAN’S ORDER
FAX TO: 888-299-5568

||Ph0ne#:>’< | M | |F | |DOB: |
PATIENT NAME
Address State Zip

Doctor’s Phone #: NPI#:
PHYSICIAN
Address State Zip
Your Medicare# Policy ID#
Other Insurance Group #
Address State Zip
L{l2|[3(14][5]|6]||7]]|8 9lf1of|11]f12 LIFETIME

Products Needed * ~ Please provide: Name of Product; Model # ; Size; Quantity
~ THIS SECTION CAN ONLY BE FILLED OUT BY A PHYSICIAN ~

Yes No

I authorize the above as true and a necessary treatment for my patient.
Ordering Physician Signature Date:

Please Print Name Clearly:

For Office Use Only
Date Received Stamped

*Please Note: By submitting this information, you are granting permission for us to call you during business hours.
Rest assured, we follow HIPAA & Medicare Guidelines. All personal information is strictly private
and is not shared with anyone, any company, any corporation or any mailing lists.

All rights reserved by Home Care Together.




