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Order Form georgia DME PROVIDER

	to:
	
	from:

	ATTENTION CLINICAL STAFF
	
	Phone #:                                     Fax #:

	company:
	
	date:

	HMV  /  DMT
	
	

	fax number:
	
	total no. of pages including cover:

	Fax:     # 866-316-7824
	
	

	Phone number:
	
	Billing:

	Phone: # 727-443-4782 

1-877-202-1191
	
	Medicare          Private Pay

	Special Orders:
	
	                                                       

	FORWARD A COPY OF INSURANCE CARD WITH ORDER
	
	***Please Ensure Your Company Name and  Phone                                    

	
	
	 Numbers Are Completed  Above***


______ PULMONARY ASSESMENT (MAY INCLUDE SIMPLE STRESS TEST, RESPIRATORY MONITORING,overnight oximetry AND DISEASE EDUCATION)                                                                                                                                                                                                                     

Patient Name: _______________________________________________ DOB: _________________

Address: ___________________________________________________ City: ___________________

State: ________________Zip: _________________ Phone: _____________________________________ 
Diagnosis Code: __786.09 ___428   ___492.8 ___493.0 ___496 ___780.57___786.05 OTHER_________

Physician: _________________________Phone: ________________________Fax:__________________ UPIN: _________________

Medicare Number: __________________________________________ SS#: _______________________

Insurance Address: ______________________________________________________________________

City: ___________________________ State: ______________________ Zip: _______________________

Secondary: ______________________ ID# ___________________________ GR#___________________

Insurance Address: ______________________________________________PH#:____________________ 

City: ____________________ State: _________________ Zip: ____________________

Comments: ________________________________________________________________________

Physician Signature:                                                                                               Date:

PLEASE FAX PRESCRIPTION WITH ORDER OR PHYSICIAN SIGNATURE MUST BE ON ORDER FORM TO RELEASE YOUR OVERNIGHT/ AMBULATORY RESULTS
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