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CORPORATE PHYSICIAN ORDER FORM

	to:
	
	from:

	ATTENTION CLINICAL STAFF
	
	Phone #:                                     Fax #:

	company:
	
	date:

	HMV  /  DMT
	
	

	fax number:
	
	total no. of pages including cover:

	 866-316-7824
	
	

	Phone number:
	
	Billing:

	727-940-5908

877-202-1191                                                               
	
	Medicare          Private Pay          Other ____________
**Please forward a copy of the insurance card with order**        


 **Please indicate Preferred DME Name and Phone #**
DME: ________________________________________________________

Phone # _____________________________________________________



________________________________________________________________________________________________________________________________________
_____ CERT program (MAY INCLUDE SIMPLE STRESS TEST, CPAP COMPLIANCE, MDI/NEBULIZER MANAGEMENT, EQUIPMENT CHECKS, OVERNIGHT OXIMETRY AND DISEASE EDUCATION)
_____HOME SLEEP TEST



_____ REST AND EXERTION/6 MIN. WALK


_____ OVERNIGHT OXIMETRY ON ROOM AIR
_____ OVERNIGHT OXIMETRY ON ROOM AIR    AND CPAP
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:______________________       
NPI____________________________________________________________________________________________________

Medicare Number: __________________________________________ SS#: _________________________________________

Insurance Address: _______________________________________________________________________________________

City: ________________________________________ State: __________________________ Zip: _______________________

Secondary: _________________________________ ID# _________________________________ GR#___________________

Insurance Address: ________________________________________________________PH#:___________________________ 

City: _________________________________________ State: ____________________________ Zip: ____________________

Physician Signature: ______________________________________ Date: ​​​​​​​​​​​​​​​___________________________________________
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