RELIABLE RESPIRATORY

We accept all insurance plans EXCEPT for HPHC and TUFTS

Customer Service:
(781) 551-3335

Fax:
(413) 332-0786



 








Contact:
 
_____________

WE  WILL:   FAX, E-MAIL,PHONE (PLEASE CIRCLE ONE) 

TO CONFIRM RECEIPT OF THIS FAX WITHIN 24 HRS.

Patient Name:
 

          Date: 


Address: 

   
   Street


   City


   State

 Zip

Home Phone:
    (    )
 Work Phone

 Date of Birth:
/
/


Next of Kin:





 Phone: (     )




Primary Insurance: 



        Policy Number:







Secondary Insurance: 



        Policy Number: 







Physician: 














(NAME)


(ADDRESS)


(PHONE)

Diagnosis: 






Equipment Ordered:

CPAP:


  New Order


 Change in Order
Pressure: 


 Ramp Setting: 
 Minutes:_________ 
Humidifier? YES / NO    If yes, type:  Heated / Cool

Mask size/type: 




Other Supplies: 






Bilevel Devices: (Spontaneous/Spontaneous Timed)

New Order
   
    Change in Order

Settings: ipap=

  epap= 
  Rate: 
 Mask size/type: 







Humidifier? YES/NO  If yes, type: Heated/Cool
Supplies: 








OXYGEN:  

 New Order 

    Change in Order

Liter Flow:


  Hours/day: 


 How is the oxygen being administered? 

















(Nasal Cannula, Trach mask, Simple Mask) 

Ordinary Level: 

 % Date Taken 

/
/
   Type:
     Liquid        Portable 
    Concentrator 
            Pulse Data 

Notes/Special Instructions: 















THIS REFERRAL ACTS AS THE PRESCRIPTION IF SIGNED BY THE PHYSICIAN


Physician Signature:







  Date: 
        /
    /

