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PRESCRIPTION FOR DURABLE MEDICAL EQUIPMENT

Patient Name:             ___________________________________Date of Birth: __________

Patient Address:
 __________________________________________________________

Patient City, ST ZIP:  _________________________________________________________

Diagnosis: ______________________________________ 
Date of Diagnosis: _____________

Equipment Needed: 
____________________________________________________________




____________________________________________________________




____________________________________________________________

Length of Need: 
____________________________________________________________

Physician Signature: ______________________________________   Date: _______________

Physician Medicaid Provider ID No.:
__________________________________________

Physician UPIN:
____________________________________________________________

Physician Name:
____________________________________________________________

Physician Address:
____________________________________________________________




____________________________________________________________

Dr. Phone:
___________________  Dr. E-mail: __________ _________________________
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