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DME PRESCRIPTION ORDER FORM 
 

Patient Information: 
 

Last Name: ___________________________  First Name: ______________________ 
 
Address: ___________________________________ City: ______________________ 
 
State: ____________ Zip Code: ___________________  DOB: ___________________  
 
Phone: ________________________ Email: _________________________________ 
 
Insurance: __________________________________________________________ 
 
ID #: ___________________________________ Group #: ______________________ 
 
Length of Need (99=Lifetime): ____________________________________________ 
 
Diagnosis / ICD-10: _____________________________________________________ 
 
Item(s): _______________________________________________________________ 
 
______________________________________________________________________ 
 
______________________________________________________________________ 
 
I certify that the above prescribed equipment is medically indicated and supports 
standards of medical practice for this diagnosis. 
 
Ordering Doctor: ____________________________ Phone: ___________________ 
 
Signature: ______________________________________ Date: ________________ 
 
Hospital/Facility Name: _________________________________________________ 

Please fax completed form to 248-282-9049 

 


