Durable Medical Equipment (DME) Referral Form

Patient’s Information:

Patient Name

Date of Birth

Address

Phone Number

Insurance Provider

Medicaid ID

Product Category: Check All Needed Products

Incontinence & Urological Supplies

Wound Care & Support Surfaces

Monitoring & Diagnostic Tools

Bathroom Safety Equipment
Mobility Aids
Other (Specify)
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Requested Product:

Necessity & Documentation
[] Please attach: Face Sheet, Rx(s), medical record (if applicable)

[] Urgent Request — Please expedite. Patient discharge or critical need.
Home Safety Evaluation or Measurements May Be Required — Medical Supply will contact patient
to schedule.

Additional Notes:(Please provide Doctor name and contact information, any Rx, Face-sheets)

Referring Provider Name:

Signature: Date: (mmvddyy)
Reliable Medical Medical Supply Phone | (720) 662-7313
10800 E Bethay Dr Ste 125 Fax |(720) 815-3134

Aurora, CO 80014 Email | admin@getreliablems.com



	dob: 
	name: 
	address: 
	phone: 
	insurance: 
	Med_Id: 
	wound care: Off
	mobility: Off
	incont: Off
	bathroom: Off
	monitoring_Eq: Off
	other: Off
	attach: Off
	urgent: Off
	notes: 
	Submitter_Name: 
	sig_date: 
	Text Box 1: 
	Text Box 1_2: 


