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Facility Name: ________________________ 

Phone Number: ________________________ 

Contact:  

 

Patient Name: __________________________ Room Number: ___________________ 

 

Date/Time of Appointment:    ______/_______/_______     ______________________ 

 

Expected length of appointment: ___________________________________________ 

 

Patient Weight/Special Needs/Attachments: _______________________________________________ 

 

______________________________________________________________________ 

 

Place of Appointment: 

 

Name: _____________________________________________________________ 

 

Phone Number: ______________________________________________________ 

 

Physician/Contact: ____________________________________________________ 

 

Address: ____________________________________________________________ 

 

____________________________________________________________________ 

 

Wait and Return:  ☐ 

 

One Way Drop Off: ☐ 

Insurance Information: 

 

Insurance: ___________________________________________________________ 

 

Policy/Group Number: _________________ Member ID: ____________ 

 

Med Stat Contact:  __________________________________________ 

 

Med Stat Confirmation Number: _______________________________ 

 
NOTES: If Dr visit and Medicare is Primary insurance, facility/patient responsible for payment.  

Facility is responsible for any obtaining any authorizations required. 


