suncare

Medical Supplies

FAX: 877-461-0905 < PHONE: 888-874-0504

TO PLACE THIS ORDER...
Fax to (877-461-0905 OR Email
info@suncaremedical.com

Complete Attach Fax
Prescription Form Medical Notes

PATIENT INFORMATION

Patient Name: DOB:

Address:

City, State, Zip Code:

Phone: Insurance ID:

PHYSICIAN INFORMATION NPI:

Physician Name:

Address:

City, State, Zip Code:

Phone: Fax:

Primary Diagnosis:

] 788.30 Permanent Urinary Incontinence ~ [_] 788.20 Permanent Urinary Retention [1596.54 Neurogenic Bladder []Other

Secondary Diagnosis:

(] 344.00 Quadriplegic ] 344.10 Paraplegic

[1741.90 Spina Bifida []340.00 MS [] Other:

Length of Need:

El 99months=lifetime, unless otherwise specified:

[ Bleeding (due to irritation from straight cath)
[ False Passage
[] strictures

[IChart Notes included for Coude justification

Intermittent Catheters Lubricant
[ Tube [JPacket
Catheter Size FR
[|Straight Tip (1 Male 16"
(] Hydrophilic [ Female 6”
[] Coude Tip [ Pedi 10"
CIBPH

Foley Catheters

Catheter Size FR (1 3cc [ 5cc [30cc
[IStraight Tip [ silicone
[] Coude Tip [ Latex

[IBPH

[ Bleeding (due to irritation from straight cath)
[ False Passage
[] Strictures

[CIChart Notes included for Coude justification

[CIChart Notes for Silicone Justification

[ Bleeding (due to irritation from straight cath)
[ False Passage
[] Strictures

[CIChart Notes included for Coude justification

[JUTI Lab History included (Required for Medicare Patients)

Qty Per Day Qty Per Month

Qty Per Day Qty Per Month Qty Per Day Qty Per Month
Closed System Catheters Lubricant External Catheter
[1Tube [JPacket
Catheter Size FR Catheter Size mm
[IStraight Tip 1 Male 16”
[_] Coude Tip [ Female 6” Qty Per Day Qty Per Month
[C]BPH [] Pedi 10

Drainage Bags

[] LegBag [ 1190z []320z Qty per Month

[] Bedside Bag Qty per Month

By signing below, | certify | am the treating Physician for the patient listed above. | certify that the patient has on
going need for Blood Glucose Monitoring Supplies and has seen the physician within the last 6 months to have
their diabetes evaluated. The patient/caregiver has or will be trained on proper use of the items prescribed.

Physician Signature:

Date: Start Date:

Handwritten Physician Name and NPI if different than the physician in the top section:

Name:

NPI:
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