PRESCRIPTION / ORDER FORM - VitalCough® System

Facility Contact
i Patient Name: Person:
(Required - please print) First Middle Last Phone:
Birth Date: Gender: D M D F  Primary Language: E-mail:
Following
Physician/PCP:
Street City State Zip Phone:
Primary Insurance & ID#: E-mail:

Secondary Insurance & ID#:

Patient Contact Name: Relationship to Patient:

Phone: [ JH[ Jc[Jw AltPhone: [ JH[ Jc[Jw E-mail:
Date patient last seen: Is the patient currently in the hospital? D N D Y  Discharge Date:

BELOW THIS LINE TO BE COMPLETED BY HEALTHCARE PROVIDER ONLY
(The prescriber must initial and date any revisions made after the prescriber has signed the order form)

Clinic Information:

R Replacement
Cough Interface
for VitalCough®
System

Signature Date (Required - MM/DD/YY)

Number of Refills

Prescriber's Signature (Required - no stamped signatures (Required)
accepted)

Print Prescriber's First and Last Name (Required)

NPI Number (Required)

Fax to 1.800.870.8452, with Face Sheet, Copy of Insurance Card, and Medical Records

Offered by Advanced Respiratory Inc., a Hill-Rom Company, 1020 West County Road F, St. Paul, MN 55126, Phone: 1.800.426.4224 www.respiratorycare.hill-rom.com
VCSUPPLYORDER 04/2016 Pt:
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