COMPRESSION CARE
DME CERTIFICATE & RECEIPT FORM

Picked Up at Facility |:| Delivered to Patient

PATIENT INFORMATION

Name ‘ Date of Birth (MM/DD/YYYY)
Address
City State ‘ Zip Phone

Additional Comments:

PRODUCT INFORMATION

Compression Bra (L8001)

Compression Sleeve
(S8422/58423/58424)

Hand Gauntlet (S8428)

Hand Glove (S8427/58425)

Leg Garment
(A6531/A6534/A6540)

Custom Leg Garment
(A4465/A6549)

Compression Wrap (58429)

Compression Bandages (A6452)

Other

Authorization to Assign Benefits to Provider (Consent for Payment): | hereby request payment of my carrier be made on my behalf to Some Other Company, Inc DBA Pretty in Pink
Boutique for products and services that are provided to me. | authorize the holder of medical information about me to release it to Some Other Company, Inc DBA Pretty in Pink
Boutique and to its agents as the information is needed to determine these benefits payable for related services. | hereby authorize payment of medical benefits billed to my insurance
by Some Other Company, Inc DBA Pretty in Pink Boutique. | have listed all health insurance plans from which | may receive benefits. | hereby accept responsibility for payment for any
service(s) provided to me that is not covered by my insurance. | agree to pay all copayments, coinsurance, and deductibles at the time services are rendered. | also accept

responsibility for fees that exceed the payment made by my insurance if Some Other Company, Inc DBA Pretty in Pink Boutique do not participate with my insurance. | hereby authorize
Some Other Company, Inc DBA Pretty in Pink Boutique to use and/or disclose my health information which specifically identities me or which can reasonably be used to identify me to
carry out my treatment, payment, and healthcare operations.

ACKNOWLEDGEMENT OF RECEIPT (Proof of Delivery) | acknowledge that | have received the DMEPOS product(s), complete instructions on the use, care, maintenance, and full
documentation for the DMEPOS Product(s) listed above. The equipment has been properly fitted to the client and/or meets the client’'s needs. The client, parent, the guardian of the
client, and/or caregiver of the client has received training and instruction regarding the equipment’s proper use and maintenance.

P> Patient Signature: Date:
Patient Representative (If Patient Unable to Sign) Relationship
Rendering Provider: Some Other Company, Inc DBA Pretty in Pink Boutique

Location: 3343 Aspen Grove Dr Ste 220, Franklin, TN 37067-2916

P> Pretty In Pink Boutique Representative: Date:



mailto:Info@PrettyInPinkBoutique.com

	text_1kdje: 
	text_2ebyo: 
	text_3zomn: 
	text_4ddwp: 
	text_5ntwk: 
	text_6rzrx: 
	text_7rorj: 
	textarea_9stqz: 
	text_28ghc: 
	text_29sufq: 
	text_30koju: 
	text_31wmyy: 
	text_32khnk: 
	text_33pzir: 
	text_34loyn: 
	text_35mlwm: 
	text_36jmif: 
	text_37szfn: 
	text_38xqaa: 
	checkbox_39pxw: Off
	checkbox_40pine: Off
	textarea_10khzl: 
	textarea_11deyp: 
	textarea_12noxu: 
	textarea_13mvyo: 
	textarea_14edcm: 
	textarea_15psqv: 
	textarea_16mnhc: 
	textarea_17svcq: 
	textarea_18lkc: 
	textarea_19jlfi: 
	textarea_20sbzh: 
	textarea_21aqww: 
	textarea_22zgso: 
	textarea_23ukls: 
	textarea_24zyoc: 
	textarea_25smzw: 
	textarea_26vi: 
	textarea_27dtxv: 
	text_44cqjq: 


