Connecticut Medical Supply Start Sheet
Phone (860) 749-4070
Fax (860) 749-0214

Date: CSR:
Existing Customer Y / N If no, how did you hear about us?
Referred

By: Phone:

Patient Name:

Address:
City/State: Zip: Phone:
Ship to address (if different from above Product going through Insurance Y / N
address):
Phone:

DOB: Height: Weight

Prescribing Physician Primary Physician
Name: Name:
Address: Address:
Phone: Phone:
Diagnosis: Discharge Date:
Infectious Disease: YES (enter into computer) NO Motor Vehicle Accident Y/ N
Insurance Info:
Primary: Policy #
Secondary; Policy #
Contact
Name: Relation Phone

EquipmentNeeded:

Speciallnstructions:

Date to be delivered:




