Delivery Ticket

Company Name: ________________________________________________
Date: ____________________

Address: ________________________________________________
Referral: __________________

City, State, & Zip Code: _______________________________________
Phone: ___________________

Telephone: ________________________________
Sales Representative: ___________________________

Delivery Ticket-Patient Information

 New Patient
 Existing Patient


 Accept Assignment
 Not Accepting Assignment

Patient Name: _________________________________________________________________________
Address: ____________________________________________________________________________
City, State, & Zip Code: __________________________________________________________________
Telephone Number: ____________________________________________________________________

Social Security Number: ____________________________

Date of Birth: ____/____/____
Male    Female
Height: _________
Weight: ________
	Primary Insurance: _____________________________________________________________________

Address: ____________________________________________________________________________

City, State, & Zip Code: __________________________________________________________________

Telephone Number: _______________________________



	Insured’s Name: _____________________________

Diagnosis: __________________________________

Group Number: ______________________________

Policy Number: ______________________________


	Relation: ______________________

Code: _________

UPIN #: _________



	Secondary Insurance: _______________________________________________________________________ 

Address: __________________________________________________________________________________

City, State, & Zip Code: _______________________________________________________________________

Telephone Number: _______________________________



	Insured’s Name: _____________________________

Policy Number: ____________________________
Group Number: ____________________________


	Relation: _______________________________

Code: ___________________

UPIN #: __________________



	Doctor: _____________________________________

Address: ____________________________________

City, State, & Zip Code: ______________________
Doctor’s Phone Number: ______________________
	

	Previous Equipment: _______________________________________________________________________



	Employer: ________________________________
Address: _________________________________

City, State, & Zip Code: ______________________

Telephone Number: _________________________


	Nearest Living Relative: ______________________

Address: _________________________________

City, State, & Zip Code: ______________________
Telephone Number: _________________________




	Qty.
	Equip. Description
	Serial #
	Model #
	Billing Code
	Date Delivered
	Unit Price
	Total Price

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Employee Completing Intake: _____________________________________________ Date: _____________ 

GRAND TOTAL: $_______________

I certify that I received the equipment(s) in perfect condition and have been oriented on how to use the equipment(s) properly. 

Patient’s Signature: ___________________________________________
Date: _____/_____/_____

Delivery Person’s Signature: ___________________________________

Date: _____/_____/_____

