HOSPITAL BED INTAKE FORM
Order Date ______________

Set up Date ______________

Ordered By

Name/Title: ___________________________________
Phone: ________________

Location: ____________________________________
Ordering Dr: _____________

Prime Ins: _____________________________________
 New Order 
Secondary Ins: _________________________________
 Revised Order 
Patient: _______________________________________
Phone: _____________

Set-up Address: ____________________________________________________

Home Address: ____________________________________________________

Diagnosis: ____________________________________
Duration: _______________
 Yes
 No
Does the patient require frequent changes in body position and/or have an immediate need for a change in body position.  (If no manual bed ONLY)

 Yes
 No
Does the patient require positioning not feasible with an ordinary bed?

 Yes 
 No
Does the patient require head elevation more than 30 degrees due to CHP, chronic pulmonary disease or aspiration?

 Full Rails

 Half Rails

Who has the RX? 
 Dr to fax and mail
 In hospital chart

 Patient
 Attached

Verbal Order Taken by: ____________________________________________________

Company Representative 
Date

Customer Questions

 Yes 
 No 
Has the patient ever had a hospital bed before?

If yes: From ___________________ To_____________________

If yes: Why was it returned?  ______________________________

If customer previously had a bed he/she must fax or mail a copy of the pick up slip to us prior to delivery of our bed.
