
Any Family Practice Clinic


Dr. John Doe, MD


900 Any Lane


Any City, ST  12345


P. 555.555.5555


F. 666.666.6666





Patient Name: _____________________________________ Date: ____________________





***EXAMPLE***


RX:


	Date of face to face: ____________________________________________________


	Diagnosis(s) related to mobility impairment: __________________________________


	Length of need: ________________________________________________________


	Mobility base required: __________________________________________________





Signature: _____________________________________________ UIPN: _______________





Note: this is required for power





i.e., Manual w/c; Power w/c; Scooter)








