
Proof of Delivery/Prescription

 Patient's Name: Date of Birth:

 Diagnosis Codes:
Product Description and Serial number:

Sticker Sticker

HCPCS Code: HCPCS Code:

Letter of Medical Necessity: This patient has an absolute medical necessity for the item(s) listed above. 
I certify the above-prescribed item is medically indicated and, in my opinion, is reasonable and necessary with reference to the standards of medical practice 
and treatment of this patient's condition. 
Physician's Name:   Physician's Signature:  ______________________________Date:___________ 

Medicare Pts.   Purchase Price $ Est. Co-Pay $ _____________________   
**MEDICARE NON-COVERED ITEMS**: Arm Slings, Post-Op/Cast Shoes, Heel Wedges/Cups/Lifts, Bunion Splints, Neoprene Sleeves, Tennis
Elbow Braces, Lumbar Supports, OTS Orthotics, Shoulder Pulleys, Cold Therapy Units or other Elastic-type Garments. 

Fire Safety                                     Electric Safety                                            Environmental Safety                                                                 
Fire Procedures      Y/N       Smoke Detector     Y/N          Outlets                Y/N                Amperage           Y/N         Equipment Locations   Y/N          Extension Cord        Y/N  

Patient Access       Y/N       Fire Extinguishers   Y/N           Groundings         Y/N                Furniture/Rugs   Y/N          Door Size                    Y/N        Floor Strength/Stairs   Y/N Return Demonstration by patient

Relationship to Patient, if other than self Patient or Guardian's Signature Date

PATIENT PRODUCT AGREEMENT 

Delivery Address:_______________________________________________________________________________________________

Home Safety Assessment:   CPM machines are powered by electricity and must be used as specified and in a safe environment to prevent risk of shock.

     1)      Terms and conditions:  Medequip, Inc. is the provider of the medical supplies I have received today. 
I have been instructed in its proper fitting and usage. Warranty information:  Medequip, Inc., will honor all warranties extended by the manufacturer of the product. 
I agree to pay all amounts that are not covered by my insurer(s) including applicable co-payments and/or deductibles for which I am responsible. 
I request that payment of Medicare, Medicaid, Medicare Supplemental or other insurance benefits be made on my behalf to Medequip, Inc. for any medical supplies 
furnished to me by Medequip, Inc. I authorize any holder of medical information about me to release to Medequip, Inc., my physician(s), caregiver, CMS, its agents and to 
my primary and/or other medical insurer any information needed to determine or secure eligibility information and/or reimbursement for covered services. I agree to pay all 
amounts that are not covered by my insurer(s) and for which I am responsible. 
      2)     Consent to Privacy Practices of Medequip, Inc.                                                                                                   Effective Date: January 01, 2009 
You have been provided with a copy of Medequip, Inc.ʼs “Notice of Privacy Practices” that describes how we will use health information concerning our service to you. The 
notice details how we will use this information to provide treatment care for you, to gain reimbursement for our services and to improve our operations to better serve you 
and other patients. 
                We are required to document that: 
                 •      We have given you our Notice of Privacy Practices and that you have had the opportunity to review it; 
                 •      Medequip, Inc. will notify you of changes in our Notice of Privacy Practices prior to implementing those changes; 
                 •      You may request restrictions as to how your health information may be used although Medequip, Inc. is not required to agree to those restrictions; 
                 •      Any restrictions to which Medequip, Inc. agrees to will be respected. 
                 •      You may revoke this consent in writing at any time, although Medequip, Inc. can proceed with uses and disclosures that pertain to treatment, payment, or  

       healthcare issues that take place before the consent was revoked. 
      3)     This Assignment of Benefits permits Medequip Inc. to do the following on your behalf. 
                 •      Assignment of Medicare, Medicaid, Medicare Supplemental or other insurance benefits to Medequip, Inc. for medical suppliesfurnished to me by  

       Medequip, Inc.
                 •      Direct billing to Medicare, Medicaid, Medicare Supplemental or other insurer(s). 
                 •      Release of my medical information to Medicare, Medicaid, Medicare Supplemental or other insurers and their agents. 
                 •      Medequip, Inc. to obtain medical or other information necessary in order to process my claim(s), including determining eligibility and 
                         seeking reimbursement for medical supplies provided. 
                 •      Medequip, Inc. to contact me by telephone or mail regarding my medical supplies order. 
By signing below I acknowledge that I understand and consent for use of health information, AOB, and the Terms & Conditions of Medequip, Inc. My 
signature on this form indicates I received the prescribed product, undamaged and the Medequip, Inc. Notice of Privacy Practices. Also, I received and 
was informed of the Medicare Supplier Standards, Cleaning/Maintenance Info., Infection Control Tips, Complaint Process, Scope of Services, 
Follow-up Instructions,  written Product Instructions, Warranty Info, and Patient Rights & Responsibilities.

FS2CA Rev.5/17

               800-944-3422

Rental Item

Start Date:

Discharge Date:

Follow Up Needed

Surgery Date:

End Date:

:edoC SCPCH:edoC SCPCH
StickerSticker

GREEN: OFFICE COPY



Proof of Delivery/Prescription

 Patient's Name: Date of Birth:

 Diagnosis Codes:
Product Description and Serial number:

Sticker Sticker

HCPCS Code: HCPCS Code:

Letter of Medical Necessity: This patient has an absolute medical necessity for the item(s) listed above. 
I certify the above-prescribed item is medically indicated and, in my opinion, is reasonable and necessary with reference to the standards of medical practice 
and treatment of this patient's condition. 
Physician's Name:   Physician's Signature:  ______________________________Date:___________ 

Medicare Pts.   Purchase Price $ Est. Co-Pay $ _____________________   
**MEDICARE NON-COVERED ITEMS**: Arm Slings, Post-Op/Cast Shoes, Heel Wedges/Cups/Lifts, Bunion Splints, Neoprene Sleeves, Tennis
Elbow Braces, Lumbar Supports, OTS Orthotics, Shoulder Pulleys, Cold Therapy Units or other Elastic-type Garments. 

Fire Safety                                     Electric Safety                                            Environmental Safety                                                                 
Fire Procedures      Y/N       Smoke Detector     Y/N          Outlets                Y/N                Amperage           Y/N         Equipment Locations   Y/N          Extension Cord        Y/N  

Patient Access       Y/N       Fire Extinguishers   Y/N           Groundings         Y/N                Furniture/Rugs   Y/N          Door Size                    Y/N        Floor Strength/Stairs   Y/N Return Demonstration by patient

Relationship to Patient, if other than self Patient or Guardian's Signature Date

PATIENT PRODUCT AGREEMENT 

Delivery Address:_______________________________________________________________________________________________

Home Safety Assessment:   CPM machines are powered by electricity and must be used as specified and in a safe environment to prevent risk of shock.

     1)      Terms and conditions:  Medequip, Inc. is the provider of the medical supplies I have received today. 
I have been instructed in its proper fitting and usage. Warranty information:  Medequip, Inc., will honor all warranties extended by the manufacturer of the product. 
I agree to pay all amounts that are not covered by my insurer(s) including applicable co-payments and/or deductibles for which I am responsible. 
I request that payment of Medicare, Medicaid, Medicare Supplemental or other insurance benefits be made on my behalf to Medequip, Inc. for any medical supplies 
furnished to me by Medequip, Inc. I authorize any holder of medical information about me to release to Medequip, Inc., my physician(s), caregiver, CMS, its agents and to 
my primary and/or other medical insurer any information needed to determine or secure eligibility information and/or reimbursement for covered services. I agree to pay all 
amounts that are not covered by my insurer(s) and for which I am responsible. 
      2)     Consent to Privacy Practices of Medequip, Inc.                                                                                                   Effective Date: January 01, 2009 
You have been provided with a copy of Medequip, Inc.ʼs “Notice of Privacy Practices” that describes how we will use health information concerning our service to you. The 
notice details how we will use this information to provide treatment care for you, to gain reimbursement for our services and to improve our operations to better serve you 
and other patients. 
                We are required to document that: 
                 •      We have given you our Notice of Privacy Practices and that you have had the opportunity to review it; 
                 •      Medequip, Inc. will notify you of changes in our Notice of Privacy Practices prior to implementing those changes; 
                 •      You may request restrictions as to how your health information may be used although Medequip, Inc. is not required to agree to those restrictions; 
                 •      Any restrictions to which Medequip, Inc. agrees to will be respected. 
                 •      You may revoke this consent in writing at any time, although Medequip, Inc. can proceed with uses and disclosures that pertain to treatment, payment, or  

       healthcare issues that take place before the consent was revoked. 
      3)     This Assignment of Benefits permits Medequip Inc. to do the following on your behalf. 
                 •      Assignment of Medicare, Medicaid, Medicare Supplemental or other insurance benefits to Medequip, Inc. for medical suppliesfurnished to me by  

       Medequip, Inc.
                 •      Direct billing to Medicare, Medicaid, Medicare Supplemental or other insurer(s). 
                 •      Release of my medical information to Medicare, Medicaid, Medicare Supplemental or other insurers and their agents. 
                 •      Medequip, Inc. to obtain medical or other information necessary in order to process my claim(s), including determining eligibility and 
                         seeking reimbursement for medical supplies provided. 
                 •      Medequip, Inc. to contact me by telephone or mail regarding my medical supplies order. 
By signing below I acknowledge that I understand and consent for use of health information, AOB, and the Terms & Conditions of Medequip, Inc. My 
signature on this form indicates I received the prescribed product, undamaged and the Medequip, Inc. Notice of Privacy Practices. Also, I received and 
was informed of the Medicare Supplier Standards, Cleaning/Maintenance Info., Infection Control Tips, Complaint Process, Scope of Services, 
Follow-up Instructions,  written Product Instructions, Warranty Info, and Patient Rights & Responsibilities.

FS2CA Rev.5/17

               800-944-3422

Rental Item

Start Date:

Discharge Date:

Follow Up Needed

Surgery Date:

End Date:
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Scope of Services 
 

Medequip is a Durable Medical Equipment company with a mission to build life-long partnerships 
with our patients, their families and physicians by offering cutting edge orthotic services and 
support. 

 
Patient care is provided by Certified Athletic Trainers, Orthotic Fitters and Orthopedic Technicians 
and the like that have received the appropriate training in their field of expertise. We want to 
provide Exemplary Service to our customers. 

 
Products we provide include: 
-CPM, DVT, and Cold Compression 
-Post injury and acute care bracing and immobilizers 
-Post operative bracing and supports; Knee, Shoulder, Ankle, Spine 
-TENS, Traction and Cold Therapy 
-Mobility aids; Manual Wheelchairs, Walkers, Crutches, Canes 
-Rehabilitation products; Elastic Bands, Sport Cords 

 
If you are in need of products or services not listed. Please contact your physician. 

 
If you’re in need of a product for rental or purchase, please call us at (800) 944-3422 and we’ll 
see if we can assist you in getting the item you’re looking for. We’re available Monday thru Friday 
8am to 5pm Pacific Time. 

 
 

Patient Rights & Responsibilities 
Consent to Privacy Practices 

 
Patient Rights: 
1. The patient has the right to considerate and respectful service. 
2. The patient has the right to obtain service without regard to race, creed, national 

origin, sex, age, disability diagnosis or religious affiliation. 
3. Subject to applicable law, the patient has the right to confidentiality of all information 

pertaining to his/her medical equipment service. Individuals or organizations not 
involved in the patient’s care may not have access to the information without the 
patient’s written consent. 

4. The patient has the right to make informed decisions about his/her care. 
5. The patient has the right to reasonable continuity of care and service. 
6. The patient has the right to voice grievances without fear of termination of service or 

other reprisal in the service process. 
 

Patient Responsibilities: 
1. The patient should promptly notify Medequip, Inc. of any equipment failure or damage. 
2. The patient is responsible for any equipment that is lost or stolen while in their 

possession and should promptly notify Medequip, Inc. in such instances. 
3. The patient should promptly notify Medequip, Inc. of any changes to their address or 

telephone. 
4. The patient should promptly notify Medequip, Inc. of any changes concerning their 

physician or health insurance. 
5. The patient should notify Medequip, Inc. of discontinuance of use. 
6. Except where contrary to federal or state law, the patient is responsible for any equipment 

rental and sale charges which the patient’s insurance company/companies does not pay. 

 
 
 

27 Brookline, Aliso Viejo CA 92656 – Phone: 800.944.3422 – Fax: 800.685.5678 

7.  In the event your complaint remains unresolved with Medequip, Inc., you may file a   
 complaint with our Accreditor, The Compliance Team, Inc via website 
 (www.thecomplianceteam.org) or via phone 1-888-291-5353. 
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IMPORTANT:  DO NOT ENLARGE, REDUCE OR MOVE the FIM and barcodes. They are only valid as printed!
  Special care must be taken to ensure FIM and barcode are actual size AND placed properly on the mail piece
  to meet both USPS regulations and automation compatibility standards.
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