
Referral from: 
Patient Name:  
          
Please include: 

Patient Demographic Sheet 
Insurance information (card front & back)
Pneumatic Device  E0651           E0652           

 

PRESCRIPTION AND REFERRAL FOR
PNEUMATIC COMPRESSION DEVICE
AND/0R COMPRESSION GARMENTS

FAX :

Signature:                                                            Date:                                              

Notes:________________________________________________________________________
______________________________________________________________________________
_______________________________________                                                                    
Diagnosis_______.               Onset Date:________ Measurement date_________
PHONE: 316-636-7900 
 FAX: 316-636-7939
 EMAIL: info@elitecb.net
TO ORDER PLEASE SECURELY FAX OR EMAIL

E0667 E0668Left         Right Left         Right

leg measurements to include: 
3-7 and inseam

Compression Stocking


