
 

1 
 

Patient Intake Form – Part One 

BENEFICIARY INFORMATION 

Patient Name:                                                                                                DOB:                             Gender:  Female   Male  

Address:                                                                                                                           Phone: __________________________ 

City: _____________________________________________ State: _______________ Zip: ____________________ 

 Marital Status (S/M/W/D)      S.S. # _________________________Height: ____Ft. _____In.  Weight: _________lb. 

Name of Legally Responsible Representative: __________________________________________________________ 

Relationship to Beneficiary: ________________________________________________________________________ 

Address: _______________________________________________________ Phone: __________________________ 

City: ___________________________________________ State: _______________  Zip: _______________________  

ORDERING PHYSICIAN INFORMATION  

Name: _____________________________________________________________ NPI#: _______________________ 

Address: _______________________________________________________ Phone: __________________________ 

City: _____________________________________________ State: _______________ Zip: _____________________  

QUESTIONS FOR THE BENEFICIARY  

Is the beneficiary enrolled in a Medicare HMO/managed care program?   Yes   No 

Has the beneficiary been enrolled in a Medicare HMO/managed care program and is returning to FFS?   Yes   No 

Has the beneficiary ever received the same or similar supplies/equipment?   Yes   No 

If yes, list equipment/supplies?  _____________________________________________________________________ 

From whom was it purchased?                                                                                  Date purchased?___________________ 

Is the item being replaced?   Yes   No     Is there a new medical necessity?   Yes   No 

Describe condition for previous need: ________________________________________________________________ 

Describe new/changed condition: ___________________________________________________________________ 

Has the beneficiary seen their physician for a breast cancer‐related visit in the last 12 months?   Yes   No 

Did the beneficiary present with a Detailed Written Order (DWO)?   Yes   No  

Did the beneficiary present with timely (< 12 months old) clinical notes?   Yes   No 

BENEFICIARY ASSESMENT 
1. Surgery:  LT     RT     LTRT      Date: _______________________________________________________         

 Mastectomy       Partial mastectomy       Reconstruction      Other: ___________________________

2. Surgery:  LT     RT     LTRT      Date: _______________________________________________________         

 Mastectomy       Partial mastectomy       Reconstruction      Other: ___________________________

3. Surgery:  LT     RT     LTRT      Date: _______________________________________________________         

 Mastectomy       Partial mastectomy       Reconstruction      Other: ___________________________

 

 

 

 

Today’s Date:_____________  
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Surgical Scar:     Healed   Not healed         

Drains:    Yes          No         

Sensitivity:    Yes     No         

Keloid Scars:     Yes     No 

Skin Condition:    Good   Rash   Red/Irritated    Cool   Hot         

History of:    Radiation       Lymphedema       Chemotherapy      Range of Motion issues       Arthritis       

   Other cancer       Other _______________________________________________________ 

Activity Level:    Active     Moderately Active     Sedentary  

Reason for Visit:    Pre‐Op       Post‐Op       1st Fitting After Surgery       Refit       Order Pick Up       
 Routine Fitting  Change in Condition       New Surgery     Replacement of Supplies     Lost Supply
 
Patient Expectations/Goals: ________________________________________________________________________ 

_______________________________________________________________________________________________ 

 

Insurance Information: Primary *A copy of your card is needed to ensure proper billing.  
Name of Insurance Co.: _________________________________________________________________  

Insurance ID # __________________________________ Group #____________________________  

Medicare # __________________________________________________________________________  

Insured Person’s Name _______________________________________ SS# ______________________  

Date of Birth ________________ Relation to Patient _________________________________________  

Insurance Information: Secondary:  

Name of Insurance Co.: _________________________________________________________________  

Insurance ID # __________________________________ Group #_____________________________  

 
Authorization to Assign Benefits to Providers: I hereby request payment of my carrier to make on my behalf to At 
Last...Bra & Lingerie for products and services that are provided to me. I authorize the holder of medical information 
about me to release it to Center for Medicare & Medicare Services and to its agents as the information is needed to 
determine these benefits payable for related services.  

Agreement to pay 
Co‐pays will be collected at time of your visit.  
If we do not or cannot file your insurance, or you do not have a proper referral, your payment is due at time of 
service.  

The undersigned agrees to pay any and all charges that are not paid by their insurance company. 

 

Patient’s Signature:  _________________________________    Date:  _________________ 

Patient Intake Form – Part Two


