New Planner Checklist

Patient Name: ______________________________________________

Address: ___________________________________________________

Phone Number: ______________________ DOB: ____ / ____ / ______

Emergency Contact: _________________________________________

Emergency Contact Phone Number: _____________________________

Allergies: __________________________________________________

Insurance: _________________________________________________ 

Policy #: _________________________ Bin #: ____________________ 

ID #: ___________________  Last 4 digits of Social Security #: ________

Billing (you can pay when picking up, if delivery we need a credit card to 
have on file to bill once a month)

Card #: ____________________________________________________

Expiration date: _________ Security code: ________

Delivery or pickup?

If delivery, special instructions for delivery driver? __________________

If pick up, who will be picking it up? _____________________________

When does planner need to start?  __________________
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