
 

ITEMS DESIGNATED BY AN ASTERISK (*) MUST MEET ADDITIONAL CRITERIA AND DOCUMENTATION REQUIREMENTS 

TIP TYPE:  STRAIGHT * COUDE (IF COUDE IS SELECTED, PLEASE COMPLETE REQUIRED FIELD BELOW)

FRENCH SIZE: 6   8   10   12   14   16   18    20   22   24   LENGTH: in. 

BEDSIDE DRAINAGE BAG 

OTHER: 

LUBRICANT 

IRRIGATION TRAY 

INSERTION KIT (FOR USE WITH INDWELLING CATHETER ONLY) 

URINARY DRAINAGE BAG 

 

1. DIAGNOSIS OF PERMANENCE όhb9 a¦{¢ .9 {9[9/¢95ύ: URINARY INCONTINENCE    URINARY RETENTION   ICD 10:_____________ 

2. EXPECTED DURATION OF NEED όhb9 a¦{¢ .9 {9[9/¢95ύ: LIFETIME OTHER  PLEASE EXPLAIN: ______________________________

3. IS PATIENT RECEIVING HOME HEALTH SERVICES?  YES  NO 4. LATEX ALLERGY?  YES       NO 

5. HAS THE PATIENT BEEN ASSESSED WITHIN THE PAST 6 MONTHS? YES         NO IF YES, PLEASE PROVIDE DATE: _____/_____/_____ 

INABILITY TO CATHETERIZE WITH STRAIGHT TIP:  IF OTHER, PLEASE EXPLAIN: 

BASED ON FREQUENCY, TOTAL QUANTITY OF CATHETERS REQUESTED PER MONTH (SUPPLIER WILL NOT EXCEED CMS MAX ALLOWED): 

INDWELLING BALLOON SIZE:  MALE EXTERNAL SIZE: SPECIAL REQUIREMENTS: 

WWW.PRISM-MEDICAL.COM 

PHONE: (888) 244-6421 

FAX:       (800) 975-6321 

 (SECTION 1) GENERAL INTAKE INFORMATION 

PLEASE FILL OUT THE ENTIRE FORM AND INCLUDE THE PATIENTΩS DEMOGRAPHIC TO AVOID DELAYS . 

(SECTION 2A) CATHETER TYPES 

INTERMITTENT INDWELLING EXTERNAL 

INTERMITTENT 

*STERILE INTERMITTENT KIT(CLOSED SYSTEM)

MALE EXTERNAL (CONDOM CATHETER) FOLEY 

(SECTION 3) ADDITIONAL ITEMS  MUST HAVE QUANTITY PER MONTH FOR EACH 

twh±L59wΩ{ b!a9Υψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψ    ψ     

twh±L59wΩ{ btLΥψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψ 

{LDb!¢¦w9Υψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψ     

5!¢9Υψψψψψψψψψψκψψψψψψψψψψψψκψψψψψψψψψψψψψ 

VERSION ¦wh лрнм 

IS THE PATIENT IS REQUESTING COORDINATION OF CARE?         YES        NO 
ό¢I9 t!¢L9b¢ I!{ /Ih{9b twL{a ¢h !{{L{¢ Lb twh±L5LbD ¢I9  w9v¦9{¢95 /!w9 .¸ 9L¢I9wΤ twh±L5LbD twh5¦/¢Σ ±9wLC¸LbD Lb{¦w!b/9 .9b9CL¢{Σ .L[[LbD Chw{9w±L/9ό{ύ hw /hhw5Lb!¢LbD 
/!w9 {Ih¦[5 5Lw9/¢ {9w±L/9 bh¢ .9 !b ht¢LhbΦύ 

(SECTION 6) AUTHORIZATIONS 

LEVEL

ϝόLŦ ǘƘŜ twh±L59w ƭƛǎǘŜŘ ƘŜǊŜƛƴ ƛǎ ōŜǎǘ ǊŜŀŎƘŜŘ ŀǘ ŀ ƭƻŎŀǝƻƴ ƻǘƘŜǊ ǘƘŀƴ ǘƘŜ ǊŜŦŜǊǊƛƴƎ ŦŀŎƛƭƛǘȅ  

twh±L59w tIhb9Υ ψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψ 

twh±L59w C!·Υ       ψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψψ 
LEV

(SECTION 7) PROVIDER SIGNATURE 

COMPRESSION LEVEL COMPRESSION LEVEL 

(SECTION 4) SUPPLY ASSESSMENT 
DOES THE PATIENT CURRENTLY HAVE ANY OF THE  
REQUESTED PRODUCT/S AT HOME?     YES  NO

LC ¸9{Σ [L{¢ ¢I9 v¦!b¢L¢¸ w9a!LbLbD hC 9!/I twh5¦/¢ 
¢I9  PATIENT CURRENTLY HAS IN THE NOTES SECTION

(SECTION 5) NOTES 

 ADDITIONAL ITEMS    CHECK TOTAL QUANTITY PER MONTH 

Supplier will default to сέ for females мсέ for males 

(SECTION 2B) CATHETER DETAILS 

PATIENT NAME:______________________________________________   ORDER START DATE:        ___ /____/_____ 
PATIENT PHONE: _____________________________________________   PATIENT DOB:      ______/_______/______ 
REFERRAL FACILITY: ___________________________________________   CITY:____________________    STATE:____ 
REFERRAL PHONE: ____________________________________________    FAX: _______________________________

_______________________________ __________________________________________________

________________ ________________

_________________

_________________________

______________________________________________________

________

_______________________________________________________________________
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