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HAS THE PATIENT BEEN ASSESSED WITHIN THE PAST 6 MONTHS? YES          NO            IF YES, PLEASE PROVIDE DATE:______/______/______
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FAX:       (800) 975-6321 

WWW.PRISM- MEDICAL.COM 

PHONE: (888) 244-6421 

 (SECTION 1) GENERAL INTAKE INFORMATION 

PLEASE FILL OUT THE ENTIRE FORM AND INCLUDE THE PATIENT’S DEMOGRAPHIC TO AVOID DELAYS . 

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

PROVIDER’S NAME:_____________________________________    _     

PROVIDER’S NPI:__________________________________________ 

SIGNATURE:______________________________________________     

DATE:__________/____________/_____________ 

VERSION OST 0921 

IS THE PATIENT REQUESTING COORDINATION OF CARE?             YES        NO 
(THE PATIENT HAS CHOSEN PRISM TO ASSIST IN PROVIDING THE  REQUESTED CARE BY EITHER; PROVIDING PRODUCT, VERIFYING INSURANCE BENEFITS, BILLING FORSERVICE(S) OR COORDINATING 
CARE SHOULD DIRECT SERVICE NOT BE AN OPTION.) 

(SECTION 6) AUTHORIZATIONS 

PROVIDER PHONE: __________________________________________________ 

PROVIDER FAX:       __________________________________________________ 

(SECTION 7) PROVIDER SIGNATURE 

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

IF YES, LIST THE QUANTITY REMAINING OF EACH PRODUCT 
ENTLY HAS IN THE NOTETHE  PATIENT CURR S SECTION

(SECTION 5) NOTES 
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 *  ( I f   t  h  e  PROVIDER listed herein is best reached at a location other than the referring facility
detailed in Section 1, please provide the PROVIDER’S contact information below.) 
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