
 
Home Medical Specialties, Inc. 

Equipment Order Form 
 
Tel. NO.  (718) 418-2000                                 Fax (718) 326-1400 
 

FACILITY NAME………………………………………….. 
 

REFERRAL SOURCE……………………………PHONE……………………….. 
 
ORDER DATE___/___/___                    SEX_______       D.O.B.___/___/___ 
 
INSURANCE #__________________________________SEQ.#__________________________      
 
NAME OF INSURANCE_________________________________________________________ 
 
PATIENT NAME_______________________________________________________________    
              (PLEASE PRINT) 
ADDRESS____________________________________________ APT#____________________ 
 
BOROUGH____________________________________________ZIP_____________________ 
 
HOME PHONE #_______________________DIAGNOSIS______________________________ 
 
NEBULIZER/COMPRESSOR SERIAL NUMBER_____________________________________ 
 
ATTENDING PHYSICIAN_______________________________LIC#____________________ 
                                                                                                                                  
 
 
 
                      PLACE PRESCRIPTION 

 
HERE 

 
 
 
 
 
 
Equiform: under temp 


