
Utah • Idaho • Southern Colorado
Phone: 801-373-1010 Fax: 801-373-2217

Patient Name:    Phone:   

Address:   City:   State:   Zip:  

Primary Insurance:    ID#:   

Secondary Insurance:    ID#:   

Height:   Weight:   DOB:   

** Please include copy of insurance card(s) and chart notes from most recent visit.

Print Physician’s Name:                                        Length of Need (99):   

Physician’s Signature:                                        Date:        

NPI #:                                        Phone #:   

Orders Sent By:                                       

Confidentiality Note: The information contained in this FAX is privileged and confidential and is intended for the use by the aforementioned person only. If you are not the
intended recipient, you are hereby notified that any discussion, distribution, or copy of this document is strictly prohibited. If you received this in error, please notify us.

 Complex Rehab Wheelchair

 Motorized Wheelchair

 Motorized Scooter

POWER MOBILITY

 Standard

 Ultra Light Weight WC

 Tilt in Space WC

MANUAL WHEELCHAIRS

 General Use

 Skin Protections

 Positioning

 Position & Skin Protection

SEAT CUSHIONS

 General Use

 Skin Protection

 Positioning

 Position & Skin Protection

BACK CUSHIONS

OPTIONS

 Adjustable Height Armrests

 Elevating Leg Rests

 Oxygen Tank Holder

 Brake Extensions

 Headrest

 Anti-Tippers

 PT/OT THERAPY EVALUATION (Therapist will visit patient’s home to evaluate equipment needed for MRADL’s)

Other:   

Other:   

MOBILITY REFERRAL


