
 

 

 

 

  
  

 
  

  

    

  

  

  

  

                    

    
  

        

   

  

        

 

 

   

 

  

 

 

 

   
  

  
   

~ 
SSMHeal~hs 

at Home 

Generic RX 

FAX COVER 

To: ___________________________________________ From: _________________________________________ 

Fax: __________________________________________ Pages: ________________________________________ 

Phone: ________________________________________ Date: _________________________________________ 

Remarks: □ Urgent □ For Your Review  □ Please Comment □ Please Reply 

Message: Please complete all the information below for your order. This Rx (completely filled out) will serve as a 
detailed order. 

Standard Written Order for Durable Medical Equipment & Supplies 

Date: _______________ Patient Name: ________________________________________ DOB: ______________ 

Patient Address: _______________________________________________________________________________ 

Length of need: 12 Quantity: ______________ Frequency or Direction of use: ____________ 

Item Description: _________________________________________________________________________________ 

Diagnosis: ______________________________________________________________________________________ 

Height: ________________________________________ Weight: ________________________________________ 

Provider Name (please print): _______________________________________________________________________ 

Provider Signature: __________________________________________________________ Date: ______________ 

Provider Address: ________________________________________________________________________________ 

NPI#: _________________________________ 

Notice of Confidentiality: The documents accompanying this telecopy transmission contain confidential information belonging to the sender which is 
legally privileged. The information is intended only for the use of the individual named above. If you are not the intended recipient, you are hereby 
notified that any disclosure, copying, distribution or the taking of any actions based on the contents of this telecopied information is strictly prohibited. If 
you receive this telecopy in error, please immediately notify us by telephone to arrange for return of the original faxed documents to us. 

Baraboo · Janesville · Madison · Reedsburg Fond du Lac 
phone: 800-924-2273 · fax: 866-553-0824 phone: 800-732-1313 · fax: 920-923-2096 

ssmhealth.com/HomeHealthReferrals 
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https://ssmhealth.com/HomeHealthReferrals

