
Erie, PA:     1700 Peach Street  (814) 877-6121 Fax: (814) 455-9440 
Bradford, PA:    600 Chestnut Street (814) 362-8141 Fax: (814) 362-9113 
Meadville, PA:    303 Chestnut Street (814) 337-6900 Fax: (814) 337-6902 
Jamestown, NY:    512 West Third Street  (716) 664-5092 Fax: (716) 664-6570 

Patient Name: Phone: 
  

Height: 
  

Weight: DOB: 

Address: 
  
City: State: Zip: 

  
Primary Insurance: 
  

Policy No.: 

Secondary Insurance: 
  

Policy No.: 

Physician/Provider  Name: 
  

 License No.: 

Phone: 
  

Length of Need:  12 months 
(May change if needed)  

Diagnosis:                                                                                                                      
  
Emergency Contact:   Phone: 
Hospital Room Number (if applicable): D/C Date: 
Respiratory 

Home Oxygen 
Oxygen LPM:______________Hrs/Day:_______________ 

         
         SpO2/PaO2: _____________   Date of Test:____________ 
 

 Nocturnal Pulse Oximetry 
Nebulizer 

        Medication: _________________________________ 
                           (For information only, not to dispense) 

CPAP  Setting:____________ cmH20 
CPAP Mask-Headgear-Filters-Tubing 
Bi Level:   IPAP: _____ / EPAP: ______ cmH20 
Humidifier 

            Heated          Cool Mist 
Suction Machine 

 
Orthotics & Prosthetics 

Breast Forms/Apparel/Camisole_____________________ 
Compression Stockings:  mmHg: ____________________ 
Diabetic Shoes   Shoe Inserts:  3   (may change qty) 

  
 

DME 
Wheelchair, Standard 
Wheelchair, Lightweight 
Anti-tippers/Seatbelt (think safety) 
Wheelchair Seat Cushion (think comfort) 
Wheelchair Back Cushion (think comfort) 
Elevating Leg Rests 
S/E Hospital Bed 
Overbed Table 
Hospital Bed Rails:  Half: _______   Full: _______ 
Overlay/APP 
Patient Lift 
Trapeze 
Rolling Walker        Standard Walker 
Knee Walker 
Quad Cane               Crutches 
Bedside Commode  Bath/Shower Chair 
Lift Chair 

 

Quick Referral Form 
(This is a form to initiate a referral. Additional documentation may be required depending on insurance or product.  

If needed, we will notify your office via phone or fax.) 
Please note in your patient’s medical record why product is required. 

Provider Signature______________________________________________________ Date_________________________________ 

1/2012 greatlakeshhs.com 


