
Freeport Home Medical Equipment, Inc. 
Patient Intake 

Referral Source: ______________________________ Contact________________________Date___________ 
 
Last Name______________________________ First Name _________________________________M        F    
 
Guardian/Parent ____________________________________________________________________________ 
 
Address_______________________________________ City/State/Zip________________________________  
 
Billing Address (if different)_____________________________________________________________________ 
 
Phone ____________________________DOB________________ Soc. Sec # __________________________ 
 
Diagnosis___________________________________________________ Height ______in   Weight ______lbs  
 
POA / Nearest Relative/Friend NOT Living with patient: 
Relationship __________________________________________________Phone _______________________ 

 

Referring Physician ______________________________________________ UPIN _____________________  
                        First      & Last Name 

Phone__________________________________             Fax________________________________________ 
 
Address _________________________________ City ____________________ St ____Zip _______________ 
 
Primary Physician ______________________________________________ UPIN _______________________  
                        First       &  Last Name 

Phone__________________________________             Fax________________________________________ 
 
Address _________________________________ City ____________________ St _____Zip ______________ 
 
 

PRIMARY 

Name____________________________________ 

Address__________________________________ 

City_____________________________________ 

State ______Zip___________________________ 

Phone #___________________________________ 

Policy #___________________________________ 

Group #___________________________________ 

Equipment/Date/HCPCS______________________ 

__________________________________________ 

__________________________________________ 

__________________________________________ 

__________________________________________ 

SECONDARY 

Name____________________________________ 

Address__________________________________ 

City_____________________________________ 

State _____Zip_____________________________ 

Phone #___________________________________ 

Policy #___________________________________ 

Group #___________________________________ 

__________________________________________ 

__________________________________________ 

__________________________________________ 

__________________________________________ 

__________________________________________ 


