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p PATIENT INFORMATION FORM PLEASE FAX
Libé

1 y 2157 Apperson Drive, Salem, VA 24153 ¢ 1-800-467-8546 COPY TO:

We Deliver Better Health

COMPLETION INSTRUCTIONS 1-877-509-1106
Physician’s Office — Sections 1,2 & 3  Case Management Department — Section 1 Education Center without Staff Physician — Sections 1 & 3
Referral Source: Phone:
Account Executive
SECTION 1
Physician Name: Phone: Fax:
Address: City, State, Zip:
Patient Name: [0 Newly Diagnosed
SSN: DOB:
Shipping Address: City, State, Zip:
Home Phone including Access Code:
Alternate Phone: Email:
PRIMARY INSURANCE: SECONDARY INSURANCE:
Phone: Phone:
Subscriber: Subscriber:
ID #: Group #: ID #: Group #:

SECTION 2

o DIAGNOSIS CODE - (ICD-9)
O 250.01 ibbM) [ 250.00 (Insulin Requiring) [ 250.00 (Non-Insulin Requiring) [ 648.8 Gestational O oOther
9 TESTING FREQUENCY - (Tests per Day)
O 1x O 2x O 3x O ax O other
@ INJECTING FREQUENCY - (Injections per Day)
0 NONE O1x O2x O3x O4x  Oother

@ | PRESCRIBE [ ALL Supplies Below OR [J ONLY Checked Supplies
O strips O Lancets [ Lancet Device (PRN) [ Glucose Monitor (1 per 5 yrs PRN) Provided by Office Y / N type
[ Control Solution (PRN) O Battery (PRN) [ Syringes [ Pen Needles* O Insulin Vials* O Insulin Pens*

*RX Required-fax RX with this form

It is my professional opinion that the items listed above are reasonable and medically necessary. | also acknowledge that | have seen and evaluated
the above mentioned patient within six (6) months prior to ordering quantities of strips and lancets that exceed Medicare guidelines if applicable.
To my knowledge, the above information is accurate. (Physician please retain a copy of this signed document in the patient’s medical record.)

PHYSICIAN/
PRESCRIBER / / /
UPIN # Date DEA #

SECTION 3

PATIENT AGREEMENT
| authorize Liberty and/or any of their corporate affiliates to directly bill Medicare, Medicaid, Medicare Supplemental, or other insurer(s) on
my behalf, for medical supplies and/or medications furnished to me by Liberty and assign my rights to benefits from such insurers to
Liberty. | authorize any holder of medical information about me to release to Liberty, my physician(s), caregiver, CMS, its agents and to my
primary and/or other medical insurer any information needed to determine or secure eligibility information and/or reimbursement for
covered services.

| acknowledge having received a copy of Liberty's Notice of Privacy Practices.

_panient 2 /
Date

O By checking this box, | give my expressed authorization to Liberty to ship my first order of supplies (indicated below) as authorized by my
treating physician and that | may owe applicable deductibles and/or copays. | understand that | must confirm all additional orders with Liberty
before my supplies can be shipped to me.

Circle all that apply:

Strips Lancets Lancet Device Control Solution Battery Glucose Monitor type

The information contained in this form is confidential and may be privileged. If you are not the individual to whom it is addressed, you are hereby notified that any review, dissemination, distribution
or copying of this form or any information contained herein is strictly prohibited. If you received this form in error, please notify us immediately by telephone, toll-free, and return the original message
to us by first class mail. We will reimburse you for any applicable postage. Thank you for your cooperation.
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