
  
 

 

PLEASE ATTACH PATIENT DEMOGRAPHIC AND OFFICE NOTES & FAX TO (251) 650-4498 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

NAME________________________________________________________ DOB_____________________ GENDER   M  /   F 

ADDRESS____________________________________________________________________________________________________ 

PRIMARY INSURANCE___________________________________ SECONDARY INSURANCE ________________________________ 

PHONE_______________________________________    CELL______________________________   

 

 

 

FRENCH SIZE   ________ 

LENGTH      

 □   MALE   

 □   FEMALE    

 □   PEDIATRIC 

INTERMITTENT CATHETER 

□ A4351 – STRAIGHT CATHETER 

□ A4352 – CATHETER WITH COUDE TIP 

□ A4353 – TOUCHLESS CATHETER 

□ A4357 – FOLEY CATHETER □ COUDE 

FREQUENCY OF NEED: 

QTY/DAY_________   QTY/MONTH_________

  

RX START DATE:____________________ 

 

RX END DATE:______________________ 

DX CODE 

□   R33.9   URINARY RETENTION; UNSPECIFIED 

□   R32   URGE INCONTINENCE; UNSPECIFIED 

□   N31.9   NEUROGENIC BLADDER 

□   ____________________________________ 

 

CLINICIAN’S NAME:_______________________________________________  NPI:_________________________________ 

 

CLINICIAN’S SIGNATURE:___________________________________________ DATE:________________________________ 

 

LPN/RN CONTACT NAME:____________________________________________ PHONE# ____________________________ 

 

NOTES: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

____________________ 

ACCESSORIES 

□   BED BAG WITH / WITHOUT INSERTION SUPPLIES 

□   MALE EXTERNAL CATHETER       SIZE: _________ QTY:____________ 

□   LEG BAG WITH / WITHOUT EXTENSION TUBE 

□   LEG / BED BAG DEODORANT CLEANER 

□   LUBRICANT 

 


