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CompCare Resources, Inc.
Please FAX this form to:


P.O. Box 4048

1-815-254-6543

Napersville, IL  60567

If this order is for a device, please 

1-800-810-8171

also fax the prescription.


Today’s Date:
______________

Your Name:
______________________________
Your Phone Number:
___________________

Patient Information:
Name:

____________________________________________________


Address:
____________________________________________________


City: 

_____________________  State:  _________
ZIP: _________


Home Phone:
_____________________  Social Security #:  _______________


Birth Date:
_____________________

Insurance Information:
Insurance Company: ___________________________  Branch: _____________


Claim Adjuster:  ___________________________ Phone: __________________


Claim Number:   ___________________________  Policy #: ________________


Date Of Injury:
_____________________  Type of Injury: __________________


ICD9 Code:
_______________


Employer:
____________________________________________________


Employer Address:   ________________________________________________


Billing Address:
____________________________________________________


City: 

_____________________  State:  _________
ZIP: _________

Physician/Therapist Information:

Physician Name: _____________________________________________ Phone #:  _________________

Therapist Name: _____________________________________________ Phone #:  _________________


Order Information:




Ship To:


Please Circle One:





 Basic TENS		TENS Full Featured		Deluxe TENS Unit





 Muscle Stimulator	Hi-Volt Galvanic			Interferrential





 Supplies Only








Please Circle One: 	Purchase	Rental








 








	Patient’s Home			Clinic


Please Circle One:


			Doctor’s Office








 








