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PHARMACY · MEDICAL SUPPLY

Patient Registration Form
	Date:
	
	
	



	Referral Source:
	
	Home Phone:
	



	Patient’s Name:
	


						Last Name			             First Name			     MI
	Address:
	



	SSN:
	
	DOB:
	
	Sex:
	[bookmark: Check2]|_|   Male        |_|   Female



Marital Status:          |_| Single         |_| Married          |_| Widowed          |_| Separated          |_| Divorced
	Spouse/Contact Person:
	
	Home Phone:
	



	Address:
	



	Allergies to Medicine: |_| Yes  |_| No
	If Yes, which Medications:
	



	Name of Primary Insurance:
	



	Medicaid ID
	
	Medicare ID:
	


Assignment and Release
I, the undersigned, have insurance with ___________________________ and assign directly to MedStuff, Inc. all medical and benefits otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges whether or not paid by insurance.  I hereby authorize the release of all information necessary to secure payment of benefits.  I authorize any holder of medical information about me to be released to the Health Care Financing Administration, health insurances or their agents any information needed to determine these benefits, including but not limited to medical records and physician/medical practitioner progress notes.  I authorize the use of this signature on all insurance submissions.

Medicare and/or Medicaid Authorization
I request that payment of authorized Medicare and/or Medicaid benefits be paid on my behalf to MedStuff, Inc.


Customer/Patient Signature:	_________________________________ Date: _____/_____/_____
Legal Representative Signature:	_________________________________ Date: _____/_____/_____
Patient Authorization

	Patient’s Name:
	


						Last Name			             First Name			     MI
	Address:
	



	DOB:
	
	
	Home Phone:
	
	303.237.2547


	
	Medicaid ID
	
	Medicare ID:
	


Assignment and Release 
I authorize and appoint the MedStuff, Inc., as my attorney and agent, to take all steps, sign all documents and to act on my behalf as if I were personally present and acting myself for the limited purposes of 

(a) Obtaining a valid prescription for any prescription which I have sent the MedStuff, Inc; 
(b) Packaging my prescriptions and delivering them to me.

 This authorization shall include, but not be limited to: collecting and using my personal and personal health information as reasonably necessary for the fulfillment of my order, including disclosure to a licensed physician if required for the issuance of a valid prescription in the jurisdiction of the MedStuff, Inc. 

This authorization may be revoked at any time and shall continue until I revoke it.

I understand that the MedStuff, Inc. is legally incorporated and authorized by law to carry on business in the jurisdiction of the MedStuff, Inc and that I am purchasing medications/DME that have been approved for sale in the jurisdiction of the MedStuff, Inc. Title to my medications/DME passes from the MedStuff, Inc. to me in the jurisdiction of the MedStuff, Inc when my medications leave the MedStuff, Inc. All agreements reached or contracts formed with the MEDSTUFF shall be deemed to be made in the jurisdiction of the MedStuff, Inc, the laws of the jurisdiction of the MedStuff, Inc shall govern all transactions, and I attorn to the courts of the jurisdiction of the MedStuff, Inc, which shall have sole and exclusive jurisdiction over any dispute arising between me and the MedStuff, Inc, its affiliates, officers and directors.


I HAVE READ AND UNDERSTAND THESE TERMS AND AGREE THAT THEY SHALL BE BINDING UPON ME AND MY ASSIGNS, HEIRS AND PERSONAL REPRESENTATIVES.
                                                                                             OR
 "I am the parent/legal guardian/power of attorney for the Patient disclosed herein, am over the age of majority, and have full authority to sign for and provide the above representations to the MedStuff, Inc on the Patient's behalf."





Customer/Patient Signature:	_________________________________ Date: _____/_____/_____
Legal Representative Signature:	_________________________________ Date: _____/_____/_____


EQUIPMENT WARRANTY INFORMATION FORM





Every product sold or rented by our company carries a 1-year manufacturer’s warranty.  Medstuff, Inc will notify all Medicare beneficiaries and Medicaid clients of the warranty coverage, and we will honor all warranties under applicable law.

	Medstuff, Inc will repair or replace, free of charge, Medicare and Medicaid-covered equipment that is under warranty.  In addition, an owner’s manual with warranty information will be provided to beneficiaries for all durable medical equipment where this manual is available.

	Repairs or replacement will be covered where applicable under Medicare and Medicaid rules when necessary. Warranty nor replacement or repair are covered when identifiable, intentional misuse or abuse has occurred.

I have been instructed and understand the warranty coverage on the product I have received.




_____________________				____________________
Beneficiary’s signature					Date












HIPAA
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL /PROTECTED HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.
Summary:
By law we are required to provide you with our notice of Privacy Practices (NPP). This Notice describes how your medical information may be used and disclosed by us. It also tells you how you can obtain accesses to this information. 

As a patient you have the following rights: 
1. The right to inspect and copy your information:
2. The right to request correction to your information 
3. The right to request that your information be restricted
4. The right to request confidential communication 
5.  The right to a report of disclosure of your information; and 
6. The right to a paper copy of this Notice 

We want you to assure you what your medical protected health information is secure with us. This Notice contains information about how we will insure that your information remains private. 

If you have any questions about this Notice, the name and phone number of our contact person is listed on this page.

	Effective date of this Notice 
	

	Contact person 
	

	Phone Number 
	



By signing this Receipt, I acknowledge that I have received a copy of MedStuff, Inc. HIPAA Notice of Privacy Practices.
 
|_| Patient signature 	|_| Patient was unable to sign due to physical or mental condition or legal incapacity.



Customer/Patient Signature:	_________________________________ Date: _____/_____/_____
Legal Representative Signature:	_________________________________ Date: _____/_____/_____
MEDICAL EQUIPMENT AND OR IENTATION CHECKLIST
	Patient’s Name:
	


I/we have been instructed orally and given written instructions, and understand the safe use and maintenance of the following equipment/therapy.  I understand any further questions/problems should be called to the company as soon as possible.
	__ Bath Safety 
__ Hand-held shower
__ Tub Grab bars
__ Wall Grab bars
__ Over-bed table
__ Low-air mattress
__ Blood Glucose Monitor
__ C-PAP (915)
Commodes & Related 
__ Enteral Feeding (821) 
__ Hospital Bed (809)
	__ Hydration Therapy
__ Nebulizer 
__ Oxygen Concentrator 
__ Folding walker
__ Suction Pumps  
__ TENS Unit
__ Pulse oximeter
__ Oxygen Therapy
__ Oxygen tanks
__ Oxygen concentration device
	__ Nutrition
__ Trapeze Bar (8 11)
__ Walk-aids (813)
     Wheelchair (808)
__ Phototherapy (823)
__ Oxygen Conservation Device
__ Hydralic lift and sling
__ Power Wheelchair
__ POV (scooters)
__ Other _______________




I have received the PATIENT INFORMATION packet.   I understand it is the company’s policy to follow physician orders regarding life-sustaining treatment.
	
	
	


The Company Representative has provided the PATIENT INFORMATION PACKET and the patient/caregiver understands the following:

_X_ Telephone numbers to call for routine and emergency situations 24/7	___X_ Warranty Discuss 
__X__ Patient’s Bill of Rights and Responsibilities				____ Warranty declined
__X__ Hours of Operations							    Return Demonstration by patient
__X__ CMS Suppliers standards						 X Safety Precautions
__X__ Patient’s Complaint form						____ Financial Responsibility
__X__ Emergency/Disaster Preparedness					__X__ How to obtain addl. instructions
__X__ Advance Medical Directives						
__X__ Basic home safety instructions						__X__ Organizational Scope of services
__X__ Proper use of equipment
__X__ Proper adjustment of equipment
__X__ Right to refuse treatment							__X__ HIPAA Notice

__X_  Explained Infection control 						_X_  Equipment Troubleshooting


Home environment is suitable for prescribed service 			__X__ Yes ____ No
If no, recommended corrective action ________________________________________________________________

Patient/family level of understanding: ________________________________________________________________


Customer/Patient Signature:	_________________________________ Date: _____/_____/_____
Legal Representative Signature:	_________________________________ Date: _____/_____/_____





MEDICARE DMEPOS 30 SUPPLIER STANDARDS 

Note: This is an abbreviated version of the supplier standards every Medicare DMEPOS supplier must meet in order to obtain and retain their billing privileges. These standards, in their entirety, are listed in 42 C.F.R. 424.57(c). 
1. A supplier must be in compliance with all applicable Federal and State licensure and regulatory requirements and cannot contract with an individual or entity to provide licensed services. 
2. A supplier must provide complete and accurate information on the DMEPOS supplier application. Any changes to this information must be reported to the National Supplier Clearinghouse within 30 days. 
3. An authorized individual (one whose signature is binding) must sign the application for billing privileges. 
4. A supplier must fill orders from its own inventory, or must contract with other companies for the purchase of items necessary to fill the order. A supplier may not contract with any entity that is currently excluded from the Medicare program, any State health care programs, or from any other Federal procurement or non-procurement programs. 
5. A supplier must advise beneficiaries that they may rent or purchase inexpensive or routinely purchased durable medical equipment, and of the purchase option for capped rental equipment. 
6. A supplier must notify beneficiaries of warranty coverage and honor all warranties under applicable State law, and repair or replace free of charge Medicare covered items that are under warranty. 
7. A supplier must maintain a physical facility on an appropriate site. This standard requires that the location is accessible to the public and staffed during posted hours of business. The location must be at least 200 square feet and contain space for storing records. 
8. A supplier must permit CMS, or its agents to conduct on-site inspections to ascertain the supplier’s compliance with these standards. The supplier location must be accessible to beneficiaries during reasonable business hours, and must maintain a visible sign and posted hours of operation. 
9. A supplier must maintain a primary business telephone listed under the name of the business in a local directory or a toll free number available through directory assistance. The exclusive use of a beeper, answering machine, answering service or cell phone during posted business hours is prohibited. 
10. A supplier must have comprehensive liability insurance in the amount of at least $300,000 that covers both the supplier’s place of business and all customers and employees of the supplier. If the supplier manufactures its own items, this insurance must also cover product liability and completed operations. 
11. A supplier must agree not to initiate telephone contact with beneficiaries, with a few exceptions allowed. This standard prohibits suppliers from contacting a Medicare beneficiary based on a physician’s oral order unless an exception applies. 
12. A supplier is responsible for delivery and must instruct beneficiaries on use of Medicare covered items, and maintain proof of delivery. 
13. A supplier must answer questions and respond to complaints of beneficiaries, and maintain documentation of such contacts. 
14. A supplier must maintain and replace at no charge or repair directly, or through a service contract with another company, Medicare-covered items it has rented to beneficiaries. 
15. A supplier must accept returns of substandard (less than full quality for the particular item) or unsuitable items (inappropriate for the beneficiary at the time it was fitted and rented or sold) from beneficiaries. 
16. A supplier must disclose these supplier standards to each beneficiary to whom it supplies a Medicare-covered item. 
17. A supplier must disclose to the government any person having ownership, financial, or control interest in the supplier. 
18. A supplier must not convey or reassign a supplier number; i.e., the supplier may not sell or allow another entity to use its Medicare billing number. 
19. A supplier must have a complaint resolution protocol established to address beneficiary complaints that relate to these standards. A record of these complaints must be maintained at the physical facility. 
20. Complaint records must include: the name, address, telephone number and health insurance claim number of the beneficiary, a summary of the complaint, and any actions taken to resolve it. 
21. A supplier must agree to furnish CMS any information required by the Medicare statute and implementing regulations. 
22. All suppliers must be accredited by a CMS-approved accreditation organization in order to receive and retain a supplier billing number. The accreditation must indicate the specific products and services, for which the supplier is accredited in order for the supplier to receive payment of those specific products and services (except for certain exempt pharmaceuticals). Implementation Date - October 1, 2009 
23. All suppliers must notify their accreditation organization when a new DMEPOS location is opened. 
24. All supplier locations, whether owned or subcontracted, must meet the DMEPOS quality standards and be separately accredited in order to bill Medicare. 
25. All suppliers must disclose upon enrollment all products and services, including the addition of new product lines for which they are seeking accreditation. 
26. Must meet the surety bond requirements specified in 42 C.F.R. 424.57(c). Implementation date- May 4, 2009 
27. A supplier must obtain oxygen from a state- licensed oxygen supplier. 
28. A supplier must maintain ordering and referring documentation consistent with provisions found in 42 C.F.R. 424.516(f). 
29. DMEPOS suppliers are prohibited from sharing a practice location with certain other Medicare providers and suppliers. 
30. DMEPOS suppliers must remain open to the public for a minimum of 30 hours per week with certain exceptions. 
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National Supplier Clearinghouse
P.O. Box 100142  Columbia, South Carolina  29202-3142  (866) 238-9652



[bookmark: _GoBack]ATTESTATION FORM


 I, ____________________________________ as the client or client representative, fully acknowledge that the communication system provided to me by Medstuff, Inc. has a primary purpose as a medical device. I understand at the time of delivery, the device will be locked as a communication device and all access to the internet will be locked. I understand that I am responsible for the safekeeping of this device as a medical device for communication. The device is set up by Medstuff, Inc. in accordance to the policy set forth through CMS (Center for Medicare and Medicaid Service) and HCPF (The Colorado Department of Health Care Policy and Financing). i.e. No other non-medical applications shall be placed on the device. 

Signed: __________________________________ Client/Representative
Printed Name: ____________________________
Relationship: _____________________________
Date: ____________________________________


	10382 Ralston Road
Arvada, CO  80004
(303) 403-4142 – Phone
(303) 403-4099 – Fax
	
	970 South Oneida Street, Unit 1B
Denver, CO  80224
 (303) 333-2035 – Phone
   (303) 333-0052 – Fax
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