MEDICAL ASSISTANCE
HOME HEALTH SERVICES

AUTHORIZATION FOR MEDICAL NEEDY TO RECEIVE
DURABLE MEDICAL EQUIPMENT AND/OR MEDICAL SUPPLIES

PATIENT'S RECIPIENT NUMBER

———— —
PATIENT'S NAME - Last Name - First - Middle Initial

DURABLE MEDICAL EQUIPMENT
NAME OF ITEM(S)

MEDICAL SUPPLIES
NAME OF ITEM(S)

PRESCRIBING PHYSICIAN'S NAME DATE

| understand that my signature certifies that the need for the item(s) ls necessary as part of the patient’s plan of care.
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