
medcomd i r e c t 
18699 WCR 17 

Johnstown, CO  80534 
1-800-231-4276 facsimile 1-888-968-4276 

A cost effective way to deliver: 
Ø Foot Pumps 
Ø CPMs 
Ø Cold Therapy 
Ø SCD 

Please Check and complete information for which products Patient requires 
Patient Intake Form 

Revised 2/7/2001 

Prescribing Physician please check the line by each piece of equipment that is desired for the patient.  It is imperative that all ques-
tions are answered for the equipment.  Equipment pricing includes ground freight to patient, and return freight on rental equipment,  
twenty-four (24) hour telephone support, instructions, and early delivery of equipment prior to surgery.  Please allow medcomdirect 

to ship equipment to your patient prior to their surgery to facilitate patient education on equipment’s use.   
medcomdirect is helping to conserve those precious rehabilitation dollars. 

I.             Physician’s Portion  
(A) Equipment prescribed;  B) Fitting Information;  C) Settings and Use;  D) Physician’s Signature 

NOTE:  FORM CONTINUES ON REVERSE SIDE  

____Foot Pump 
___$375 5-day Rental Period 
__$475 10-day Rental Period 
____ $675 per month 

______ Shoe Size 
___ Man  ___ Women 
Legs/Hands Involved 

__ Left  __ Right ___ Both 
Pressure Setting 

___ Low 80 mm 
___ Medium 130 mm 
___ High 200 mm 
___ Hours of use per day 

Disposable Wraps 
$95 per Foot 
$75 per Hand 

____ Knee CPM 
$675 per month 

 
____ Left   ____ Right 

Length from crease of knee 
to bottom of heel 

________________________ 
Range Of Motion 

Start ________________ 
End _________________ 

Speed 
___Increase to Patient Tolerance 

or 
__ Slow   ___Medium ___ Fast 
___ Hours per day of use 
Disposable Patient Kit - Included 

____ Cold Therapy 
Coolers 

____ Thermos Model $145 
____ Electric model with 

pump 
$185 

 
 
 

Specify Pad required: 
____  Knee 
____  Shoulder 
____  Foot/Ankle 
____  3”x5”  
____  5” x 10” 
——-  10”x18” 

____ SCD™ 
$275 per month for  

Controller 
Disposables 

__ Thigh Length Leg 
Sleeves   $195 pr. 
_ Knee (Shoulder) Length 
Leg Sleeves $145 pr. 
 
____ Hours of use per day 

 
Lifetime use models avail-
able for chronic condi-
tions.  Please call or e-
mail us for additional infor-
mation. 

Equipment-related  
Diagnosis 

 
 
 

                      ICD-9 

Equipment-related  
Diagnosis 

 
 
 

                      ICD-9 

Equipment-related  
Diagnosis 

 
 
 

                      ICD-9 

Equipment-related  
Diagnosis 

 
 
 

                      ICD-9 

 
 
Physician’s Signature 
 
Physician Printed Name                                                                                Date                                              UPIN 

Please complete this form, two pages, and fax to medcomdirect. 

Form P - 110200 



                  B. Rental Agreement.  (Not applicable to purchased items).  Medcomdirect, a service mark of the medcom group, ltd. (“Lessor”), leases to patient (“Lessee”) 
the medical equipment (“Equipment”) prescribed by his/her physician, above.  The term of this lease shall be for successive periods of one month each, commencing from 
the date the Equipment is shipped to the address provided by Lessee above, through the date Equipment is shipped back to Lessor as provided in instructions 
accompanying the Equipment.  Lessee agrees to pay Lessor as rent for the Equipment the monthly rental rate(s) set forth above.  Periods of less than one month will be 
charged at the full monthly rate.  Lessee understands that all Equipment provided on a rental basis is, and shall remain, the property of Lessor and that this Rental 
Agreement shall in no way be construed as a purchase or sale.  Lessee shall return all rental equipment immediately to Lessor when it is no longer medically necessary or 
upon Lessor’s demand made for failure to pay the monthly rental rate or other valid reason.  Lessee shall be responsible for all accruing rents until return of the Equipment 
to Lessor.  Although Lessor uses great care to have all of its Equipment in good order and repair, Lessor gives no warranties, express or implied, nor shall any warranties 
arise by operation of law, as to the Equipment leased including fitness for any particular use, merchantability, design, capacity or performance.  Lessee agrees to:  
1) inspect Equipment upon delivery and promptly notify Lessor if it is not in good condition; 2) use the Equipment in the manner for which it was intended; 3) not attempt to 
make any repairs of any nature or kind; and 4) notify Lessor at once if Equipment becomes inoperable.  Lessee assumes all risks of loss and damage to the Equipment 
while in Lessee’s possession, from any cause whatsoever and agrees that Equipment shall be returned to Lessor in the same appearance and condition as when 
received, ordinary wear and tear excepted.  In the event Lessee fails to make any rental payments or to return any rental Equipment, both as provided herein, Lessor may 
take possession of the Equipment (without terminating this Agreement) wherever the same may be located, without any court order of further process of law and without 
liability for damages, occasioned by such tasking of possession, and Lessee agrees to pay Lessor’s reasonable costs incurred in collecting overdue rental payments and 
retrieving its Equipment, including attorney’s fees and interest on amounts overdue.  

C. Insurance  Lessee agrees to make all payments directly to Lessor and authorizes Lessor to charge all payments to the credit card noted below.  However, 
if requested medcom will assist you by submitting an unassigned claim to your insurer in your name.  Under an unassigned claim:  1) your insurer will reimburse you di-
rectly if coverage is available under the terms of your policy; and 2) you have the right to personally appeal denials directly to your insurer; medcom can not appeal denials 
on your behalf.  Our patients hold a wide variety of differing insurance policies; consequently medcom makes no representations as to the coverage terms of your particu-
lar policy. 

D. Election of Delivery by Mail.  Lessee understands that for a higher price the medcom group, ltd. will deliver Equipment to Lessee’s home and train Lessee 
in its use using medcom staff.  Lessee elects instead to utilize medcomdirect’s delivery by mail and associated lower pricing.  Lessee represents and warrants that (s)he: 
1.  Is capable of reading and understanding written instructions; 2. will read and follow the written instructions accompanying the Equipment; and 3.  Will call medcomdi-
rect’s 24 hour Help Line (1-800-231-4276) before using the Equipment, or thereafter, if (s)he has any questions concerning the written instructions or the use and mainte-
nance of the Equipment. 
Patient Signature (REQUIRED):________________________________________________________________________Date: ______________________ 

Please Print Name:______________________________________________________________________________________________________________ 

medcomd i r e c t —Patient Intake Form Reverse Side 

Insurance Company Information-For Billing 
Name of Carrier ________________________________________ 
Address ______________________________________________ 
City/State _______________________________  Zip __________ 
Phone (        ) __________________________________________ 
Policy #: ______________________________________________ 
Medicare ID # __________________________________________ 
Nearest relative not living with you __________________________ 
Telephone of relative _____________________________________ 
The use of this form requires pre-payment.  Due to government/insurance rules, 
patients with Worker’s Compensation, or Liability claims cannot be served through 
medcomdirect and instead must utilize the medcom group, ltd. (1-800-231-4276) 

Patient Name_________________________________________ 
Address for Shipping:                             ____________________ 
City/State:               _______________  _____ Zip:              ____ 
Phone:(__               )               ____________        ____________ 
Soc. Sec. #:                            ____________________________  
Date of Birth:                          _______   Sex    _____ M   _____ F 
Please Deliver By:  ___________________          ___ (day/mo/yr) 
Employer ___________________________________________ 
Address ____________________________________________ 
City/State ____________________________ Zip: ___________ 
Work Telephone: _____________________________________ 
Patient’s e-mail address _______________________________ 

For patients without a Master Card or VISA, medcomdirect has the ability to debit a checking account.  
Call us at 1-800-231-4276 to walk you through the process.  Signing below authorizes medcom to debit 
the funds from your bank account. 
 
Signature: _______________________________________________  Date: __________________ 

www.medcomdirect.com      info@medcomdirect.com         

II.             Patient’s Portion 
(Please read carefully, supply information and sign.  PLEASE PRINT the information) 

A.           Please fill out completely 

Name as it Appears on Credit Card 

Credit Card Number 

Expiration Date 

Approval Code  __________________ 

Cardholder Signature:___________________________________________________                                                         _____________________ 

Type of Credit Card:___VISA 
                               ___MC 


