
Durable Medical Equipment Claim Form

Patient Name 

Date of Birth 

Patient ID/Insurance # 

Provider Name 

Provider NPI 

Provider Contact 

Equipment Description 

HCPCS Code 

Serial/Lot Number 

Date of Service 

Amount Billed 

Referring Physician 

Medical Necessity/Diagnosis 

Signature 

Date 


	Durable Medical Equipment Claim Form

