
ADVANCE MEDICAL SERVICES 
4500 Avenue B 

Austin, TX 78751 
Office (512) 371-8876 
Fax (512) 371-8881 

 
PATIENT INFORMATION FORM                      

 
AGENCY________________________________  CONTACT ________________________ 
 
PHONE____________________ FAX____________________   DATE ___________________ 
 
Patient Name __________________________________________________  
 
Address ______________________________________________________ 
 
City _______________________________________TX   Zip ______________ 
 
Daytime Phone _______________________ Social Security No. _______________________ 
 
Weight ___________ Height ___________ DOB ________________MALE _____FEMALE _____ 
 
Emergency Contact ___________________________ Phone # _____________________ 
 
INSURANCE INFORMATION: 
 
Medicare # _______________________ Medicaid # ________________________ 
 
Private Insurance ____________________ Policy #________________ Phone __________________ 
 
Physician Name ______________________________UPIN ____________ NPI_________________ 
 
Address ______________________________________City________________ Zip ______________ 
 
Phone # _________________________ Fax # __________________ Texas License ______________ 
 
Diagnosis Codes (ICD-9 Codes)    ________  ________  ________  ________  ________   
 
Equipment Needed:  _______________________________________________________ 
 
Was patient in hospital or skilled nursing facility? ________ Discharged Date _________ 
 
Has the patient ever rented equipment before?  _____ Yes    _____ No  
 
Do you have physician’s orders?  _____ Yes  _____ No 
**** If yes, please send with request.***** 
 

***********PLEASE FILL OUT FORM COMPLETELY************** 


