
                                               Augmentative Communication Services Department 

 

At AlphaMed we try to provide each client with 
the product and equipment that he or she 

needs.  However, some insurance policies will 
not cover all equipment that may be ordered.  
Please print and read this packet for a general 
list of covered and non covered items.  Each 

insurance policy is different, and it is 
impossible to know until we submit your order 
to the insurance provider what will be covered.  

Thank you for giving us the opportunity to serve 
you and if we can be of any other service please 

contact us using the contact information 
provided in this packet. 

                                                       

  



                                               Augmentative Communication Services Department 

  

AAuuggCCoommmm  DDeevviiccee  CChheecckklliisstt  
11..  SSiiggnneedd  pphhyyssiicciiaann  RRxx  ffoorr  ddeevviicceess  oorr  aacccceessssoorriieess  nneeeeddeedd  

22..  LLeetttteerr  ooff  MMeeddiiccaall  NNeecceessssiittyy  oorr  SSppeeeecchh  EEvvaalluuaattiioonn  

33..  CClliieenntt  DDeemmooggrraapphhiiccss  tthhaatt  iinncclluuddee::  NNaammee,,  DDOOBB,,    
  AAddddrreessss((NNoo  PPOO  bbooxxeess  ffoorr  sshhiippppiinngg  rreeaassoonnss)),,  IInnssuurraannccee    
  IInnffoorrmmaattiioonn((CCooppyy  ooff  ccaarrddss  iiff  ppoossssiibbllee)),,  WWoorrkkiinngg  pphhoonnee  
  nnuummbbeerrss,,  pphhyyssiicciiaann  nnaammee..  
  
44..  QQuuoottee  ffoorr  eeqquuiippmmeenntt  ffrroomm  AAMMDDII..  
  
  
  
IIff  yyoouu  ddoo  nnoott  hhaavvee  aa  ssiiggnneedd  RRxx  pplleeaassee  pprriinntt  ooffff  tthhee  oonnee  iinncclluuddeedd  iinn  

tthhiiss  ppaacckkeett  aanndd  hhaavvee  tthhee  pphhyyssiicciiaann  ssiiggnn..  
  

 

  



                                               Augmentative Communication Services Department 

Ph (731) 660-0060  Fax (731) 660-0622 
  
Showroom: 935 Old Humboldt Rd, Ste A, Jackson,TN 38305 
Send Mail To:  PO Box 10728, Jackson, TN 38308 

 

AAuuggmmeennttaattiivvee  CCoommmmuunniiccaattiioonn  DDeevviiccee  

NNaarrrraattiivvee  DDeessccrriippttiioonn  ooff  EEqquuiippmmeenntt  aanndd  CCoosstt  

  

11..  LLeennggtthh  ooff  nneeeedd__________  9999==lliiffeettiimmee  

22..  DDiiaaggnnoossiiss//CCoonnddiittiioonnss::      ______________________      __________________________  

  

PPhhyyssiicciiaann  SSiiggnnaattuurree::________________________  DDaattee::____________  

PPhhyyssiicciiaann  PPrriinntteedd  NNaammee________________________    NNPPII__________________________  

PPaattiieenntt  IInnffoo//IInnssuurraannccee  DDaattaa  
__________________________________________________________  

  
__________________________________________________________  

  
__________________________________________________________  

  
PPhh::  ((__________))______________________DDOOBB::____________________  

  
HHIICCNN::  ________________________________________________  

PPhhyyssiicciiaann  CCoonnttaacctt  IInnffoo//NNPPII  
__________________________________________________________  

  
__________________________________________________________  

  
____________________________________________________________  

  
OOffffiiccee##::  ((______))__________________FFaaxx::  ((______))______________________  

  
NNPPII::______________________________________________________  

MMaannuuffaaccttuurreerr  QQTTYY  HHCCPPCCSS  DDeessccrriippttiioonn  CCHHGG  
((OOffffiiccee  UUssee))      

AAllllooww  
((OOffffiiccee  UUssee))  

            
            
            
            
            
            
            



                                               Augmentative Communication Services Department 

Ph (731) 660-0060  Fax (731) 660-0622  
  
Showroom: 935 Old Humboldt Rd, Ste A, Jackson,TN 38305 
Send Mail To:  PO Box 10728, Jackson, TN 38308 
 
   

                                                              

AAuuggmmeennttaattiivvee  CCoommmmuunniiccaattiioonn  DDeevviiccee  

NNaarrrraattiivvee  DDeessccrriippttiioonn  ooff  EEqquuiippmmeenntt  aanndd  CCoosstt  

11..  LLeennggtthh  ooff  nneeeedd______9999____  9999==lliiffeettiimmee  

22..  DDiiaaggnnoossiiss//CCoonnddiittiioonnss::      MMeennttaall  RReettaarrddaattiioonn            DDeevveellooppmmeennttaall  DDeellaayy  

  

PPhhyyssiicciiaann  SSiiggnnaattuurree::________________________  DDaattee::______________  

PPhhyyssiicciiaann  PPrriinntteedd  NNaammee::__________________________NNPPII::______________________  

  

PPaattiieenntt  IInnffoo//IInnssuurraannccee  DDaattaa  
____________________JJoohhnn  SSmmiitthh________________________  
                  ______          999999  OOlldd  OOaakk  SSttrreeeett__________________  
                                          JJaacckkssoonn  TTnn  3388330055______          __________  

PPhh::  ____((773311))  666600--00006600______DDOOBB::44//11//6666________  
HHIICCNN::  441100887799880099AA  

PPhhyyssiicciiaann  CCoonnttaacctt  IInnffoo//NNPPII  
________________JJoohhnn  SSmmiitthh  MM..DD..__________________  

__________________118844  MMaappllee  CCoovvee____________________  
________________JJaacckkssoonn  TTnn..  3388330055________________  

OOffffiiccee::  ((773311))  666600--00006600    FFaaxx::  ((773311))  666600--00662222  
NNPPII::112233445566778899  

MMaannuuffaaccttuurreerr  QQTTYY  HHCCPPCCSS  DDeessccrriippttiioonn  CCHHGG  AAllllooww  
AAMMDDII  11  EE22550000  TTeecchh  TTaallkk  88  446600..0000  441100..2200  
            
            
            
            
            
            



                                               Augmentative Communication Services Department 

  

IItteemmss  UUssuuaallllyy  NNoott  CCoovveerreedd  bbyy  IInnssuurraannccee  

••  MMoouunnttiinngg  ssyysstteemmss((ffoorr  ttaabbllee,,bbeeddss,,cchhaaiirr))  

••  CCaarrrryy  CCaasseess((CCoovveerrss))  

••  EExxtteennddeedd  BBaatttteerriieess  

••  TTeecchh  CCaappss  

••  MMaannuuaallss  

••  OOvveerrllaayyss  

  

IInn  mmoosstt  ccaasseess  oonnllyy  tthhee  ddeevviicceess  tthheemmsseellvveess  
aarree  ccoovveerreedd  iitteemmss..    WWee  wwiillll  aallwwaayyss  ssuubbmmiitt  
aallll  pprroodduuccttss  ttoo  bbee  ccoovveerreedd  aanndd  wwiillll  aallwwaayyss  
ccoonnttaacctt  tthhee  ppeerrssoonn  ppllaacciinngg  tthhee  oorrddeerr  ttoo  
ddiissccuussss  aannyy  nnoonn--ccoovveerreedd  iitteemmss..  

  

  



 

 
 
 

 
 
 
 

SALES & RENTAL DELIVERY INVOICE 
 
 
 
 
 
 

Date & Time of Delivery: _____________________   Date & Time Notified of Request: ________________ 
 

 CUSTOMER INFORMATION          BILLING INFORMATION 
 

 Name: ____________________________          Primary Insurance: ______________________  
 

 Address: __________________________          Secondary Insurance *: __________________ 
                                 (*if no 2ndary, complete Co-Ins Form supplied in this packet) 
 City: ______________St:_____ZIP_______          Recent Insurance change? _______  
 

 Phone: ____________________________          If Medicare pt, is pt enrolled in an HMO? ______ 
 

 SSN: ______________________________                If yes, name of HMO: __________________  
 

 DOB: ___________Diagnosis: __________          Is pt in PPO? _______ 
 

 Physician:___________________________                If yes, auth#: ___________ exp:_________  
 

 
 

QTY 
 

DESCR 
 

ITEM #/ SERIAL # 
 

HCPCS 
 

CHRG or PYMNTS 
 
 

DETAILS 
     

 

Rental    Purchase 
     

 

Rental    Purchase 
     

 

Rental    Purchase 
     

 

Rental    Purchase 
     

 

Rental    Purchase 
     

 

Rental    Purchase 
     

 

Rental    Purchase 
     

 

Rental    Purchase 
     

 

Rental    Purchase 
 

 

   Payments Reflect:   (   ) Retail Sale       (   ) Private Purchase       (   ) 20% Member Portion 
 

   Comments: ______________________________________________________ 
 
 

Plan of Service Acknowledgement  
Terms and Conditions 

 
 
 

Proof of Delivery, I acknowledge receipt of the above equipment in clean and good working order.  I have 
received Training Materials for safe and proper use of the equipment, including cleaning and maintenance.  I 
have received a copy of AlphaMed’s HIPAA Standards, CMS Supplier Standards, Patient Rights and 
Responsibilities, and AlphaMed’s Scope of Services. 
 
 
 

Assignment of Benefits, I authorize release of Medical Information as necessary to justify the need for 
medical equipment and authorize payments to be paid directly to AlphaMed, Inc.  I agree, whether I sign below 
as agent or patient, to accept all financial responsibility for the medical equipment furnished to me or the patient 
by AlphaMed, Inc.  A copy of this agreement may be used in place of the original. 
 

 

Sales and Rentals, All sales are Final.  No refund on purchased or early return of rental equipment. 
 

 
Patient or Authorized Rep* Signature: _____________________________________   Date:  ____________ 
 
 

 * If other than patient is signing, state reason & relationship to Patient: _________________________________ 
 
 

Delivered by: ___________________________________________________________   Date:  ___________ 
 

Please fax to: 731-668-2250 


	Auggcomm
	Augg Comm Delivery Ticket

