
 

 

REQUEST FOR SPECIALIZED MEDICAL EQUIPMENT 
 

 
Participant Name: ___________________________________________________  

 
 
Date of Birth: _______________  
 
 
Address: _______________________________________________________________  
 
Phone Number: _____________________________  
 
 
Diagnosis: ___________________________  
 
 
SME/DME needed: __________________________________________________________________  
 
 
Insurance: ___________________________________  
 
 
Medicare ID: _____________________  
 
 
Medicaid ID: ______________________  
 
 
Physician Information: ________________________________________________________________ 

 
 
Provider Chosen: _______________________________________  
 
 

 
Service Coordinator: ____________________________________ 
  
Date: ________________________   
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