
TRI- COUNTY MEDICAL & OSTOMY SUPPLIES, INC. 
 
Date:_________________________    Referral:______________________________        Minor Yes(  )  No(  )  
                                                                                   
Privacy Packet Received Yes(  )  No(  )     Grievance/Complaint Process Received Yes(  )  No(  ) 
           
Name:______________________________________________________________ Male(  )  Female(  ) 
PHONE:___________________________________ CELL:________________________________________ 
ADDRESS:_______________________________________________________________________________ 
   (STREET)   (CITY)  (ST) (ZIP) 
SSN:_________________________ DOB:________________________HEIGHT:_________WEIGHT_______ 
MAILING ADDRESS IF DIFFERENT:___________________________________________________________ 
                                                   (STREET)                          (CITY) (CITY)           (ST)                     (ZIP) 
EMPLOYER:________________________________EMPLOYER PHONE:____________________________ 
EMERGENCY CONTACT:______________________________PHONE:______________________________ 
RESPONSIBLE PARTY(IF NOT PATIENT):______________________________________________________ 
                  

PRIMARY INSURANCE :________________________________PHONE:_____________________________ 
ADDRESS:_______________________________________________________________________________ 
   (STREET)   (CITY)  (ST) (ZIP) 

SUBSCRIBER NAME:______________________________SSN____________________DOB:____________ 
RELATIONSHIP TO INSURED: □SELF     □SPOUSE    □CHILD      POLICY HOLDERS EMPLOYER:__________________________   

SPOUSE/PARENT NAME: ___________________________SSN___________________DOB:____________ 
ID/POLICY#_____________________________________ GROUP#__________________________________ 
                  

SECONDARY INSURANCE :________________________________PHONE:__________________________ 
ADDRESS:_______________________________________________________________________________ 
   (STREET)   (CITY)  (ST) (ZIP) 

SUBSCRIBER NAME:______________________________SSN____________________DOB:____________ 
RELATIONSHIP TO INSURED: □SELF     □SPOUSE    □CHILD      POLICY HOLDERS EMPLOYER:__________________________   

SPOUSE/PARENT NAME: ___________________________SSN___________________DOB:____________ 
ID/POLICY#_____________________________________ GROUP#__________________________________ 
                  

DOCTOR:____________________________PHONE________________________ NPI#__________________ 
 
ADDRESS:_______________________________________________________________________________ 
   (STREET)   (CITY)  (ST) (ZIP) 
                  

 
Equipment/Product:____________________________  DX:_________________________________________ 

                 
 
If we call your house and get an answering machine, may we leave a message?     
□ Yes    □ No   
If you are not available, is there someone with whom you would authorize us to speak with regarding your  
business with us?        Yes □  No □   If yes,Who _______________________ 
   
           
*MINOR*  Parents Name____________________________ SSN_____________________________ 
                   
DOB___________________________________ Employer Name____________________ 
                
Employer Phone Number ____________________________________________________ 
           
                  

 


