
Anthony You
937 Post Road

Fair�eld, CT 06824
ayou@summitexpressmed.com
www.summitexpressmed.com

Physician’s Order For Intermittent Catheters

TEL:  1-203-292-5043
FAX:  1-866-763-3217

Patient Information:
Name:___________________________________________Date of Birth___________________

Address:_________________________________________Apt/Suite______________________

City:_________________________ST:_________________Zip:___________________________

Phone:_________________________________Cell:____________________________________

Diagnosis Code / Codes :__________________________________________________________

Length of Need (99 equals lifetime):_________________________________________________

Catheter Size (Circle One)   6 Fr      8 Fr     10Fr     12Fr      14Fr     16Fr      18Fr        Other:______Fr
Type                 (Circle One)   Straight Tip          Coude Tip

Catheterization times per day:  ___________________________________________________

Other Items (If applicable):_______________________________________________________
 ______________________________________________________________________________
 ______________________________________________________________________________

AUTHORIZING PHYSICIANS:

NAME:______________________________________________________________________________________

Address:________________________________________________Suite________________________________

City:_____________________________ST:____________________Zip:_________________________________

Phone:_______________________________________Cell:___________________________________________

Signature:___________________________________________________________Date:___________________

NPI:_________________________________________UPIN:__________________________________________


