
Linkia Referral Form

This form must be faxed to Terra Henderson-Edwards at Linkia, fax number (888) 812-1810. The patient must also bring a copy of this form to the Linkia Dealer listed below.  If the patient has any questions about their plan benefits, the patient may call Terra Henderson-Edwards at (877) 754-6542 ext. 3638 and leave a message, Monday – Friday 9:00am – 5:30pm (EST).









Patient Information:

	Patient Name:
	__________________________________________________

	Patient Address: 
	__________________________________________________

	Patient City, State, Zip:
	__________________________________________________

	Patient Date of Birth:
	__________________________________________________

	Patient Phone Number:
	__________________________________________________

	Patient Ins & Ins ID #:
	___CIGNA____________  ____________________________


Provider Information:

	Provider Name:
	__________________________________________________

	Practice Name: 
	__________________________________________________

	Provider NPI #:
	__________________________________________________

	Office Phone Number:
	__________________________________________________

	Office Fax Number:
	__________________________________________________


Prescription:

	Diagnosis Code:
	__________________________________________________

	Diagnosis Description:
	__________________________________________________

	Start Date of Order:
	__________________________________________________

	Description of Item*:
	__________________________________________________

	*Including details of

item & instructions for patient use at home. 
	__________________________________________________

	
	__________________________________________________

	
	__________________________________________________


Linkia Dealer:

	Linkia Dealer Name:
	__________________________________________________

	Dealer Address: 
	__________________________________________________

	
	__________________________________________________

	Dealer Phone Number:
	__________________________________________________


Signature of Provider: ___________________________________ Date: __________________
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