
Apria Referral Form
Ph: (800) 901-3566 – call first before faxing


Fax: (800) 723-4288

One copy of this form must be kept in the patient health record and a copy must be given to the patient. 

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:
	__________________________________________________

	Type of Equipment:
	__________________________________________________

	Specific Recommendations:
	__________________________________________________

	Other Comments:
	__________________________________________________

	
	__________________________________________________

	
	__________________________________________________


Signature of Provider: ___________________________________ Date: ____________

Once referral form has been faxed to Apria, Apria will process the DME request and ship the DME to the patient directly. If the patient has any questions about their specific plan coverage for the DME, they may call Apria at (800) 901-3566.
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