
Ostomy Order Form

PATIENT INFORMATION:

}Paen Name (Las, Firs):____________________________________________________ }Dae o Birh (MM/DD/YY):_____________________________

}Sree:____________________________________________________________________________________________________________________

}Ciy:_______________________________________________________________________ Sae:______________ Zip Code:___________________

}Phone Number:_______________________________________________ Mobile Number:______________________________________________

Language:q English q Spanish q Oher:___________________________ Email:______________________________________________________

}Primary Insurance:____________________________________ ID#________________________ Phone:________________________________

Secondary Insurance:___________________________________ ID#________________________ Phone:________________________________

PLAN OF CARE:

}Sar Dae:________________________ }Lengh o need: 99=Lieme unless oherwise indicaed. q Oher: _________________________ Monhs
Laex Allergy? q Yes q No
}Primary Diagnosis: q Z93.3 Colosomy q Z93.6 Urosomy q Z93.2 Ileosomy q Oher: ________________________________________
Secondary Diagnosis: q Colon Cancer q Ulcerave Colis q Peroraed Bowel

q Bladder Cancer q Crohn’s Disease q Bowel Obsrucon q Oher: ________________________________________
Addional Jusfcaon: _______________________________________________________________________________________________________

RECOMMENDED SUPPLIES:

Ostomy Items Brand Preference Product # Daily Frequency of Use Qty/Mo
One-Piece Pouch:q Drainq Closedq Urosomy

Two-Piece Pouch:q Drainq Closedq Urosomy

Skin Barrier wih Flange (required wih 2-piece pouch)

Accessories Brand Preference Product # Daily Frequency of Use Qty/Mo
Skin Barrier Wipe No-Sng (25/pk)

Adhesive Remover Wipe No-Sng (50/bx)

Rings: q 2”q 4”

Deodoran, 8oz

Powder: q Pecn 2 oz q Karaya 4.5 oz

Pase, Pecn 1oz

Skin Barrier Srips/Arcs

Nigh Drainage:q Bole q Bag 2000cc

Bel: q Medium q Large

Tape:q Paper q Pink q Cloh q 1” q 2”

Oher:

, # , # , #

q q q

q q q

q q q

}Licensed Healhcare
Provider’s Signaure: ____________________________________________________________ }Dae: _________________

Signaure samps are NOT accepable Dae samps are NOT accepable

For more informaon, please call: 718-708-7258
This documen conains privileged inormaion inended only or he use o addressee(s) lised. I you are no he inended recipien o his documen, you are hereby noiied ha any disseminaion or copying o his
documen is sricly prohibied. I you have received his documen in error, please noiy us immediaely by elephone and reurn he original via he US Posal Service o: Galaxy Medical Supply, 291 Pennsylvania ave,
Brooklyn, NY 11207. Thank you. © 2018 Galaxy Medical Supply. All righs reserved.

Required Inormaon q Face Shee Atached

Please fax o: 718-708-7259

Reerral Number:
Reerral Name, Address and Phone:

Galaxy o send uure Physician correspondence o: ______________________________________ Fax #: ______________________

Licensed Healhcare Provider’s Acknowledgemen:My signature below denotes that the statements above are true, accurate and complete, to the best of my
knowledge. I cerify ha he paien is being reaed by me and I have seen he paien in he las 6 monhs. The paien is informed ha s/he will be conaced by
Galaxy Medical Supply regarding coverage for iems ordered. I auhorize he prescripion of he supplies above and my signaure aligns wih he pre-prined name.
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