
 

“Your One Source for Diabetes Supplies” Diabetes Patient Referral Form 
 Testing Supplies and Education 

 Fax form to 1-877-490-9111 (toll-free fax) 

PATIENT INFORMATION   
 

NAME:____________________________________________ PHONE:________________________DATE:_____ 
 

ADDRESS:________________________________________ EMAIL:____________________________________ 
 

_________________________________________________ DATE OF BIRTH:__________________ SEX: ____ 
 

HEIGHT:_________________ WEIGHT:____________________ DIAGNOSIS CODE(S):____________________ 
 

MEDICAL EQUIPMENT:  
 DIABETES SUPPLIES  DIABETIC SHOES  TENS  CATHETER  BREAST PUMP  RETAIL/CASH ITEMS 
 INCONTINENCE SUPPLIES  EDUCATION MATERIALS  CANE, QUAD CANE, OR CRUTCHES  

COMMODES  HOSPITAL BED / AIR MATRESS  WHEELCHAIR / WALKER / ROLLATOR  BRACING 
 

NOTES:__________________________________________________________________________________________ 

________________________________________________________________________________________________ 

PRIMARY LANGUAGE: ENGLISH______  SPANISH ______ PATIENT TESTS ____________ TIMES PER DAY 

TRAINING NEEDED: 
 

YES 
 

NO INSULIN TREATED: YES__ NO ___   
  

INSURANCE INFORMATION  
 

PRIMARY INSURER:___________________________________________________________________________ 

MEDICARE OR POLICY #:___________________________________SSN:_______________________________ 

SECONDARY INSURER ID#:__________________________________________________________________ 

PHYSICIAN INFORMATION 

 
NAME:________________________________________________ PHONE NUMBER:_____________________ 

 
ADDRESS:____________________________________________ FAX NUMBER:________________________ 

 
COMMENTS:_____________________________________________________________________________________ 

 
________________________________________________________________________________________________ 

 
________________________________________________________________________________________________ 

 
REFERRAL SOURCE:______________________________ PHONE NUMBER____________ _________________ 

 
ADDRESS:_____________________________________________________________________________________ 

 
The PHI (Personal Health Information) contained in this fax/e-mail is Highly Confidential. It is intended for the exclusive use of the addressee. It is to be used only to aid in providing specific 

healthcare services to this patient. Any other use is a violation of Federal Law (HIPAA) and will be reported as such. If the reader of this message is not the intended recipient, or the 
employer or agent responsible for delivering it to the intended recipient, you are hereby notified that any use, dissemination, distribution of this telecopy is strictly prohibited. If you have 

received this facsimile in error, please notify our office by calling and returning the original message to the above number via fax. 

 

One Source Medical Group   
13910 Lynmar Blvd.  

Tampa, FL 33626 

Office 210-493-8378 Fax 210-408-0722 

 

One Source Medical Group   
5626 Randolph Blvd. Ste 2  

San Antonio, TX 78233 

Office 210-493-8378 Fax 210-408-0722 

 



 

 

 

  


