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WESTSIDE MEDICAL SUPPLY

765 Elmgrove Road

o Rochester, NY 14624

: Phone: (585)227-8750 Fax: (585)227-8563
Y

Member Information:

Member Name: |DOB: |

Phone #(primary): | | Phone #(secondary): |

Address of Residence: |

City: | | State: | | Zip: |

Insurance Information:

Insurance Payer: | [Member ID#: |

Case Manager Name: | | CM Phone#: |

Please answer the following questions:

-Does the member own or rent their home? I:l Own |:| Rent I:l Unsure
-Is the member ambulatory? |:| YES [1 No

-If using a wheelchair, is the member self-
propelling or being pushed? | | Self-propelling | | Pushed | | N/A

Submit Your Order:

Fax to: OR E-Mail to:
(585) 227-8563 info@wmsupply.com

» Please use subject
“New Order”
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