
F: (888) 367-4530www.pediacaremed.com  •  info@pediacaremed.com

WHITE: PCM, YELLOW: Physician

PediaCare Medical is a registered division of AME

P: (800) 409-3962

Order for Bili-Blanket Photo Therapy
PLEASE CALL (800) 409-3962 FOR PRIOR AUTHORIZATION.

Practice Name: Practice ID #:

PATIENT INFORMATION
Mother’s First Name: M.I.: Mother’s Last Name: Mother’s Date of Birth: 

Address: Email:

City: State: Zip Code: Telephone:

Baby’s Name: Baby Due Date or Date of Birth:

GUARANTOR INFORMATION
First Name: Last Name: Relationship: Date of Birth:

Primary Insurance: Member ID#: Group ID:

Secondary Insurance: Member ID#: Group ID:

Please fax a copy of front and back of insurance cards
PRESCRIPTION

 Diagnosis:  
q	Neonatal Jaundice P59.9 q	Other: ____________________________________________________

Prescription:  Bili-Blanket Same Day Service Rental Details:
•	We will deliver the bili-blanket today if the order is received prior to our 4 PM EST 

cut-off. Please call us at (800) 409-3962 if you are sending an order after 4 PM EST.
•	 Please provide the child’s height and weight so we can provide the family with the 

appropriate sleeves.
•	We bill private insurances as well as Medicaid and Medicare. If the child does 

not have an insurance card at the time of this order, please send their insurance 
information as soon as possible. The self-pay rate for this bili-blanket is $70/
calendar day.

•	 Please fax our office at (888) 367-4530 a “stop order” or “d/c order” when the 
patient no longer requires the use of their bili-blanket.

Bili-Blanket for Daily Use: 
q	Purchase
q	Daily Rental
	 Length of Need 

________________

Child Height:  ___________
Child Weight: ___________

Serial #:

 Physician Signature (no stamps): Physician Name (Printed):

TERMS AND CONDITIONS
I have read and understand the terms and conditions provided on the back of this form: Supplier Standards, Release of Liability, Authorization 
for Release of Medical and Other Information, Assignment of Benefits, Agreement to Pay, Patient Bill of Rights and Patient Responsibilities.   My 
signature confirms I have received the above ordered items.

 Patient or Parent/Guardian Signature: Date: Witness:



RELEASE OF LIABILITY
I hereby release my physician of any liability relating to the purchase or rental of this equipment.  I understand that this equipment is the property of PCM.

SUPPLIER STANDARDS FOR MEDICARE ONLY
A supplier must be in compliance with all applicable Federal and State licensure and regulatory require-
ments and cannot contract with an individual or entity to provide licensed services.
A supplier must provide complete and accurate information on the DMEPOS supplier application. Any 
changes to this information must be reported to the National Supplier Clearinghouse within 30 days.
An authorized individual (one whose signature is binding) must sign the application for billing privileges.
A supplier must fill orders from its own inventory, or must contract with other companies for the pur-
chase of items necessary to fill the order. A supplier may not contract with any entity that is currently 
excluded from the Medicare program, any State health care programs, or from any other Federal pro-
curement or non-procurement programs.
A supplier must advise beneficiaries that they may rent or purchase inexpensive or routinely purchased 
durable medical equipment, and of the purchase option for capped rental equipment.
A supplier must notify beneficiaries of warranty coverage and honor all warranties under applicable State 
law, and repair or replace free of charge Medicare covered items that are under warranty.
A supplier must maintain a physical facility on an appropriate site. This standard requires that the loca-
tion is accessible to the public and staffed during posted hours of business. The location must be at least 
200 square feet and contain space for storing records.
A supplier must permit PCM, or its agents to conduct on-site inspections to ascertain the supplier’s com-
pliance with these standards. The supplier location must be accessible to beneficiaries during reasonable 
business hours, and must maintain a visible sign and posted hours of operation.
A supplier must maintain a primary business telephone listed under the name of the business in a local 
directory or a toll free number available through directory assistance. The exclusive use of a beeper, 
answering machine, answering service or cell phone during posted business hours is prohibited.
A supplier must have comprehensive liability insurance in the amount of at least $300,000 that covers 
both the supplier’s place of business and all customers and employees of the supplier. If the supplier 
manufactures its own items, this insurance must also cover product liability and completed operations.
A supplier must agree not to initiate telephone contact with beneficiaries, with a few exceptions allowed. 
This standard prohibits suppliers from contacting a Medicare beneficiary based on a physician’s oral 
order unless an exception applies.
A supplier is responsible for delivery and must instruct beneficiaries on use of Medicare covered items, 
and maintain proof of delivery.
A supplier must answer questions and respond to complaints of beneficiaries, and maintain documen-
tation of such contacts.
A supplier must maintain and replace at no charge or repair directly, or through a service contract with 

another company, Medicare-covered items it has rented to beneficiaries.
A supplier must accept returns of substandard (less than full quality for the particular item) or unsuitable 
items (inappropriate for the beneficiary at the time it was fitted and rented or sold) from beneficiaries.
A supplier must disclose these supplier standards to each beneficiary to whom it supplies a Medi-
care-covered item.
A supplier must disclose to the government any person having ownership, financial, or control interest 
in the supplier.
A supplier must not convey or reassign a supplier number; i.e., the supplier may not sell or allow another 
entity to use its Medicare billing number.
A supplier must have a complaint resolution protocol established to address beneficiary complaints that 
relate to these standards. A record of these complaints must be maintained at the physical facility.
Complaint records must include: the name, address, telephone number and health insurance claim num-
ber of the beneficiary, a summary of the complaint, and any actions taken to resolve it.
A supplier must agree to furnish PCM any information required by the Medicare statute and implement-
ing regulations.
All suppliers must be accredited by a PCM-approved accreditation organization in order to receive and 
retain a supplier billing number. The accreditation must indicate the specific products and services, for 
which the supplier is accredited in order for the supplier to receive payment of those specific products 
and services (except for certain exempt pharmaceuticals). Implementation Date - October 1, 2009.
All suppliers must notify their accreditation organization when a new DMEPOS location is opened.
All supplier locations, whether owned or subcontracted, must meet the DMEPOS quality standards and 
be separately accredited in order to bill Medicare.
All suppliers must disclose upon enrollment all products and services, including the addition of new 
product lines for which they are seeking accreditation.
Must meet the surety bond requirements specified in 42 C.F.R. 424.57(c). Implementation date- May 
4, 2009
A supplier must obtain oxygen from a state-licensed oxygen supplier.
A supplier must maintain ordering and referring documentation consistent with provisions found in 42 
C.F.R. 424.516(f).
DMEPOS suppliers are prohibited from sharing a practice location with certain other Medicare providers 
and suppliers.
DMEPOS suppliers must remain open to the public for a minimum of 30 hours per week with certain 
exceptions.

AUTHORIZATION FOR RELEASE OF MEDICAL AND OTHER INFORMATION
I understand that by signing below I authorize PCM to request, obtain, and use my medical or other information as required to verify medical necessity and process 
my order for products or equipment, determine my eligibility, coverage and benefits, submit claims for payment and/or respond to insurers’ inquiries.  I authorize 
PCM to discuss assignment of Medicare, Medicaid, Medicare Supplemental or other insurance benefits for products, services, and/or equipment furnished to me 
by PCM.

ASSIGNMENT OF BENEFITS
The undersigned, as or on behalf of Patient, hereby request that payment of authorized benefits be made to PCM and authorizes PCM to collect directly all public 
and private insurance coverage benefits due for any equipment/supplies/services furnished to Patient by PCM.  In the event benefits payments due PCM are paid 
directly to patient or the undersigned, the payee will immediately and without request from PCM, endorse and remit to PCM all such benefit payment checks.  On 
assigned Medicare claims, PCM agrees to accept the applicable Medicare allowable amount as payment in full for covered equipment/supplies/services.

AGREEMENT TO PAY
The undersigned agrees to pay for all equipment/supplies/services provided by PCM to Patient.  I understand my insurance company will be billed for the nebuliz-
er and accessories not to exceed $285.00 and for any medications dispensed.  The balance due will be that portion of PCM charges not paid by insurance or any 
other payer and will include co-pay, coinsurance and/or deductible amounts, as well as amounts due for non-covered equipment/services/supplies rendered to 
the Patient, by PCM.  The undersigned agrees to accept financial responsibility and pay the balance due in full upon receipt of an invoice from PCM.  If payment 
is not made, PCM will pursue its normal collection policy.   

PATIENT BILL OF RIGHTS
You have the right to:
•	 Be treated with dignity and respect without regard to race, color, creed, sex, 

age, national, or ethnic origin, diagnosis, or source of payment. 
•	 Be provided with information regarding available services and charges.
•	 Be informed about his/her illness and treatment, when and how services 

will be provided, the name and function of any person and agency providing 
care and service, and the name of any person responsible for coordination 
of care.

•	 Make informal decisions about his/her care and actively participate in the 
planning of care

•	 Be instructed in his/her care therapy in order to reach the highest level of 
self care and wellness.

•	 Receive prompt response to all reasonable interruption of service. 

•	 Continuity of care and service provided by personnel who are qualified 
through education and experience to perform the service for which they 
are responsible

•	 Refuse treatment, within the confines of the law, after being fully informed 
of and understanding the consequences of such action.

•	 Confidentially and privacy in treatment and care, including confidential 
treatment of patient records, and to refuse their release to any individual 
outside, except in the case of transfer to another health facility, or as re-
quired by law or third-party contract.

•	 Voice complaint and grievance and be informed of procedure for registering 
complaints without reprisal, coercion, discrimination on or unreasonable in-
terruption of services.

RESPONSIBILITIES OF THE PATIENT
The patient is responsible:
•	 For providing accurate and complete information regarding his/her medical 

history.
•	 For communication whether he/she clearly understands the course of treat-

ment and plan of care.
•	 For following the plan of care and clinical condition. 

•	 For reporting problems, unexpected changes in physical condition, re-hos-
pitalizations, concerns or complaints. 

•	 For accepting responsibility for his/her actions if refusing treatment. 
•	 For fulfilling financial obligations for services.
•	 For respecting the rights of home caregivers. 

This Agreement is used in lieu of the Patient’s or his/her representative’s signature on the “Request for Payment” HCFA-1500 and on other health insurance claim 
form requiring signature and thus, is an extension of those forms.  Any person who misrepresents or falsifies information in making a Medicare claim may, upon 
conviction be subjected to fines and imprisonment under Federal Law.  Penalties may also result from falsification or misrepresentation of other health insurance 
claims.  A copy of this Agreement may be used in place of the original.  I have received and have seen a demonstration of the following prescribed equipment by 
the ordering physician and I understand how to use/clean the equipment and applicable maintenance and warranty.  The undersigned certifies that (1) he/she is 
the Patient or is duly authorized to execute this Patient Agreement and accept its terms on behalf of Patient; (2) that the information provided to PCM by or on 
behalf of Patient is correct; and (3) he/she has read the reverse side of this agreement in its entirety.
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