
9449 S. Kedzie, Suite 380

Evergreen Park, Illinois 60805

Phone / Fax  888 404 7467 (PHMS)

Phone Number / Numero De Telefono:

Street Address / Domicilio:
□ Home

Apt: City/Ciudad: State/Estado: Zip/Codigo Postal: □ Clinic

Date Of Birth / Fecha De Nacimiento:

Height/Altura: Weight/Peso:

EDC / Due Date/Fecha Del Parto: English / Spanish

Payment Method: □   Medicaid  (Attach Copy of IDHFS Card)    Presumptive Eligible and HMO NOT ACCEPTED

□  Electric Breast Pump (Medela 67272) 

DIAGNOSIS

ELECTRIC BREAST PUMP

Patient Name / Nombre:

PROVIDER ORDER FORM (RX) - MATERNITY HOME MEDICAL SUPPLIES

□ Lactation
DIAGNOSIS

  Provider Signature:  __________________________________________     Date:  __________________________

  Provider Name (Print)                                                                                              Phone:

  Address:  

  City:  State:  Illinois Zip: Email:

PLEASE FAX RX AND IDHFS INFORMATION TO 888 404 7467 (PHMS)

Confidentiality Notice:  This telecopy transmission contains confidential information belonging to the sender that is legally privileged.  

Download Forms @ www.perinatalhomemed.com

□  PLEASE CHECK IF REFERRAL FROM WIC DEPARTMENT             LOCATION:

□ Lactation

□ Engorgement of Breasts

□ Mastitis

□ Infection of nipple

□ Retracted / Inverted Nipple

□ Unspecified Disorder of Lactation

□ Breastmilk Jaundice

□ Cleft Lip / Palate

□ Down's Syndrome

□ Infant Feeding Difficulty

□ Suck Reflex Abnormal

□ Failure to Thrive

Confidentiality Notice:  This telecopy transmission contains confidential information belonging to the sender that is legally privileged. This information is intended 

only for the use of the individual or entity named above.  The authorized recipient of this information is prohibited from disclosing this information to any other 

party.  If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution or action taken in reliance on the contents of this 

document is strictly prohibited.  If you have received this telecopy in error, please notify the sender immediately to arrange the return of this document.

□ Lactation

□ Engorgement of Breasts

□ Mastitis

□ Infection of nipple

□ Retracted / Inverted Nipple

□ Unspecified Disorder of Lactation

□ Breastmilk Jaundice

□ Cleft Lip / Palate

□ Down's Syndrome

□ Infant Feeding Difficulty

□ Suck Reflex Abnormal

□ Failure to Thrive

Confidentiality Notice:  This telecopy transmission contains confidential information belonging to the sender that is legally privileged. This information is intended 

only for the use of the individual or entity named above.  The authorized recipient of this information is prohibited from disclosing this information to any other 

party.  If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution or action taken in reliance on the contents of this 

document is strictly prohibited.  If you have received this telecopy in error, please notify the sender immediately to arrange the return of this document.




