See Supplier list on proventtherapy.com for contact information. Select one
supplier and fax this completed form.

P R O V E N T® FAX To (Name of Supplier):

FAX Number (Supplier’s):

sleep apnea therapy

From (Sender’s Name): Date:

Physician’s Written Order

Patient Name: Patient DOB:
Address: Day Phone #:
City: State: Zip: Evening Phone #:

Provent SR (Standard Resistance) Sleep Apnea Therapy
Please Select Those That Apply:

[] Provent Therapy 10-Night-Starter Kit
(new patients only) before subsequent monthly orders — (contains 10 pairs)

[] Provent Therapy 30-Night Supply (contains 30 pairs)

Quantity:

Refills:

Physician signature: (stamps are not acceptable) Date:

Phone #: - -
UPIN #: NPI4#:

This fax message and any attachments may contain confidential information. If you are not the intended recipient and have received this message in error, please
inform sender and delete the contents without copying, distributing or forwarding. Thank you.
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