
 

  

        

 

     

           

   

 

   

  

   

 

Print Form 

WHEELCHAIR REPAIRS
	
Authorization Referral Form
	

Fax information to CalOptima Health at 714-481-6516 

MEMBER INFORMATION 

Patient Name: 
(First) (MI) (Last) 

Date of Birth: Age: 

Medi-Cal Number (CIN): _____________________________________________________ Gender: Female Male 

Patient Address: ______________________________________________________ City: ________________________Zip: __________ Phone: __________________ 

Home Board and Care ICF-DD SNF Other: 

Facility Name: Contact: ____________________________ 

Language: Patient Speaks: _________________________________________ Patient Understands: _______________________________________ 

Caregiver / Family member participating in assessment and fitting YES NO N/A If yes, language spoken: _______________ 

(Rx must be completed, signed, and dated by attending physician.) PRESCRIPTION 
Prescribing Physician: 

Medi-Cal Provider ID # Phone: Fax: _________________________ 

Address: City: ______________________ State: ____ Zip Code:

Primary Dx: ____________________________________________ ICD-9:_____________ Current Functional Status: _________________ 

Current Wheelchair: Manual Power Tilt/Recline Year:  _____________________ Serial #: ________________ 

Brief description of services needed: 

M. D. Signature:  License No: Date: 

PRINT Name: 

CALOPTIMA HEALTH TO ASSIGN DME VENDOR  

11/22/22  CalOptima Health, A Public Agency


	WHEELCHAIR REPAIRS Authorization Referral Form
	MEMBER INFORMATION
	PRESCRIPTION


	A-1: Off
	name_first: 
	MI: 
	name_last: 
	DoB: 
	age: 
	medi_no: 
	city: 
	ZIP: 
	phone: 
	B-5-1: 
	fac_name: 
	cont-Name: 
	lang_speak: 
	lang_under: 
	C-1-1: 
	pres_phys: 
	medi_ID: 
	address: 
	phone_1: 
	fax: 
	city_1: 
	state: 
	ZIP_1: 
	primary: 
	ICD: 
	status: 
	year: 
	serial: 
	license: 
	date: 
	name: 
	A-2: Off
	C-2: Off
	C-1: Off
	B-5: Off
	B-4: Off
	B-3: Off
	B-2: Off
	B-1: Off
	C-3: Off
	D-1: Off
	D-2: Off
	D-3: Off
	descrip: 


