
*Date of Service:  
*Patient Name: *Date of Birth:   
*Shipping Address: *Phone Number:

*Primary Insurance:
*Social Security Number: *Secondary Insurance:

YES NO Patient Location: HOME NH
YES NO

Is Patient on Home Health? YES NO
*Wound #1 Location: *Wound #2 Location:

Drainage:     None Small  Moderate Heavy Drainage:    None Small  Moderate Heavy

Debrided: Sharp Enzymatic Mechanical Autolytic Debrided: Sharp Enzymatic Mechanical Autolytic

*Patient Signature:

Rep Name:    Rita Reeder

Cleaning Kit Needed?  

L__________x W__________x D__________ (cm) L__________x W__________x D__________ (cm)

TheraGauze 

Wound Care Product Order Form
Phone (866) 964‐6337          www.clinicalwoundsolutions.com          Fax  (866) 994‐6337       

*Date:
Starter Kit Given?

I hereby acknowledge that I can choose to obtain wound supplies by alternate means.  My signature below signifies my selection of Clinical Wound Solutions, 
LLC for delivery of the wound care products in this order.  I hereby authorize payment of medical benefits directly to Clinical Wound Soltuions, LLC.  I further 
authorize the release of any medical information necessary to determine the extenct of third party coverage and for processing an insurance claim on my 
behalf.  If my insurance does not pay., Clinical wound Solutions, LLC I am responsible for the outstanding balance.  If my insurance does not honor this 
assignment, I agree to forward any payment which I receive as a result of products provided by Clinical Wound Solutions, LLC. I agree to all additional terms and 
conditions and the universal consent on the reverse side of this order form.  

p y y p y y

15 Days 30 Days 15 Days 30 Days

Frequency: Daily Every 2 day Every 3 day Wkly Frequency: Daily Every 2 day Every 3 day Wkly

*Wound #3 Location: *Wound #4 Location:

Drainage:     None Small  Moderate Heavy Drainage:    None Small  Moderate Heavy

Debrided: Sharp Enzymatic Mechanical Autolytic Debrided: Sharp Enzymatic Mechanical Autolytic

15 Days 30 Days 15 Days 30 Days

Frequency: Daily Every 2 day Every 3 day Wkly Frequency: Daily Every 2 day Every 3 day Wkly

       Hydrogel   (Sheet or Gauze)       Kling (3" or 4")       
       Amorphous Hydrogel       Kerlix (Plain or AMD)
       Silver Hydrogel  (sheet or gel)       Paper tape  (1" or 2")
       Gauze Pad  (4x4 or  2x2)       Transparent tape 
    Any Drainage       Medfix tape 
       Medfil Particles       Bordered Gauze
       Prisma       Coban (1 per week)
       Promogran       ACE Wrap  (1 per week)
       Other Collagen
    Moderate to Heavy       Foam (bordered)
       Calcium Alginate         Mepilex Transfer
       Calcium Alginate Rope       Foam (non‐bordered)
       Silvercel  (rope or  sheet)       Exudry
       Maxorb AG  (rope or sheet)       ABD Pads

Other:

completed and/or reviewed by me.  The foregoing information is true, accurate, and complete."

*Physician Signature: *Date:
*Provider Name: *Phone: *Fax:

L__________x W__________x D__________ (cm) L__________x W__________x D__________ (cm)

Duration of tx:                    Duration of tx:                  

"I certify that the above mentioned product(s) is/are medically necessary for this patient.  This form and any statement on my letterhead attached here to has been 

Duration of tx:                    Duration of tx:                  

  Any Drainage

   Moderate to Heavy

    None to Small

       TheraGauze

I hereby acknowledge that I can choose to obtain wound supplies by alternate means.  My signature below signifies my selection of Clinical Wound Solutions, 
LLC for delivery of the wound care products in this order.  I hereby authorize payment of medical benefits directly to Clinical Wound Soltuions, LLC.  I further 
authorize the release of any medical information necessary to determine the extenct of third party coverage and for processing an insurance claim on my 
behalf.  If my insurance does not pay., Clinical wound Solutions, LLC I am responsible for the outstanding balance.  If my insurance does not honor this 
assignment, I agree to forward any payment which I receive as a result of products provided by Clinical Wound Solutions, LLC. I agree to all additional terms and 
conditions and the universal consent on the reverse side of this order form.  

*Provider Address: *NPI: *UPIN:
Subject to all consents, agreements, terms and conditions on reverse. * Required Information

I hereby acknowledge that I can choose to obtain wound supplies by alternate means.  My signature below signifies my selection of Clinical Wound Solutions, 
LLC for delivery of the wound care products in this order.  I hereby authorize payment of medical benefits directly to Clinical Wound Soltuions, LLC.  I further 
authorize the release of any medical information necessary to determine the extenct of third party coverage and for processing an insurance claim on my 
behalf.  If my insurance does not pay., Clinical wound Solutions, LLC I am responsible for the outstanding balance.  If my insurance does not honor this 
assignment, I agree to forward any payment which I receive as a result of products provided by Clinical Wound Solutions, LLC. I agree to all additional terms and 
conditions and the universal consent on the reverse side of this order form.  



Revised  - April 29, 2009

CLIN ICAL WOUN D  SOLUTION S LLC

UN IVERSAL CON SEN T AN D  AGREEMEN T

ASSIGN MEN T OF IN SURAN CE BEN EFITS STATEMEN T AN D  RELEASE OF IN FORMATION  

I cu rrently m ain tain  Private Med ical Insu rance, Med icare, or Med icaid  w hich  w ill reim bu rse the charges for good s p rovid ed  to m e

from  Clin ical Wou nd  Solu tions LLC (CWS).  In  consid eration  for those good s p rovid ed  by CWS, I hereby assign , transfer and  convey

to CWS all if m y righ t, title and  in terest in  m y Med ical Insu rance, Med icare, or Med icaid  for m ed ical exp ense reim bu rsem ent

p u rp oses, inclu d ing, bu t not lim ited  to ad d ing d epend ent eligibility, and  to have a p olicy con tinu ed  or issu ed  in  accord ance w ith

the term s and  benefits u nd er any insu rance p olicy con tinu ed  or issu ed .  Paym ent of d ed u ctible or co pay am ou nt is d u e w hen the

good s are ord ered .

I hereby au thorize CWS and  any p hysician  or other healthcare p rovid er, w ho m ay treat m e to release, for the pu rp ose of billing and

collecting, any and  all p ertinen t inform ation  con tained  in  m y m ed ical record s, inclu d ing H IV, to one another and / or their billing

agents, and  th ird  p arty p ayors resp onsible for paym ent of p atient charges inclu d ing bu t not lim ited  to insu rance com p anies, health

benefit p lans, em p loyers involved  in  ap p roval of benefit claim s, governm ent agencies or in term ed iaries rep resenting any of the

above.  I sp ecifically au thorize CWS, Med icare, Med icaid , and  JCAH O, or any other recognized  accred ation  agency to period ically

exam ine m y record s for the p u rp ose of com p liance w ith  Med icare, Med icaid , and  JCAH O stand ard s or other agency stand ard s.

FIN AN CIAL RESPON SIBILITY STATEMEN T 

I hereby assu m e fu ll resp onsibility for and  agree to pay all costs, charges and  exp enses incu rred  by m e for the good s p rovid ed  by

CWS, and  on  an  ongoing basis as good s are su p p lied .  My obligation  to p ay accru es u p on  d elivery of the good s.  All am ou nts past

d u e shall bear in terest at 1.5% per m onth  or at the h ighest rate perm itted  by law .  In  cases w here Med icare or Med icaid  coverage

exists, ap p lies, is assigned , and  p ays CWS agrees to accep t the charge d eterm ination  of Med icare or Med icaid  resp ectively as the fu ll

charge d eterm ination  paym ent for the good s su p p lied , and  I am  resp onsible for all d ed u ctible and  co-insu rance am ou n ts an d  all

u nassigned  or non-covered  am ou nts for good s su p p lied .  I agree to transfer im m ed iately to CWS any paym ent m ad e d irectly to m e

for the good s su p p lied .  I agree to be resp onsible for the fu ll am ou nt of the charges if p aym ent has not been  m ad e d irectly to CWS

w ith in  n inety (90) d ays from  the d ate the good s are su p p lied  and  all of the correct and  com p lete inform ation  necessary to su bm it

and  su ccessfu lly p rocess a claim  for the good s has been  sent to m y insu rer.  If m y m ed ical insu rance coverage is n ot su fficien t to

satisfy su ch  costs, charges, and  exp enses in  fu ll, or if I d o not follow  gu id elines of m y insu rer and  the resu lting balance is not covered

by the Assignm ent of Insu rance Benefits, I w ill be fu lly resp onsible for p aym ent of the balance d u e CWS.  Failu re to m ake paym ent

d u e to CWS m ay resu lt in  m y accou nt being su bm itted  for collection  service, w hich  I u nd erstand  m ay affect m y cred it rating.  In

the event that external collection  services becom e necessary to obtain  p aym ent, I agree to p ay all su ch  collection  agency fees and  costs

and  all attorney fees and  costs as w ell as all cou rt costs.  Th is Agreem ent shall be governed  and  constru ed  accord ing to the law s of

the State of Illinois w ithou t regard  to its conflict of law s p rovision , and  ju risd iction  and  venu e shall lie exclu sively w ith  a cou rt of

p rop er ju risd iction  in  Cook Cou nty, Illinois.

STATEMEN T TO PERMIT PAYMEN T OF MED ICARE BEN EFITS TO PROVID ERS  

I certify that CWS is m y sole p rovid er of the good s p rovid ed  any that the good s are not to be p rovid ed  by any other sou rce, inclu d ing

hom e health  care or any other su p p lier of the good s.  I agree to p ay for all su p p lies or equ ip m ent p rovid ed  and  agree to all of the

financial resp onsibility statem ent; if I am  on  hom e healthcare and  CWS is not paid .

CRED IT CARD  AUTHORIZATION  

I sp ecifically agree to and  au thorize CWS to charge any cred it card  I m ay d esignate, or any rep lacem ent or su bstitu te cred it card ,

for all d ed u ctible am ou nts, all co-p aym ent am ou nts, all am ou nts not covered  paid  by or reim bu rsed  by insu rance, M ed icare, or

Med icaid  u p  to the fu ll costs, charges, and  exp enses for all good s and  for all am ou nts not covered  and  paid  by insu rance, Med icare,

or Med icaid  w ith in  n inety (90) d ays and  for any am ou nts d u e and  claim s d en ied , d isp u ted , or d elayed  in  paym ent by any insu rance

Med icare, or Med icaid  for any reason .  Th is is a con tinu ing au thorization  to CWS to charge to the d esignated  cred it card .  I agree

to d esignate a cred it card  to charge, and  to p rovid e m y d esignated  cred it card  in form ation  to CWS, w ith in  five (5) d ays.  CWS is also

au thorized  to con tact m e for the sp ecific pu rp ose of secu ring m y cred it card  in form ation .

Upon signing the front side of this Order Form, I acknow ledge that I have read and understand the foregoing and accept its terms.

MASTERCARD AN D VISA ACCEPTED
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