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Patient’s Name: ___________________________  HIC#: ___________________

Address:      ___________________________       DOB:  ___________________
     ___________________________
     ___________________________ Insurance Name: _______________________

Insurance Phone: _______________________
Phone:      ___________________________

Patient would benefit from the use of Transcutaneous Electrical Nerve Stimulation because of:

Please mention the medical condition here:

Diagnosis Code(s): ________________, ________________, _______________, ________________

Physician’s Signature: ________________________________ Date signed: ____/____/_____

Physician Name: _________________________________   NPI: ______________________

Address:        ______________________________________________________________
       ______________________________________________________________

Physician Phone: ________________________  Fax: ________________________


