Please email or fax to the following:

SUNMED Medical Solutions Need by date and time: smith-nephew@sunmedmedical.com or

fax to (856)-242-2390
If you have questions call: (888)-205-7511

From: To:

Pages: Date:

Facility/Hospital Name:

Fax #: Phone #:

Patient Name: Patient DOB: / /

Patient Phone #: Email:

Case Manager:

Case Manager Phone #: Email:

Planned Discharge Date: : / /

Home Health Agency and (if known):

Home Health Phone Number:

Outpatient Wound Care Service Provider (if known):

Outpatient Wound Care Service Provider Phone:

PATIENT DELIVERY INFORMATION:

Need By Date: Request Delivery Time:

Product Delivery Location: []Facility/Hospital [] Patient Home [] Alternate Address

Address:

City: State: Zip:
If Applicable:

Room #: Patient Room Phone #:

Additional delivery instructions:

Confidentially Notice: This message (and any accompanying attachments) may contain personal health information and is highly confidential and/or legally privilege and intended exclusively
for the recipient. If you are not the intended recipient, you are hereby notified that copying, dissemination, or distribution of confidential or privileged personal health information is strictly
prohibited. If you have received this communication in error, please notify us immediately. Any other use is a violation of Federal Law (HIPAA) and will be reported as such.

RNME7-46521-0225
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