
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

David A. Crotts & Associates, Inc. 

422 Montague Avenue, Suite #7 

Greenwood, SC  29649 
 

800-803-7873  -or-  864-223-8788 

Fax: 864-229-7392 

 

 

 

Please note that most areas which require signatures are 
pointed out with markers such as these: 

 

 

  

Please return, by FAX or mail to: 



 

Medicare 

Approved  

Products at no 

cost to you! 

LIFELINE 
        DIABETIC   AND   MOBILITY  

877-431-0808 

• Diabetic Testing Supplies  

• Power Wheelchairs and Scooters 

• Seat/Back Cushions 

• Back Braces 

• Shoulder Braces  

• Up-lift Seats 

• Vacuum Therapy  

• Circulating Heating/Cooling Pads 

• Gel Mattress Overlay 
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Vital Wrap Circulating                        
Heating/Cooling 

            System     

    Advocate Advocate Advocate Advocate     
TalkingTalkingTalkingTalking    Blood Blood Blood Blood     

GGGGlllluuuuccccoooosssseeee        MMMMeeeetttteeeerrrr     

            Compression HoseCompression HoseCompression HoseCompression Hose                Compression HoseCompression HoseCompression HoseCompression Hose                Compression HoseCompression HoseCompression HoseCompression Hose        



  LIFELINE    Diabetic and Mobility    
                                                                                 MOBILITY AIDS                        

                                               

           PHONE 866-558-8557                     FAX 888-918-2226 
 

PATIENT INFORMATION 

Patients Name_______________________________________      Date of Birth  _____/______/______________ 

Street Address __________________________________ City __________________ State ________ Zip ____________ 

Ship To Address _________________________________City __________________ State ________ Zip ____________ 

Telephone ____________________________E-mail____________________________________ Male____ Female____ 

INSURANCE INFORMATION 

Primary Insurance                                                                                   Secondary Insurance 

Medicare Claim Number ________________________                Does the patient have secondary insurance?__________ 

Name as written on Red/White/Blue Medicare Card:               Insurance Company_____________________________ 

______________________________________________             ID number____________________________________ 

                  Effect. Date: __________________________________                                     

PRESCRIBING PHYSICIAN INFORMATION 

Name __________________________________  Clinic_____________________________________________________ 

Street Address _________________________________City ________________________State _______ Zip _________ 

Telephone _______________________ Fax _____________________Date of Last Visit __________________________ 

NPI#_______________________________________UPIN__________________________________________________ 

MEDICAID # _______________________________ 

 

[    ]   Electronic Up Lift Seat 

 

 

 

 

 

 

 

 

 

 

 

 

___________________________________________                _______________________________________     

CUSTOMER SIGNATURE                         DATE              AGENT SIGNATURE                          DATE 
 

 

My signature authorizes each of the following: 

Assignment of Medicare, Medicaid or other insurance benefits to Lifeline 

and/or any of its affiliates for supplies furnished to me by Lifeline. 

Direct Billing to Medicare, Medicaid or other insurers. I agree to pay for 

services provided to me or requested by me or on my behalf that are not 

paid by my insurance company or any other party responsible for payment 

of my supplies. 

Release of my medical information to Medicare, Medicaid or any other 

insurer and their agents and assigns. 

Lifeline and/or any of its affiliates to contact me by telephone or mail 

regarding my medical supplies and/or medications order. 

I have received the Customer Service Rights Information, Return Policy, 

and the CMS Medicare Supplier Standards. 



  LIFELINE    Diabetic and Mobility    
                                                                                 MOBILITY AIDS                        

                                               

           PHONE 866-558-8557                     FAX 888-918-2226 
 

PATIENT INFORMATION 

Patients Name_______________________________________      Date of Birth  _____/______/______________ 

Street Address __________________________________ City __________________ State ________ Zip ____________ 

Ship To Address _________________________________City __________________ State ________ Zip ____________ 

Telephone ____________________________E-mail____________________________________ Male____ Female____ 

INSURANCE INFORMATION 

Primary Insurance                                                                                   Secondary Insurance 

Medicare Claim Number ________________________                Does the patient have secondary insurance?__________ 

Name as written on Red/White/Blue Medicare Card:               Insurance Company_____________________________ 

______________________________________________             ID number____________________________________ 

                  Effect. Date: __________________________________                                     

PRESCRIBING PHYSICIAN INFORMATION 

Name __________________________________  Clinic_____________________________________________________ 

Street Address _________________________________City ________________________State _______ Zip _________ 

Telephone _______________________ Fax _____________________Date of Last Visit __________________________ 

NPI#_______________________________________UPIN__________________________________________________ 

MEDICAID # _______________________________ 

 

[    ]   Gel Mattress Overlay 

 

    
 

 

 

___________________________________________                _______________________________________     

CUSTOMER SIGNATURE                         DATE              AGENT SIGNATURE                          DATE 
 

 

My signature authorizes each of the following: 

Assignment of Medicare, Medicaid or other insurance benefits to Lifeline 

and/or any of its affiliates for supplies furnished to me by Lifeline. 

Direct Billing to Medicare, Medicaid or other insurers. I agree to pay for 

services provided to me or requested by me or on my behalf that are not 

paid by my insurance company or any other party responsible for payment 

of my supplies. 

Release of my medical information to Medicare, Medicaid or any other 

insurer and their agents and assigns. 

Lifeline and/or any of its affiliates to contact me by telephone or mail 

regarding my medical supplies and/or medications order. 

I have received the Customer Service Rights Information, Return Policy, 

and the CMS Medicare Supplier Standards. 







      LIFELINE    Diabetic     
                                                                                 MOBILITY AIDS                        

                                               

           PHONE 866-558-8557                     FAX 888-918-2226 
 

PATIENT INFORMATION 

Patients Name_______________________________________      Date of Birth  _____/______/______________ 

Street Address __________________________________ City __________________ State ________ Zip ____________ 

Ship To Address _________________________________City __________________ State ________ Zip ____________ 

Telephone _____________________________E-mail____________________________________ Male____ Female____ 

INSURANCE INFORMATION 

Primary Insurance                                                                                   Secondary Insurance 

Medicare Claim Number ________________________                Does the patient have secondary insurance?__________ 

Name as written on Red/White/Blue Medicare Card:               Insurance Company_____________________________ 

______________________________________________             ID number____________________________________ 

*****Are you signing up for a new plan today?   Y   N              Company: __________________________ 

                                                                                                         Effect. Date: __________________________                                                                                     

PRESCRIBING PHYSICIAN INFORMATION 

Name __________________________________  Clinic_____________________________________________________ 

Street Address _________________________________City _________________________State _______ Zip _________ 

Telephone _______________________ Fax _____________________Date of Last Visit ___________________________ 

NPI#_______________________________________UPIN_________                            

 

  REQUESTED PRODUCTS:  

PRODUCT DESCRIPTION ITEM# 

VITAL WRAP 

SYSTEM 

 
The Vital Wrap System is 

the first of its kind to 

provide both thermal and 

compression therapy in a 

single device, establishing 

what we believe to be the 

new standard of care for 
anyone treating or 

experiencing chronic pain or 

injury. 

E0217 

 

  

 

 
________________________                                                                  ____________              

AGENT SIGNATURE                    CUSTOMER SIGNATURE            DATE   

 

My signature authorizes each of the following: 
Assignment of Medicare, Medicaid or other insurance 
benefits to Lifeline and/or any of its affiliates for supplies 
furnished to me by Lifeline. 
Direct Billing to Medicare, Medicaid or other insurers. I agree 
to pay for services provided to me or requested by me or on 
my behalf that are not paid by my insurance company or any 
other party responsible for payment of my supplies. 
I authorize release of my medical information to Medicare, 
Medicaid or any other insurer and their agents and assigns. 
I authorize Lifeline and/or any of its affiliates to contact me by 
telephone or mail regarding my medical supplies and/or 
medications order. 
I have received the Customer Service Rights Information, 
Return Policy, and the CMS Medicare Supplier Standards. 
 

























Give form to the
requester. Do not
send to the IRS.

Form W-9 Request for Taxpayer
Identification Number and Certification(Rev. January 2003)

Department of the Treasury
Internal Revenue Service

Name

List account number(s) here (optional)

Address (number, street, and apt. or suite no.)

City, state, and ZIP code
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Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. For individuals, this is your social security number (SSN).
However, for a resident alien, sole proprietor, or disregarded entity, see the Part I instructions on
page 3. For other entities, it is your employer identification number (EIN). If you do not have a number,
see How to get a TIN on page 3.

Social security number

––
or

Requester’s name and address (optional)

Employer identification numberNote: If the account is in more than one name, see the chart on page 4 for guidelines on whose number
to enter. –

Certification

1. The number shown on this form is my correct taxpayer identification number (or I am waiting for a number to be issued to me), and

I am not subject to backup withholding because: (a) I am exempt from backup withholding, or (b) I have not been notified by the Internal
Revenue Service (IRS) that I am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has
notified me that I am no longer subject to backup withholding, and

2.

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup
withholding because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply.
For mortgage interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement
arrangement (IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification, but you must
provide your correct TIN. (See the instructions on page 4.)

Sign
Here

Signature of
U.S. person � Date �

Purpose of Form

Form W-9 (Rev. 1-2003)

Part I

Part II

Business name, if different from above

Cat. No. 10231X

Check appropriate box:

Under penalties of perjury, I certify that:

U.S. person. Use Form W-9 only if you are a U.S. person
(including a resident alien), to provide your correct TIN to the
person requesting it (the requester) and, when applicable, to:

1. Certify that the TIN you are giving is correct (or you are
waiting for a number to be issued),

2. Certify that you are not subject to backup withholding,
or

3. Claim exemption from backup withholding if you are a
U.S. exempt payee.

Foreign person. If you are a foreign person, use the
appropriate Form W-8 (see Pub. 515, Withholding of Tax on
Nonresident Aliens and Foreign Entities).

3. I am a U.S. person (including a U.S. resident alien).

A person who is required to file an information return with
the IRS, must obtain your correct taxpayer identification
number (TIN) to report, for example, income paid to you, real
estate transactions, mortgage interest you paid, acquisition
or abandonment of secured property, cancellation of debt, or
contributions you made to an IRA.

Individual/
Sole proprietor Corporation Partnership Other �

Exempt from backup
withholding

Note: If a requester gives you a form other than Form W-9
to request your TIN, you must use the requester’s form if it is
substantially similar to this Form W-9.

Nonresident alien who becomes a resident alien.
Generally, only a nonresident alien individual may use the
terms of a tax treaty to reduce or eliminate U.S. tax on
certain types of income. However, most tax treaties contain a
provision known as a “saving clause.” Exceptions specified
in the saving clause may permit an exemption from tax to
continue for certain types of income even after the recipient
has otherwise become a U.S. resident alien for tax purposes.

If you are a U.S. resident alien who is relying on an
exception contained in the saving clause of a tax treaty to
claim an exemption from U.S. tax on certain types of income,
you must attach a statement that specifies the following five
items:

1. The treaty country. Generally, this must be the same
treaty under which you claimed exemption from tax as a
nonresident alien.

2. The treaty article addressing the income.
3. The article number (or location) in the tax treaty that

contains the saving clause and its exceptions.
4. The type and amount of income that qualifies for the

exemption from tax.
5. Sufficient facts to justify the exemption from tax under

the terms of the treaty article.


