DEFIBRILLATOR AUTHORIZATION FORM

CUSTOMER NUMBER:_____________________________________________

NAME OF COMPANY:______________________________________________

ATTN:____________________________________________________________

CITY & STATE_____________________ZIP_____________________

Dear Sir or Madam:

In order to ship some defibrillators to you, we must have an authorization or prescription from the responsible physician or medical director at your place of business or service.  Please have the authorizing physician complete the form below and return this entire formr to us.

If your facility does not have a Medical Director, but is licensed to purchase prescription defibrillations, please send us a copy of the license, along with this form for identification.

Thank you.

I hereby authorize internally designated representatives of this facility to order prescription defibrillators.  Please identify _________________________________________________________________________

Signature: _______________________________________________________________

Physician Name (please print) _______________________________________________

Address: _____________________________________________________________________________

Telephone: ______________________________

DEA Registration Number (   ) or State License Number (  )

(for validation purposes only)

#______________________________________#________________________________

Date:________________________

SOUTHEASTERN EMERGENCY EQUIPMENT

Attn: Customer Service

P.O. Box 1196

Wake Forest, NC  27588

800-334-6656 ** 1-888-556-1048 Fax
