
 

    Medical Authorization Form 

Please return via fax or  
email to prescriptions@wilburnmedical.com 

 
In order to sell and ship the CoaguSense meter to you, we must receive authorization from your physician. 

Please have the authorized physician complete this form and return it to us with a copy of a prescription or their 
state license.  

 
Patient Information: 
(All Information Required) 
 
Order Number: _________________________________________ 
 
Patient Name: ________________________________________________________ 
 
Patient Address: ______________________________________________________________________________ 
______________________________________________________________________________ 
 
City: _________________   State:____________    Zip Code: ____________ 
 
Patient Phone #: ________________________ 
 
Physician Information: 
(All information Required) 
 
Authorizing Physician Name: _______________________________________ 
 
Physician Address: _________________________________________________ 
_________________________________________________________________ 
 
City: ______________________  State: ___________  Zip Code: ____________ 
 
Physician Phone #: _________________________________ 
 
UPIN Number: ________________________________________________________ 
 
______________________________                         __________________________ 
Physician Signature     Date 
 
 

Wilburn Medical USA 
146 Furlong Industrial Dr Kernersville, NC 27284  

1-877-WILBURN (945-2876) 
Fax (336) 992-0847 


