
w w w. s o l a p r o s t h e t i c s . c o m

THIS IS A REQUEST FOR SOLA PROSTHETICS TO EVALUATE 
AND TREAT THE FOLLOWING PATIENT: 

PATIENT NAME:

PATIENT DATE OF BIRTH:

SIDE AND LEVEL OF AMPUTATION:

FACILITY NAME:

FACILITY PHONE NUMBER:

FACILITY CONTACT PERSON: 

PHYSICIAN’S PHONE NUMBER:

PHYSICIAN’S NPI:

PHYSICIAN’S NAME:

PHYSICIAN’S SIGNATURE:

DATE SIGNED:

Rx DISPENSING ORDER

4541 N. Josey Lane, Ste 240, Carrollton, TX 75010  •  972-492-SOLA (7652) (phone)  •  214-853-4135 (fax)
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