
 
 
                            
 
☼ Medical Equipment Supplier (DME Supplier): _____________________________________ 
 Contact Person: ________________________________ _____________________________ 
 Phone: ___________________  Fax: ____________________  E-Mail: __________________ 
 Contact Person: ________________________________ _____________________________ 
 Phone: ___________________  Fax: ____________________  E-Mail: __________________ 
 Address: ____________________________________________________________________ 
 ____________________________________________________________________________ 
 Notes (delivery schedule, order schedule, etc.): ______________________________________ 
 ____________________________________________________________________________ 
 ____________________________________________________________________________ 
 ____________________________________________________________________________ 
 

Name of Equipment: __________________________________________________________ ☼ 

☼

 Description (brand name, size, etc.): ______________________________________________ 
 ____________________________________________________________________________ 
 Date Obtained: ___________________________  Service Schedule: ____________________ 
 Contact Person: ___________________________  Phone:  ____________________________ 
 

Name of Equipment: __________________________________________________________  

☼

 Description (brand name, size, etc.): ______________________________________________ 
 ____________________________________________________________________________ 
 Date Obtained: ___________________________  Service Schedule: ____________________ 
 Contact Person: ___________________________  Phone:  ____________________________ 
 

Name of Equipment: __________________________________________________________  
 Description (brand name, size, etc.): ______________________________________________ 
 ____________________________________________________________________________ 
 Date Obtained: ___________________________  Service Schedule: ____________________ 
 Contact Person: ___________________________  Phone:  ____________________________ 

UTAH CARE NOTEBOOK  Equipment  
(Adapted from the Care Notebook with permission, Children’s Hospital and Regional Medical Center, Seattle, WA, 2003.) 
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