
Revised: 3/29/2020 

6856 Cobblestone Boulevard, Southaven, MS 38672 Phone: (888) 416–0008    Fax: (888)416–0009 

Assignment of Benefits: 
This form is required to bill Insurance (Private or Group Insurance, Medicare, and Medicaid) on your behalf. Please complete and return today. 

Patient's Name (Print):   Phone Number: 

I request that payment of authorized insurance benefits be made on my behalf to Pinnacle Medical Solutions, LLC (“Pinnacle”) for any equipment or services provided to me 

by Pinnacle and remit payment to the following address: 

Pinnacle Medical Solutions, LLC 

6856 Cobblestone Blvd., Southaven, MS 38672 

Hours of Operation: 8:00 am – 5:00 pm, Monday – Friday 

For the benefits, allowable and otherwise payable to me as payment towards the total charges for services rendered. 

 I agree to pay any co-payments and deductibles that may apply in a current manner. 

 I authorize the release of any information pertaining to my medical history and/or current diagnosis and treatment, and information pertaining to my insurance

coverage and benefits to Pinnacle.

 I authorize Pinnacle to disclose medical information necessary to their contracted manufacturers in conjunction with my referral and treatment

 I authorize Pinnacle to disclose medical information necessary for the purpose of obtaining reimbursement.
 I authorize Pinnacle, and/or any of their affiliates, to contact me via telephone, text, mail, or e-mail regarding my account and/or any current, past, or future orders.

 I authorize the holder of medical or other information about me to be released to the Social Security Administration or its intermediaries or carrier any information

needed for this or a related Medicare Insurance claim. I permit a copy of this authorization to be used in place of the original, and request payment of medical

insurance benefits be made to the party who accepts assignment on any bills for services furnished to me.

I understand that I will be responsible for my yearly Medicare/ Insurance deductible and co-insurance.
 I accept responsibility for any and all medical equipment/supplies while in my possession. I acknowledge that I have received the DMEPOS Provider’s Standard of 

Care and Patient Rights from Pinnacle and that I have received training with my medical equipment.

By signing this document, I am giving authorization of the above mentioned and acknowledging that I have received a copy of Pinnacle’s Notice of Privacy Practices. This 

acknowledgement is required by the HIPAA to ensure that I have been made aware of my privacy rights. 

Signature of Insured or Guardian:    Date: 

Name of the person signing (print):  

If not the insured, relationship to insured:  

For questions regarding this form or for general questions about Pinnacle Medical Solutions, please call us at (888) 416-0008. 

This form is required to bill insurance (Private or Group Insurance, Medicare, and Medicaid) on your behalf. Please complete and return today. 

Customer Orientation Form: 
Please sign below to confirm that you have received, reviewed, and understand the following: 

Enclosed pages: 

(page 1) My Release of Information/ Assignment of Benefits/ Customer Orientation Form 

(page 2) New Patient Letter 
(page 3) Pinnacle’s Policy for Returns/ Exchanges 

(page 4) Patient Satisfactory Survey 

(page 5) DMEPOS Medicare Supplier Standards 

(page 6) My rights and responsibilities as a customer 

My Shipping Ticket detonating equipment and/or products and new patient packet delivered 

(page 7) The safe use and proper operation and/or supplies, cleaning procedures, and warranty information 
(page 8) Pinnacle’s contact information, after hour information, organization objectives, and how to report a problem 

(page 9) HIPAA Privacy Notice 

(page 10) Client/ Patient Complaint Instructions. KEEP FOR FUTURE USE. 

(page 11) American Red Cross Emergency Preparedness Checklist 

(page 12) Basic Home Safety Rules

My signature attests that I have received, read, and/or been instructed on the above information. 

Customer/ Responsible Party: Date: 



Dear Valued Customer, 

The enclosed packet contains the following important forms: 

• My Release of Information / Assignment of Benefits / Customer Orientation Form
• Pinnacle’s Policy for Returns/Exchanges
• Patient Satisfactory Survey
• DMEPOS Medicare Supplier Standards
• My rights and responsibilities as a customer
• The safe use and proper operation of equipment and/or supplies; cleaning procedures;

and warranty information.
• Pinnacle’s contact information; after hour information; organization objectives; and

how to report a problem
• HIPAA Privacy Notice
• Client/Patient Complaint Instructions
• Emergency Preparedness checklist & Basic Home Safety tips

In order to expedite your order, please complete and return Page 1: My Release of Information/ 
Assignment of Benefits/Customer Orientation Form. We cannot ship orders prior to having 
this form on file.  

After you receive your shipment, you may complete the survey and return to us (Page 4). 

If you have any questions, please contact us at 888-416-0008.  

Thank you,  

Pinnacle Medical Solutions 
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PINNACLE MEDICAL SOLUTIONS, LLC    6856 COBBLESTONE BLVD., SOUTHAVE, MS 38672  888-416-0008 (phone) 888-416-0009 (fax)

Pinnacle Medical Solutions, LLC 

Policy for Returns and Exchanges 

Please note the following regarding returns or exchanges of products shipped to you from Pinnacle 

Medical Solutions, LLC: 

1. Products may be returned within 30 days from the date of service/ship date.

2. Only those products that are unopened, unused, and have not come in contact with the

human body may be returned. Defective products will be exchanged with the same product.

3. If you wish to return merchandise, please call (888) 416-0008 to obtain a Return Authorization

number. The Return Authorization must be written on the return package. Products returned

without the Return Authorization number will not be accepted.

4. If the products received are incorrect, Pinnacle Medical Solutions, LLC will issue a call tag or pre-

paid postage as well as a return label for you to return you package for an exchange

5. All returns are subject to a 15% restocking fee. The restocking fee does not apply to orders filled

incorrectly by Pinnacle Medical Solutions, LLC.

6. Credit will be issued to the payer once the product is received and inspected by the

Shipping/Inventory Department. If products arrive with missing parts or damaged/opened boxes

no refund will be issued for those products and the products will be returned to the patient.

7. Pinnacle Medical Solutions, LLC is not responsible for returned items that are lost or damaged

while in transit to Pinnacle Medical Solutions, LLC. We recommend the customer use a reliable

source of shipping such as US Postal Service, UPS, or FedEx with good packaging and a tracking

number associated with the return shipment.

Product Specific Return Policies:  All products are subject to manufacturer’s warranty guidelines. 

If you have any questions, please contact us at (888) 416-0008. 
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MEDICARE DMEPOS SUPPLIER STANDARDS 

Note:  This is an abbreviated version of the supplier standards every Medicare DMEPOS supplier must meet in order to obtain and 

retain their billing privileges.  These standards, in their entirety, are listed in 42 C.F.R. 424.57(c).   

1. A supplier must be in compliance with all applicable Federal and State licensure and regulatory requirements.

2. A supplier must provide complete and accurate information on the DMEPOS supplier application.  Any changes to this

information must be reported to the National Supplier Clearinghouse within 30 days.

3. A supplier must have an authorized individual (whose signature is binding) sign the enrollment application for billing

privileges.

4. A supplier must fill orders from its own inventory, or contract with other companies for the purchase of items necessary to fill
orders.  A supplier may not contract with any entity that is currently excluded from the Medicare program, any State health

care programs, or any other Federal procurement or non-procurement programs.

5. A supplier must advise beneficiaries that they may rent or purchase inexpensive or routinely purchased durable medical
equipment, and of the purchase option for capped rental equipment.

6. A supplier must notify beneficiaries of warranty coverage and honor all warranties under applicable State law, and repair or

replace free of charge Medicare covered items that are under warranty.

7. A supplier must maintain a physical facility on an appropriate site and must maintain a visible sign with posted hours of

operation. The location must be accessible to the public and staffed during posted hours of business. The location must be at

least 200 square feet and contain space for storing records.

8. A supplier must permit CMS or its agents to conduct on-site inspections to ascertain the supplier’s compliance with these

standards.

9. A supplier must maintain a primary business telephone listed under the name of the business in a local directory or a toll free
number available through directory assistance. The exclusive use of a beeper, answering machine, answering service or cell

phone during posted business hours is prohibited.

10. A supplier must have comprehensive liability insurance in the amount of at least $300,000 that covers both the supplier’s place

of business and all customers and employees of the supplier.  If the supplier manufactures its own items, this insurance must

also cover product liability and completed operations.

11. A supplier is prohibited from direct solicitation to Medicare beneficiaries. For complete details on this prohibition see 42 CFR

§ 424.57 (c) (11).

12. A supplier is responsible for delivery of and must instruct beneficiaries on the use of Medicare covered items, and maintain
proof of delivery and beneficiary instruction.

13. A supplier must answer questions and respond to complaints of beneficiaries, and maintain documentation of such contacts.

14. A supplier must maintain and replace at no charge or repair cost either directly, or through a service contract with another

company, any Medicare-covered items it has rented to beneficiaries.

15. A supplier must accept returns of substandard (less than full quality for the particular item) or unsuitable items (inappropriate

for the beneficiary at the time it was fitted and rented or sold) from beneficiaries.

16. A supplier must disclose these standards to each beneficiary it supplies a Medicare-covered item.

17. A supplier must disclose any person having ownership, financial, or control interest in the supplier.

18. A supplier must not convey or reassign a supplier number; i.e., the supplier may not sell or allow another entity to use its

Medicare billing number.

19. A supplier must have a complaint resolution protocol established to address beneficiary complaints that relate to these
standards. A record of these complaints must be maintained at the physical facility.

20. Complaint records must include: the name, address, telephone number and health insurance claim number of the beneficiary, a

summary of the complaint, and any actions taken to resolve it.

21. A supplier must agree to furnish CMS any information required by the Medicare statute and regulations.

22. All suppliers must be accredited by a CMS-approved accreditation organization in order to receive and retain a supplier billing

number. The accreditation must indicate the specific products and services, for which the supplier is accredited in order for the
supplier to receive payment for those specific products and services (except for certain exempt pharmaceuticals).

23. All suppliers must notify their accreditation organization when a new DMEPOS location is opened.

24. All supplier locations, whether owned or subcontracted, must meet the DMEPOS quality standards and be separately accredited

in order to bill Medicare.

25. All suppliers must disclose upon enrollment all products and services, including the addition of new product lines for which

they are seeking accreditation.

26. A supplier must meet the surety bond requirements specified in 42 CFR § 424.57 (d).

27. A supplier must obtain oxygen from a state-licensed oxygen supplier.

28. A supplier must maintain ordering and referring documentation consistent with provisions found in 42 CFR § 424.516(f).

29. A supplier is prohibited from sharing a practice location with other Medicare providers and suppliers.

30. A supplier must remain open to the public for a minimum of 30 hours per week except physicians (as defined in section 1848(j)

(3) of the Act) or physical and occupational therapists or a DMEPOS supplier working with custom made orthotics and
prosthetics.
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After completing this form, please send it to us via: 
(email) complaints@PinnacleMedicalSolutions.com 

(fax) 888-416-0009 
(mail) Pinnacle Medical Solutions, 6856 Cobblestone BLVD, Southaven, MS 38672 

At Pinnacle Medical Solutions, LLC we genuinely strive to provide the highest quality in health care 
services for our clients.  That's why your concerns are our concerns.  Feel free to voice your concerns 
without fear of discrimination, reprisal, or interruption of care, treatment or service. 

To ensure that our service meets your total satisfaction, we ask you to describe completely any 
problem or concern that you have.  You have the right to be free of mistreatment, neglect, or verbal, 
mental, sexual and physical abuse, including injuries and misappropriation of your property.  This 
completed form will be routed directly to the facility manager, who will promptly review any concern 
and will make verbal or written communications with you no later than 5 calendar days of receiving a 
complaint.  The manager will conduct an investigation regarding the complaint.  Within 14 calendar 
days we will provide you written notification of the results of the investigation and response to your 
complaint to assure you the problems will be corrected and compliments will be shared. 

We appreciate your candid comments as well as your assistance in helping us to continually improve 
our service to our valued customers.  If you feel our investigation into your complaint and/or our 
response is unsatisfactory, you have the right to contact Medicare, our state authority, or our 
company’s accrediting organization, ACHC: 

• ACHC – Phone # (919) 785-1214 or customerservice@achc.org
• Office of the Inspector General (OIG) – (202) 619-1343 or paffairs@oig.hhs.gov
• Mississippi State Attorney General – (866) 238-9650

If you would like to voice any concerns to us by phone, you may do that by calling 
888-416-0008 and asking to speak to a department manager or the General Manager.

Name of affected individual: ___________________________________________________________________ 

Phone Number: ______________________________________________________________________________ 

Address: 

____________________________________________________________________________________________

Pinnacle Medical Solutions, LLC Account Number, if applicable: _____________________________________ 

Initial date of incident: ________________________________________________________________________ 

Describe incident: (Use backside if necessary): ___________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________

________________________________________      ________________________ 
Customer Signature Date 

Corrective Measure (Pinnacle Internal use only)

________________________________________  _______________________
Signature Date 
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✓
TORNADO  •  FLASH FLOOD  •  EARTHQUAKE  •  WINTER STORM  •  HURRICANE  •  FIRE  •  HAZARDOUS MATERIALS SPILL

he next time disaster
strikes, you may not
have much time to
act.  Prepare now for

a sudden emergency.

Learn how to protect your-
self and cope with disaster
by planning ahead.  This

T
checklist will help you get
started.  Discuss these
ideas with your family, then
prepare an emergency plan.
Post the plan where every-
one will see it—on the
refrigerator or bulletin
board.

For additional information
about how to prepare for
hazards in your commu-
nity, contact your local
emergency management
or civil defense office
and American Red Cross
chapter.

Emergency Checklist

Prepare a Disaster
Supplies Kit
Assemble supplies you might need in an
evacuation.  Store them in an easy-to-carry
container such as a backpack or duffle bag.

Include:
❏ A supply of water (one gallon per

person per day).  Store water in
sealed, unbreakable containers.
Identify the storage date and replace
every six months.

❏ A supply of non-perishable packaged
or canned food and a non-electric
can opener.

❏ A change of clothing, rain gear and
sturdy shoes.

❏ Blankets or sleeping bags.
❏ A first aid kit and prescription

medications.
❏ An extra pair of glasses.
❏ A battery-powered radio, flashlight

and plenty of extra batteries.
❏ Credit cards and cash.
❏ An extra set of car keys.
❏ A list of family physicians.
❏ A list of important family informa-

tion; the style and serial number of
medical devices such as pacemakers.

❏ Special items for infants, elderly or
disabled family members.

❏ Find out which disasters could
occur in your area.

❏ Ask how to prepare for each disaster.

❏ Ask how you would be warned of
an emergency.

❏ Learn your community’s
evacuation routes.

❏ Ask about special assistance for
elderly or disabled persons.

Also...
❏ Ask your workplace about

emergency plans.

❏ Learn about emergency plans for
your children’s school or day care
center.

Create an Emergency
Plan
❏ Meet with household members to

discuss the dangers of fire, severe
weather, earthquakes and other
emergencies.  Explain how to
respond to each.

❏ Find the safe spots in your home
for each type of disaster.

❏ Discuss what to do about power 
outages and personal injuries.

❏ Draw a floor plan of your home. 
Mark two escape routes from each 
room.

❏ Show family members how to turn 
off the water, gas and electricity at 
main switches when necessary.

❏ Post emergency telephone numbers 
near telephones.

❏ each children how and when to call 
911, police and fire.

❏ Instruct household members to turn 
on the radio for emergency 
information.

❏ Pick one out-of-state and one local 
friend or relative for family 
members to call if separated during 
a disaster (it is often easier to call 
out-of-state than within the affected 
area).

❏ Teach children your out-of-state 
contact’s phone numbers.

❏ Pick two emergency meeting places.
1) A place near your home in case 

of a fire.
2) A place outside your neighbor-

hood in case you cannot return 
home after a disaster.

❏ Take a basic first aid and CPR class.

❏ Keep family records in a water and 
fire-proof container.

Emergency Preparedness
Checklist

Call Your Emergency
Management Office
or American Red Cross
Chapter

C

M
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CY

CMY

K

EmergencyPreparednessChecklist_pg1.pdf   10/12/2006   4:49:58 PMEmergencyPreparednessChecklist_pg1.pdf   10/12/2006   4:49:58 PM

11



12


	Patients Name Print: 
	Phone Number: 
	Date: 
	Name of the person signing print: 
	If not the insured relationship to insured: 
	Date_2: 


