
 

EBI Purchase Order Form  
 

Date________________ EBI Patient ID Number________________________ 
 
Patient Name______________________________________________________ 
 
Address__________________________________________________________ 
 
City__________________________ State_________ Zip__________________ 
 
Telephone Number________________________________________________
 

Ordering Physician/HCP Name______________________________________ 
 
Address__________________________________________________________ 
 
City__________________________ State_________ Zip___________________ 

 
Telephone Number_________________________________________________ 
 
NPI Number__________________________________________________________

 
Account / Facility Name______________________________________ 
 
Address__________________________________________________________ 
 
City__________________________ State_________ Zip__________________ 
 
Telephone Number________________________________________________ 
 
Purchase Order Number____________________________________________ 
 

Account Payable Contact Name_________________________________________ 
 
Bill to Address________________________________________________________ 
 
City__________________________ State_________ Zip______________________ 
 
Telephone Number____________________________________________________ 
     
Email________________________________________________________________

 
 

 

PRODUCT  INFORMATION  

Quantity Item #/ HCPCS Code Product Type (BHS / OrthoPak® / SpinalPak® / Xstim) Price  

    

    

    

 
 
Authorized Individual Issuing Purchase Order  
 
Signature________________________________________________________ 
 
Print Name_______________________________________________________ 
 
Signature Date____________________________________________________ 
 

    
 

Authorized Individual Accepting Delivery 
 

Signature____________________________________________________ 
 

Print Name________________________________________________________ 
 

Serial Number_______________________ Coil Size______________________ 
 

Date Dispensed____________________________________________________ 

 
NOTE: The Account/Facility is purchasing the durable medical equipment (DME) specified on this order and is responsible for billing and 

reimbursement. Coverage and payment are subject to payer discretion and policies. EBI makes no statement, promise, or guarantee concerning coverage 

determinations and/or payment levels by third-party payers. 

 

Physicians or Healthcare Providers (HCP) are solely responsible for billing patients and third-party payers for the DME and assumes all risk of nonpayment. 

The Physician or HCP agrees they will not bill claims associated with the DME to Medicare or to any other government or commercial payers that prohibit 

physicians from billing for the provision of such items to their own patients. Payment terms shall be based upon agreements. 

 
Territory Number____________ Sales Representative Number________________ Sales Representative Name_______________________________________ 
 
 

 
 
 
  

 
All content herein is protected by copyright, trademarks and other intellectual property rights, as applicable, owned by or licensed to EBI or its affiliates 
unless otherwise indicated, and must not be redistributed, duplicated or disclosed, in whole or in part, without the express written consent of EBI. EB00092 
REV B 06/26. ©2026 EBI, LLC. All rights reserved. 

EBI, LLC 
1 Gatehall Drive, Suite 303 
Parsippany, NJ 07054 
800-526-2579 

Legal Manufacturer 
EBI Patient Care, Inc 
484 Calle E 
Guaynabo, PR 00969 USA 

Shipment Required  Yes /  No 

Xstim Legal Manufacturer 
Clear Lake Tech 
205 Hwy 22 E 
Clear Lake, SD 57226 USA 
 

Email: 
OrderAStimulator@ebibonestimulator.com 


