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GENERAL PATIENT DETAILS
 
	Family Name
	            
	First Name
	     

	Date of Birth
	     
	Nationality
	     

	Home Address
	     

	City 
	     
	Country
	     
	Postal Code/

ZIP Code
	     

	Home Telephone

Nr
	      (indicate the country and city code):
	Mobile Nr: 
	     
(indicate the country and city code):

	Fax Number
	     
	E-mail address
	     

	Languages spoken
	     




PERIOD OF OXYGEN SUPPLY

	From
	           FORMDROPDOWN 
   FORMDROPDOWN 

	In
	          
(place of delivery – country city)

	To
	
            FORMDROPDOWN 
   FORMDROPDOWN 

	In
	          
(place of return of equipment – country city)




DEVICE REQUESTED

(please tick where applicable)

Security Notice : Due to different equipment standards, and for security reasons we suggest to use only the material we will provide and not any other material you normally use at home. This is especially applicable for patients coming from outside Europe.

	Oxygen System Required

	LOX (liquid oxygen) system
	 FORMCHECKBOX 

	Portable Unit 1.2 l
	 FORMCHECKBOX 

	Portable Unit 1.5
	 FORMCHECKBOX 


	GOX (cylinder) system
	 FORMCHECKBOX 

	

	COX (concentrator) system 
	 FORMCHECKBOX 

	

	Other
	(Please specify)

	Accessories

	Nasal cannulas
	 FORMCHECKBOX 

	Humidifier
	 FORMCHECKBOX 

	Extension tube
	 FORMCHECKBOX 


	Other
	 FORMCHECKBOX 

	(Please specify)


PRESCRIBED CONSUMPTION / POSOLOGY (please tick where applicable)

	DAY time consumption

	Litres per minute
	     l / min
	Hours per day
	     h

	NIGHT time Consumption

	Litres per minute
	     l / min
	Hours per day
	     h

	How many hours of mobility a day do you need?
	      hours
	
	


Please attach a copy of your prescription (in English language) to this patient file!
ADDITIONAL INFORMATION

	When do you normally use the oxygen / what do you need it for (e.g., walking, sleeping, all the time etc)?

	     

	

	




DELIVERY ADDRESS

	Delivery address Nr 1
	Country
	     

	Contact person/
Hotel 
	     
(First & Last Name)
	Telephone Nr
	     

	Street
	     
	If you stay in a hotel, please fill 
in the  confirmation number
	     

	Postal / Zip Code
	     
	City
	     

	Do you require oxygen immediately

after arrival at the airport ?
	YES 
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 


	Arrival information
	Date
	          FORMDROPDOWN 
   FORMDROPDOWN 


	Time
	     
	Flight Number
	     

	Airline
	     
	Airport
	     

	Other transportation details if any.
	

	Do you require oxygen until immediately

before departure from the airport ?
	YES 
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 


	Departure information :
	Date
	       FORMDROPDOWN 
   FORMDROPDOWN 


	Time
	     
	Flight Number
	     

	Airline
	     
	Airport
	     

	Other transportation details if any
	




Payment Conditions

	Are you already a patient of Linde  Homecare?
	YES 
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 



Upon return of this fully completed document OXYTRAVEL®’s services will send you a quotation for the services requested.

Upon your acceptance of the cost of delivery, we ask you to kindly return to us the completed and signed 
“Indemnity form for oxygen delivery” as well as the “Credit Card authorization form”.

Please be informed that for all deliveries your credit card will be debited before the service is rendered.
Further destinations

	Delivery address Nr 2
	
	Country
	     

	Contact person
	     
(First & Last Name)
	Telephone Nr
	     

	Street
	     

	Postal / Zip Code
	     
	City
	     

	Do you require oxygen immediately

after arrival at the airport ?
	YES 
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 


	Arrival information
	Date
	       FORMDROPDOWN 
   FORMDROPDOWN 


	Time
	     
	Flight Number
	     

	Airline
	     
	Airport
	     

	Other transportation details if any.
	

	Do you require oxygen until immediately

before departure from the airport ?
	YES 
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 


	Departure information :
	Date
	       FORMDROPDOWN 
    FORMDROPDOWN 


	Time
	     
	Flight Number
	     

	Airline
	     
	Airport
	     

	Other transportation details if any
	


	Delivery address Nr 3
	
	Country
	     

	Contact person
	     
(First & Last Name)
	Telephone Nr
	     

	Street
	     

	Postal / Zip Code
	     
	City
	     

	Do you require oxygen immediately

after arrival at the airport ?
	YES 
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 


	Arrival information
	Date
	     

	Time
	     
	Flight Number
	     

	Airline
	     
	Airport
	     

	Other transportation details if any.
	

	Do you require oxygen until immediately

before departure from the airport ?
	YES 
	 FORMCHECKBOX 

	NO
	 FORMCHECKBOX 


	Departure information :
	Date
	        FORMDROPDOWN 
   FORMDROPDOWN 


	Time
	     
	Flight Number
	     

	Airline
	     
	Airport
	     

	Other transportation details if any
	


Cruises
	If you will be taking a Cruise please fill out the below information.

	Departure from harbour / port:
	     
	Date
	        FORMDROPDOWN 
   FORMDROPDOWN 


	Time
	     
	Cruise / Ships name or Nr Company
	     

	Contact person during cruise
	     
	Telephone Nr on board
	     

	Other transportation details
	

	Arrival to harbour / port :
	     
	Date
	        FORMDROPDOWN 
    FORMDROPDOWN 


	Time
	     
	Cruise / Ships name or Nr Company
	     

	Contact person during cruise
	     
	Telephone Nr on board
	     

	Other transportation details 
	     









































���Travel far. Breathe easy. �OXYTRAVEL®. Powered by International SOS. 
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OXYTRAVEL® powered by International SOS Assistance 
12 - 14  rue d’Alsace  92306 Levallois Perret Cedex, France

Alarm Center Tel: (33) (1) 55 63 31 41 - Alarm Center Fax: (33) (1) 55 63 31 56

email : oxytravel@linde-gas.com

