
Patient Referral Program

TYPE OF CATHETER/INCONTINENCE PRODUCTS:

Phone # (BEST TIME TO CALL):

Clinician Phone:     Clinician Email:

Clinician – please attach list of recommended item(s) and product number(s).
OSTOMY SUPPLIES:

I agree to be contacted by CathetersPLUS™ staff to assist me in finding the right supplies 
for my needs. 
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