
SPECIAL NEEDSDiscount Application
This formMUST be completed by the patient’s medical care provider.
(Physician, Physical Therapist, Medical Social Worker, or Child Life Specialist)

Provider Name __________________________ Provider Title _________________________

License Number (Not NPI#) ______________ State Provider is Licensed in _______________

Hospital or Medical Institution Name ______________________________________________

Patient’s Medical Diagnosis _____________________________________________________

Please describe how our stroller wagons will benefit the patient emotionally, physically,

psychologically, and/or socially __________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Will our stroller wagon products be a part of the patient’s medical treatment plan? Yes / No

_________________________________ __________________________
Legal Guardian’s Signature (Required) Date

_________________________________ __________________________
Medical Care Provider Signature (Required) Date
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