
Dysautonomia Foundation, Inc. 

Portable Oxygen Concentrator (POC) 

Request and Agreement Form 
 

Name of Person who will use the POC: ________________________________________________ 

 

Date Requested - From: ______________________________   To: __________________________ 

 

Please initial each statement below and provide all requested information at the bottom of this form. 

 

__________I agree to pay all shipping charges to/from the requested delivery address. The cost of shipping can be 

charged to my credit card, as provided below. 

 

__________I agree to pay for any damages to the POC and accessories while they are in my care, up to and including 

full replacement cost if they are not returned or are damaged beyond repair. The cost can be charged to my credit 

card, as provided below. 

 

__________I agree to become familiar with operation of the POC and accessories, and I agree to take reasonable steps 

to insure that they are in good operating condition before using them for travel. 

 

__________I understand that the Dysautonomia Foundation is providing the POC and accessories to me "as is" and 

makes no expressed or implied representation as to the suitability or performance of the POC and accessories beyond 

the assurance that the POC and accessories are in conformance with the manufacturer's specifications.  

 

__________I agree to submit a completed Dysautonomia Foundation's physician's travel form with this request and 

agreement form.  

    

__________I agree to ship the full set of equipment, documentation, & shipping case, within three days of the end 

date of the period indicated above, to the Dysautonomia Foundation. I understand that if I do not ship the equipment 

in a timely manner, additional charges may apply, and these costs can be charged to my credit card. 

 

Delivery Address: ____________________________________________________________________ 

 

City, State, ZIP: ______________________________________________________________________ 

 

Telephone & Email: __________________________________________________________________ 

 

Credit card number: __________________________________________________________________ 

 

Credit card expiration  and security code: _________________________________________________ 

 

 

Agreed by: __________________________________________________________________________ 

  signature 

  _________________________________________________________________________ 

  print name        date 

 

Person signing above must be the Credit Card holder, must be over 18 years of age 

 

___________Credit card billing address is the same as delivery address 

___________Credit card billing address is different from delivery address and is listed below: 

 

Billing Address: _________________________________________________________________________     

          

City, State, ZIP: _________________________________________________________________________ 
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