
TRICARE BREASTPUMP RENTAL CONTRACT
Terms of Breastpump Rental Agreement

This agreement for the rental of this Hospital Grade Breast pump and carrying case is made between the Rental Station above and the Lessee identified below.

PLEASE PRINT

LESSEE NAME: _________________________________________________________________________DATE OF BIRTH______________________________

CELL PHONE:_______________________  WORK PHONE: _______________________  SECONDARY/SPOUSE PHONE:____________________________

ADDRESS:________________________________________________________________CITY, STATE, ZIP:___________________________________________

SPONSOR NAME/Relationship to Lessee ____________________________________     EMAIL ADDRESS:__________________________________________

DUTY STATION: _____________________________DUTY PHONE:_____________________________ CO/Chief:___________________________________

DRIVER'S LICENSE NO.________________________________STATE__________________SPONSOR SSN_________________________________________

CREDIT CARD # ____ ____ ____ ____ -____ ____ ____ ____ -  ____ ____ ____ ____ -____ ____ ____ ____ EXP. DATE ____ ____/____ ____

TYPE OF CREDIT CARD      VISA         MASTERCARD CARD VERIFICATION # ____ ____ ____(3 digits on back)

RELATIVE NAME (does not live in same household): _____________________________________ RELATIONSHIP:__________________________________

ADDRESS: ____________________________________________CITY, STATE, ZIP:____________________________PHONE: __________________________

______ Any cost share/deductibles due are charged automatically each month to the card on file.
Initial here

______ When the breastpump is no longer covered by Tricare, the pump will be automatically renewed by the rental station until
Initial here the Lessee contacts the rental station with a pump return date.

______ My Monthly rental amount will be $ _____________ if the pump is not returned by ____________________________________
Initial here

I hereby agree to the terms and conditions of this rental agreement. I also authorize Rental Station to charge my credit card on file
according to the terms of this rental agreement.

SIGNATURE of LESSEE: ________________________________________________DATE_______________________________

PRIVACY NOTICE: The information collected in this contract is considered nonpublic personal information and will only be used in accordance with this contract.
We maintain physical, electronic, and procedural safeguards that comply with federal and state regulations regarding your privacy and to guard all nonpublic
information.
—------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

For Office Use
_____ Loaned Cup Holders             ________ (Lessee Initial) Pump Returned on: __________________________________
_____ Loaned Y Connectors           ________ (Lessee Initial)

_____ Yellow Caps  $8.80               ________ (Lessee Initial) Rental Station Initial Here: ____________________________
_____ Caps and Tubing  $30.00      ________ (Lessee Initial)

NOTES __________________________________________

Tidewater Lactation Group, Inc. 5741 Cleveland St. Suite 150, Virginia Beach, Va. 23462



Just a few reminders about your breast pump rental from Tidewater Lactation Group, Inc.

1. Our Symphony Pump is the same as the one you may have used in the hospital except

that it needs to be plugged into the back. There is a flap on the back of the breast pump

with a smiley face on it. Lift it and plug in the short part of the power cord. The long end

plugs into the wall outlet. DO NOT remove or manipulate the back plate where the

power cord is attached to the pump. Doing so will affect the performance of the pump.

2. Our Carum Pump is similar to the Ameda you may have used in the hospital except that

it needs 2 “Y” connectors, which we have provided to you.

3. The pump’s return date is highlighted on your contract. There is also a reminder card

with the return date attached to the top of the pump.

a. Tricare  will typically cover the breast pump for three months or as long as the

baby is in the NICU.

b. If the baby is still in the NICU by the return date and you want to continue to use

the breast pump, please contact us BEFORE that date to let us know. Hospitals do

not let us know when babies are in or out of the NICU.

c. If you want to extend your rental past that date and the baby is out of the NICU

please call our office BEFORE the due date and we will direct you on how to

move forward.

d. If you stop using the breast pump prior to the date listed please return it to our

office because it is ALWAYS in high demand for our NICU babies.

4. Everything inside of the case including the case and power cord will be returned back to

the office.

5. PLEASE CALL THE OFFICE TO UPDATE ANY CHANGES TO YOUR CONTACT INFORMATION

such as credit card number, Tricare enrollment status, phone numbers, address etc.

By signing below you have read and understand all of the information listed above.

Name (Print): _________________________________________________________________________

Signature: ______________________________________________________Date: _____/_____/_____

Tidewater Lactation Group, Inc. 5741 Cleveland St. Suite 150, Virginia Beach, Va. 23462  (757) 422-5502



TRICARE is administered in the East Region by Humana Military. 
TRICARE is a registered trademark of the Department of Defense, 

Defense Health Agency. All rights reserved. XBAF0525-B

TRICARE OHI Questionnaire
Do you or any of your family members have OHI coverage? 	 Yes  □	 No  □
Have you had OHI within the last 12 months? (TRICARE supplements are not OHI)	 Yes  □	 No  □

If Yes, complete the questionnaire for the new insurance policy and fax/mail to the address provided on page one. 

Important: If there was a break in OHI coverage, please include information about the previous OHI coverage. 

Is this a change in OHI Coverage?	 Yes  □	 No  □	 If Yes, what is the ‘previous’ OHI: ____________________________________

Effective Date:____________________ Expiration Date:___________________

TRICARE Sponsor Name: _ __________________________________ 	 TRICARE Sponsor SSN: _________________________________

OHI Coverage type: Check all that apply:

□ HMO/PPO 	 □ Medicare	 □ Medicaid/MediCal 	 □Student Health Plan	 □ Dental 	 □ Vision

Policyholder Name: ___________________________  SSN/DBN #: : _______________________  DOB:__________________________

Name of Carrier: _ ___________________________ 	  Policy #: __________________________  Group #:_ ______________________

Effective Date: _ _____________________________  Expiration Date: _____________________  Carrier Phone:___________________

Carrier Address: _______________________________________________________________________________________________

Is TRICARE beneficiary covered under this policy: Yes  □No  □
List any other individual who is covered by this OHI policy (if additional people are covered, please attach a separate list):

Name: _____________________________________  DOB (dd/mm/yyyy): __________________  Gender:________________________

Relationship to Policyholder: ___________________  Effective Date: _ _____________________  Expiration Date:_ ________________

Name: _____________________________________  DOB (dd/mm/yyyy): __________________  Gender:________________________

Relationship to Policyholder: ___________________  Effective Date: _ _____________________  Expiration Date:_ ________________

Name: _____________________________________  DOB (dd/mm/yyyy): __________________  Gender:________________________

Relationship to Policyholder: ___________________  Effective Date: _ _____________________  Expiration Date:_ ________________

Review OHI at beneficiary self-service: https://infocenter.humana-military.com/beneficiary/service/Account/Login 

FAQ can be found here: https://tricare.mil/About/Regions/East-Region/Claims/OHI

The statements made above are true and correct to the best of my knowledge. I understand that Federal Laws 18 U.S.C. 287 and 
1001 provide for criminal penalties for submitting or making false, fictitious or fraudulent statements or claims in any matter within 
jurisdiction of any department or agency of the United States. I further understand that copies of the laws cited may be obtained from 
uniformed services legal offices, public libraries and many beneficiary counseling and assistance coordinators.

Signature: ________________________________ 	 Name (Printed): 	_ __________________________________________________

Date Signed: ______________________________ 	 Relationship to TRICARE Sponsor: ______________________________________

https://infocenter.humana-military.com/beneficiary/service/Account/Login
https://tricare.mil/About/Regions/East-Region/Claims/OHI
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Tidewater Lactation Group, Inc 

 

Consent Agreement to be READ & SIGNED before the Lactation Visit 

 

●​ I understand the lactation consultant is an allied health care provider and is responsible for evaluating and 

recommending a care plan to resolve or improve breastfeeding issues. A lactation visit includes a detailed 

history of mother/infant, an assessment of maternal/infant anatomy, observation of a feeding for evaluation of 

technique and effectiveness of feeding, and recommendations for management to improve and/or resolve 

breastfeeding related issues. All clients are provided a care plan in their Parent Portal to improve breastfeeding 

concerns. The client and the lactation consultant each have responsibilities in this plan. Resolution of a 

breastfeeding problem often takes several days or weeks and may require a change in the original 

recommended care plan at some point. A partial or follow-up visit is sometimes necessary. 

 

●​ This practice uses a HIPAA compliant Electronic Health Record system, MilkNotes©, referred to throughout 

this consent form as my “Parent Portal”. My unique log-in gives me full access to information stored there.  

 

●​ I understand that I am responsible for informing the lactation consultant of changes I feel are necessary in the 

care plan at the time of the visit or during the course of follow-up communication. Secure Messaging through 

my Parent Portal after the lactation visit is important and considered an extension of the visit. I understand it is 

my responsibility to contact the lactation consultant with progress reports, questions, or concerns.  

 

●​ I understand that breastfeeding supplies and/or breast pumps may be recommended as effective management 

of specific situations. Only effective equipment will be recommended.  

 

●​ I hereby authorize the lactation consultant to release any information acquired in the evaluation and/or 

management of myself and/or my child to our health care providers, referring physician, and/or our insurance 

company. I understand the lactation consultant may contact my physician or my child’s physician if necessary 

to discuss any instructions or recommendations given. 

 

●​ I understand that any photos and/or videos taken with my knowledge during my lactation visit will be 

uploaded to my Parent Portal and relevant to my care. Pictures are not for social media.  

 

●​ I have read this provider’s Privacy Practices (HIPAA Compliance), available in my Parent Portal.  

 

●​ I have read this provider’s Cancellation Policy and understand that by providing my Credit Card information I 

am agreeing to the terms of this policy.  

 

●​ I understand that this practice uses Artificial Intelligence recording via MilkNotes software. This feature is 

currently in its “testing phase”.    

 

●​ This practice participates with some insurance companies and will file the claim for me. If the claim is denied, 

the payment and any co-pay will be my responsibility and charged to my card on file.  

●​ This practice accepts a fee for service at time of service if they do not bill my insurance. It is my responsibility 

to pursue reimbursement for lactation services from my insurance company. (Reimbursement from your 

insurance company is not guaranteed, but will depend on your policy. Filing a claim is suggested even if you 

feel it will not be a covered benefit in your policy.)  

 

 

 

      Signature__________________________________________ Date__________________________  

© 2003 P Lindsey, IBCLC edited 2/07 by Tidewater Lactation Group, Inc. 
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