
 
 

 
 
Dear J & B Medical Member,
 
Welcome to J&B Medical Supply!
 
To keep your account secure please make sure that you or your caregivers are able to provide your
insurance ID number, date of birth, address or social security number.  Without this information we will not
be able to access your account.
 
If there are changes to your name, address, phone number, insurance, physician or supplies please contact
us at least 10 days before your next shipment is due.  Failure to do so may result in a delay of supplies
and/or an account balance.
 
The supplies you have requested require a prescription that meets the guidelines set by your insurance
company.  Your supplies cannot be shipped until this is returned by your physician.  Please make sure you
follow up with your physician to ensure that the prescription is completed and returned to us as soon as
possible.  
 
Your insurance  may require you to confirm your supplies and/or you may have copay/coinsurance
requirements that must be met before your order ships. You can contact us by phone at (800) 737-
0045 ext 125, interactive website www.jandbportal.com , J & B Medical Android or IOS app, or wait

to receive a call from Victor (our automated system) 7 days before your order is due to ship.
 
As soon as you receive your supplies please open all boxes and verify all supplies and quantities received
are correct.  If there are any issues with your order you must notify us within 10 days to make corrections.
 
We have included the Supplier Standards, Notice of Privacy Practices & Assignment of Benefits Form
(AOB).  Please take the time to read these forms. You must sign, date and return the AOB  in the
provided  prepaid envelope , by fax:  (800) 737-0012 , email: JBDocs@jandbmedical.com or upload to

our interactive website: www.jandbportal.com
 
If you have any questions or concerns, please call our Customer Service Support line at (1800) 737-0045.
We are available Monday thru Friday 8 AM thru 6 PM EST.
 
Sincerely,
J&B Medical Supply Staff

Rev 11-12-2013
QUL 4240 Sec 4

50496 West Pontiac Trail
 Wixom, MI 48393

Phone: (1800) 737-0045
 Fax: (800)737-0012

 Email: Info@jandbmedical.com
 Website: jandbmedical.com

 Member Portal: jandbportal.com
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MEDICARE DMEPOS SUPPLIER STANDARDS
 
Note:  This is an abbreviated version of the supplier standards every Medicare DMEPOS supplier must meet
in order to obtain and retain their billing privileges. These standards, in their entirety, are listed in 42 C.F.R.
424.57(c).
 

A supplier must be in compliance with all applicable Federal and State licensure and regulatory requirements.

A supplier must provide complete and accurate information on the DMEPOS supplier application. Any changes to this

information must be reported to the National Supplier Clearinghouse within 30 days.

A supplier must have an authorized individual (whose signature is binding) sign the enrollment application for billing

privileges.

A supplier must fill orders from its own inventory, or contract with other companies for the purchase of items necessary to

fill orders. A supplier may not contract with any entity that is currently excluded from the Medicare program, any State

health care programs, or any other Federal procurement or non-procurement programs.

A supplier must advise beneficiaries that they may rent or purchase inexpensive or routinely purchased durable medical

equipment, and of the purchase option for capped rental equipment.

A supplier must notify beneficiaries of warranty coverage and honor all warranties under applicable State law, and repair

or replace free of charge Medicare covered items that are under warranty.

A supplier must maintain a physical facility on an appropriate site and must maintain a visible sign with posted hours of

operation. The location must be accessible to the public and staffed during posted hours of business. The location must be

at least 200 square feet and contain space for storing records.

A supplier must permit CMS or its agents to conduct on-site inspections to ascertain the supplier’s compliance with these

standards.

A supplier must maintain a primary business telephone listed under the name of the business in a local directory or a toll

free number available through directory assistance. The exclusive use of a beeper, answering machine, answering service

or cell phone during posted business hours is prohibited.

  A supplier must have comprehensive liability insurance in the amount of at least $300,000 that covers both the supplier’s

place of business and all customers and employees of the supplier. If the supplier manufactures its own items, this

insurance must also cover product liability and completed operations.

  A supplier is prohibited from direct solicitation to Medicare beneficiaries. For complete details on this prohibition see 42

CFR§ 424.57(c)(11).

  A supplier is responsible for delivery of and must instruct beneficiaries on the use of Medicare covered items, and

maintain proof of delivery and beneficiary instruction.

  A supplier must answer questions and respond to complaints of beneficiaries, and maintain documentation of such

contacts.

  A supplier must maintain and replace at no charge or repair cost either directly, or through a service contract with another

company, any Medicare-covered items it has rented to beneficiaries.

  A supplier must accept returns of substandard (less than full quality for the particular item) or unsuitable items

(inappropriate for the beneficiary at the time it was fitted and rented or sold) from beneficiaries.

  A supplier must disclose these standards to each beneficiary it supplies a Medicare-covered item.

  A supplier must disclose any person having ownership, financial, or control interest in the supplier.

  A supplier must not convey or reassign a supplier number; i.e., the supplier may not sell or allow another entity to use its

Medicare billing number.

  A supplier must have a complaint resolution protocol established to address beneficiary complaints that relate to these

standards. A record of these complaints must be maintained at the physical facility.

  Complaint records must include: the name, address, telephone number and health insurance claim number of the

beneficiary, a summary of the complaint, and any actions taken to resolve it.

  A supplier must agree to furnish CMS any information required by the Medicare statute and regulations.

  All suppliers must be accredited by a CMS-approved accreditation organization in order to receive and retain a supplier

billing number. The accreditation must indicate the specific products and services, for which the supplier is accredited in
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order for the supplier to receive payment for those specific products and services (except for certain exempt

pharmaceuticals).

  All suppliers must notify their accreditation organization when a new DMEPOS location is opened.

  All supplier locations, whether owned or subcontracted, must meet the DMEPOS quality standards and be separately

accredited in order to bill Medicare.

  All suppliers must disclose upon enrollment all products and services, including the addition of new product lines for

which they are seeking accreditation.

  A supplier must meet the surety bond requirements specified in 42 CFR § 424.57 (d).

  A supplier must obtain oxygen from a state-licensed oxygen supplier

  A supplier must maintain ordering and referring documentation consistent with provisions found in 42 CFR § 424.516(f).

  A supplier is prohibited from sharing a practice location with other Medicare providers and suppliers.

  A supplier must remain open to the public for a minimum of 30 hours per week except physicians (as defined in section

1848(j)(3) of the Act) or physical and occupational therapists or a DMEPOS supplier working with custom made orthotics

and prosthetics.
 
 
DMEPOS suppliers have the option to disclose the following statement to satisfy the requirement outlined in Supplier Standard
16 in lieu of providing a copy of the standards to the beneficiary.
 

The products and/or services provided to you by (supplier legal business name or DBA) are subject to the supplier standards

contained in the Federal regulations shown at 42 Code of Federal Regulations Section 424.57(c). These standards concern

business professional and operational matters (e.g. honoring warranties and hours of operation). The full text of these standards

can be obtained at http://ecfr.gpoaccess.gov.Upon request we will furnish you a written copy of the standards.
 
Palmetto GBA
National Supplier Clearinghouse
P.O. Box 100142 ~ Columbia, South Carolina ~ 29202-3142 ~ (866) 238-9652
A CMS Contracted Intermediary and Carrier

http://ecfr.gpoaccess.gov
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J & B MEDICAL SUPPLY NOTICE OF

PATIENT PRIVACY PRACTICES
Your Information. Your Rights. Our Responsibilities.

This notice describes how medical information about you may be used and disclosed and how you can get
access to this information. Please review it carefully.

 
Your Rights
When it comes to your health information, you have certain rights. This section explains your rights and some of

our responsibilities to help you.
Get an electronic or paper copy of your medical record

You can ask to see or get an electronic or paper copy of your medical record and other health information we

have about you. Ask us how to do this.

We will provide a copy or a summary of your health information, usually within 30 days of your request. We

may charge a reasonable, cost-based fee.
Ask us to correct your medical record

You can ask us to correct health information about you that you think is incorrect or incomplete. Ask

us how to do this.

We may say “no” to your request, but we’ll tell you why in writing within 60 days.
Request confidential communications

You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to

a different address.

We will say “yes” to all reasonable requests.
Ask us to limit what we use or share

You can ask us not to use or share certain health information for treatment, payment, or our

operations. We are not required to agree to your request, and we may say “no” if it would affect your

care.

If you pay for a service or health care item out-of-pocket in full, you can ask us not to share that

information for the purpose of payment or our operations with your health insurer. We will say “yes”

unless a law requires us to share that information.
Get a list of those with whom we’ve shared information

You can ask for a list (accounting) of the times we’ve shared your health information for six years prior

to the date you ask, who we shared it with, and why.

We will include all the disclosures except for those about treatment, payment, and health care

operations, and certain other disclosures (such as any you asked us to make). We’ll provide one

accounting a year for free but will charge a reasonable, cost-based fee if you ask for another one

within 12 months.
Get a copy of this privacy notice
You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice electronically.
We will provide you with a paper copy promptly.
Choose someone to act for you

If you have given someone medical power of attorney or if someone is your legal guardian, that

person can exercise your rights and make choices about your health information.
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We will make sure the person has this authority and can act for you before we take any action.
File a complaint if you feel your rights are violated

You can complain if you feel we have violated your rights by contacting us using the information on page 3.

You can also file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights.

We will not retaliate against you for filing a complaint.
 
Your Choices
For certain health information, you can tell us your choices about what we share.If you have a clear preference

for how we share your information in the situations described below, talk to us. Tell us what you want us to do, and

we will follow your instructions.
In these cases, you have both the right and choice to tell us to:

Share information with your family, close friends, or others involved in your care

Share information in a disaster relief situation

Include your information in a hospital directory
If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share
your information if we believe it is in your best interest. We may also share your information when needed to
lessen a serious and imminent threat to health or safety.

In these cases we never share your information unless you give us written permission:

Marketing purposes

Sale of your information

Most sharing of psychotherapy notes
In the case of fundraising:

We may contact you for fundraising efforts, but you can tell us not to contact you again.
 
Our Uses and Disclosures
How do we typically use or share your health information?
We typically use or share your health information in the following ways.
Treat you

We can use your health information and share it with other professionals who are treating you.
Example: A doctor treating you for an injury asks another doctor about your overall health condition.

Run our organization
We can use and share your health information to run our practice, improve your care, and contact you when
necessary.
Example: We use health information about you to manage your treatment and services.

Bill for your services
We can use and share your health information to bill and get payment from health plans or other entities.
Example: We give information about you to your health insurance plan so it will pay for your services.

 
How else can we use or share your health information?
We are allowed or required to share your information in other ways – usually in ways that contribute to the public
good, such as public health and research. We have to meet many conditions in the law before we can share your
information for these purposes. For more information see:

www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.
Help with public health and safety issues

We can share health information about you for certain situations such as:

Preventing disease

Helping with product recalls

Reporting adverse reactions to medications

http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html
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Reporting suspected abuse, neglect, or domestic violence

Preventing or reducing a serious threat to anyone’s health or safety
Do research

We can use or share your information for health research.
Comply with the law

We will share information about you if state or federal laws require it, including with the Department of Health and
Human Services if it wants to see that we’re complying with federal privacy law.

Respond to organ and tissue donation requests
We can share health information about you with organ procurement organizations.

Work with a medical examiner or funeral director
We can share health information with a coroner, medical examiner, or funeral director when an individual dies.

Address workers’ compensation, law enforcement, and other government requests
We can use or share health information about you:

For workers’ compensation claims

For law enforcement purposes or with a law enforcement official

With health oversight agencies for activities authorized by law

For special government functions such as military, national security, and presidential protective services
Respond to lawsuits and legal actions

We can share health information about you in response to a court or administrative order, or in response to a
subpoena.

 
Our Responsibilities

We are required by law to maintain the privacy and security of your protected health information.

We will let you know promptly if a breach occurs that may have compromised the privacy or security of your

information.

We must follow the duties and privacy practices described in this notice and give you a copy of it.

We will not use or share your information other than as described here unless you tell us we can in writing. If

you tell us we can, you may change your mind at any time. Let us know in writing if you change your mind.

For more information see:www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.
 
Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you. The new
notice will be available upon request, in our office, and on our web site.

 
For questions, please contact J & B’s privacy official at 248-896-6238 , or
sbigger@jandbmedical.com.
 
This Notice is effective as of September 1, 2015

http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html


 

 
  
                                                                                                                                   Account #:  ____________               

 

 
Please complete this form and fax it or mail to: ATTN: Customer Service 
to our dedicated line 1.800.737.0012, J&B Medical Supply Co. 

 50496 West Pontiac Trail 
 Durable Medical Equipment Wixom, MI 48393 

 
 
 
 

Customer Name: ___________________________________________________________________________ 

Street Address: _____________________________________________________________________________ 

City: ______________________________________________ State: _____________ Zip: ________________ 
 

Thank you for your interest in receiving your medical supplies (including incontinence, urological, ostomy, 
wound care, TENS units, enteral feeding and/or diabetics) through J&B Medical Supply.  We are honored to 
serve as your provider of choice for home medical equipment and supplies.  Our billing department will 
conveniently submit all claims for you to ensure appropriate coverage of the products and services we provide.  
Please sign this Assignment of Benefits (AOB) form so that we may submit your claims to Medicare and/or 
your private health insurance provider. 

 
1. I understand that signing this form authorizes J&B Medical Supply to submit claims on my behalf directly to 

Medicaid, Medicare and/or my private health insurance provider.  J&B Medical Supply will accept assignment of 
these benefits. This means that J&B Medical Supply will receive direct payment for the supplies and services 
provided. I agree to cooperate fully to secure such payment.  I acknowledge that I am responsible for payment of co-
pay, deductibles, and items not offered as a benefit. 

2. I also understand that signing this form authorizes the release of medical or other information to the Centers for 
Medicare & Medicaid Services, my health insurance provider, J&B Medical Co., Inc., and the affiliates of J&B 
Medical Supply Co., Inc. 

3. I further understand that I must return this signed AOB form to J&B Medical Supply in order for J&B Medical Supply 
to continue to provide me with durable medical equipment products and services.  I understand that if I choose not to 
sign and return this form, J & B Medical Supply will not be able to continue to provide me with durable medical 
equipment products and services.   

 
4. I have also received the Notice of Privacy Practices & Patients Rights & Responsibilities, CMS supplier standards, 

Product instructions, Complaint process, Warranty Information (see attached sheets).  
 

___________________________________________________    _____________________________________ 
Signature             Date   

 
If someone other than the patient/beneficiary is signing this form, please complete the following 
information for the person signing this form: 
 
Relationship to beneficiary: ________________________________ Phone: ( _____ ) ________ - ___________ 

Street address of person signing: _______________________________________________________________ 

City: _________________________________________________ State: _____________ Zip: _____________ 

Reason why beneficiary cannot sign this form: ____________________________________________________ 

By signing on behalf of the customer, I acknowledge that I have the legal authority to do so. 
QUL 4071  VER Rev 12/1508 
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