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DURABLE MEDICAL EQUIPMENT  
REGISTRATION RENEWAL 2010 

Renewal Fee: $50 - Postmarked after 6/30/2010 - $75 
 

REGISTRATION NUMBER _______________________ 
 
NAME OF BUSINESS _____________________________________________________________ 
 
PHYSICAL ADDRESS ______________________________________________________________  
 
CITY _______________________________________ ZIP+4 __________________ +_________ 
 

PHONE _____________________________ FAX _________________________ 
 

MAILING ADDRESS (IF DIFFERENT) ______________________________________________________ 
 
CITY _______________________________ STATE ________ ZIP+4 ______________ +________ 
 

PHONE ____________________________ FAX ___________________________ 
 
CONTACT PERSON         EMAIL _________________________ 
      

PHONE ______________________________ FAX ___________________________  
 

OWNER            _______________ 
 

PHONE ______________________________ FAX ___________________________  
 
 
 
If this facility has had a name, address or ownership change you must complete a new application 
and supply the required documentation. Applications are available at http://idaho.gov/bop  

 
 
 
 
 
 

 
I certify the above information is true and correct to the best of my knowledge. 
 

 

______________________________________________ ______________________ 
Signature of contact person     Date 

 

http://idaho.gov/bop�
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