Health Care Provider
Health Care Doctor
Health Care Address
Health Care CIty
Health Care Telephone and Fax
Prescription Date:________________                   DME:_________________
Patient Name:____________________________
Date of Birth:___/___/_____         Length of Need:________(99=Lifetime)
Diagnosis:___________________________________________
Equipment Ordered: Frequency
______E0601 CPAP (New or Five year replacement) Per 5 Years
______E0601 APAP (New or Five year replacement) Per 5 Years
______E0470 BiPAP (New or Five year replacement) Per 5 Years
______E0471 BiPAP ST/SV (New or Five year replacement) Per 5 Years
______E0562 Heated Humidifier (New or Five year replacement) Per 5 Years
Settings:_______________________________
_____A7030 Full Face Mask (Up to ONE every 3 months)
_____A7034 Nasal Mask (Up to ONE every 3 months)
_____A7027 Combination/Nasal Mask (Up to ONE every 3 months)
_____A7035 Headgear (Up to ONE every 3 months)
_____A7037 Tubing (Up to ONE every 3 months)
_____A4604 Heated Tubing (Up to ONE every 3 months)
_____A7036 Chinstrap (Up to ONE every 6 months)
_____A7038 Disposable Filter (Up to TWO every month)
_____A7039 Reusable Filter (Up to ONE every 3 months)
_____A7033 Nasal Pillows (Up to TWO every month)
_____A7046 Humidifier Chamber (Up to ONE every 3 months)
_____A7031 Cushion (Up to ONE every month)
_____A7032 Nasal Cushion (Up to TWO every month)
_____A7027 Combination/Nasal Mask (Up to ONE every 3 months)
_____A7028 Cushion Oral Combination (Up to ONE every month)
_____A7029 Nasal Pillows Oral Combination (Up to TWO every month)
Notes:__________________________________________________________________________________________________________________________________________________________________________________________________________________
Physician:______________________________________  NPI:____________________
Physician Signature:___________________________________ Date:___/___/_____
