
 

 

PART 1 – COMPLETE PATIENT DEMOGRAPHICS 

Mother’s Name: ______________________________________________________      Date of Birth: ______________________________ 

Home Address: ______________________________________________________________________________________________________ 

City, State and Zip Code: ______________________________________________   Contact Phone #:____________________________ 

Insurance Company: ____________________________________________________ Insurance ID #: ____________________________ 

 

______________________________________________________________________________________________________________________  

Toll Free: (888)506-3770  Fax: (888)688-0403 

Email: ADotter@performancebio.com 

WWW.BUMPANDBEYONDPRO.COM 

PART 2 – PHYSICIAN, NURSE PRACTITIONER OR MIDWIFE USE ONLY 

 
 Individual Electric Breast Pump – purchase (E0603) with Accessory Kit 

 Diagnosis:  Other Disorders of Lactation (O92.79) 

 Please enroll my patient in Bump & Beyond’s free resupply program to receive monthly 
breast pump and breastfeeding supplies shipped to her door at no cost to the patient. 

This will include: 

•Up to 90 Breast Milk Storage Bags Per Month (K1005) 

•Replacement Bottles, caps, and locking rings (A4285, A4283, A4286) 
•Replacement tubing, flanges, and breast shields (A4281, A4282, A4284) 

 

Provider’s Name: ______________________________________   NPI#:______________________ 

Provider’s Signature:___________________________________________  Date: ______________ 

Provider’s Phone Number: ___________________________________ 

PLEASE FAX ORDER TO BUMP & BEYOND PUMPS:  (888)688-0403 OR EMAIL 

Provider Confirmation of Verbal Order- This form functions as a Prescription and Letter of Medical Necessity for Breast Pump and  necessary accessories for a lifeti me need (99 months) 


