

                                                         
SUPPLIES ORDER FORM / RX HOME MEDICAL SUPPLIES


	Date Ordered:____________________

	Length of Need 99 months unless otherwise indicated._______________

	Patient Name:_______________________________________________   DOB:_____________________________


	Address:_______________________________________________________________________________________   

City:_________________________________   State:_____________________  Zip:__________________________


	Height:___________________________                         Weight:____________________________
Additional information:________________________________________________________________________
___________________________________________________________________________________________


	Diagnosis:___________________________________________________ ICD10:_____________________________

	Diagnosis:___________________________________________________ ICD10:_____________________________

	Diagnosis:___________________________________________________ ICD10:_____________________________

	Diagnosis:___________________________________________________ ICD10:_____________________________

	

		HCPCS
	DESCRIPTION
	MONTHLY QTY
	MONTHS NEEDED

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	



For an item to be covered, a written signed & dated order must be received by the Physician before a claim is submitted. The physician is also acknowledging that he has a FACE to FACE consultation with the patient within the past 6 months of when the order was placed.

	Physician Name:________________________________
	Medicaid:______________________________

	Address:_______________________________________
	NPI:___________________________________

	City:__________________________________________
	Phone:_________________________________

	State:_____________________ Zip:________________
	Fax:____________________________________




	



Physician Signature:________________________________________________ Date:_________________________
PLEASE FAX THIS TO 1-888-897-7310 WITH PATIENT DEMOGRAPHIC

