

                                                         
WALKER ORDER FORM / RX


	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:_____________________________

	

	Medical Equipment Ordered:

_______: E0135 STANDARD WALKER/HEMI WALKER    ________:E0143 ROLLING WALKER   _______: E0148 BARIATRIC WALKER

_______: E0147; E0156 & E0159  U-STEP WALKER         ________: E0158 LEG EXTENSIONS    _______: E0154 PLATFORM ATTACHMENT

_______: E0143; E0156 & E0159 4 WHEELED WALKER WITH SEAT & BREAKS  _______: E0149 BARIATRIC ROLLING WALKER  

_______: E0149; E0156 & E0159 BARIATRIC 4 WHEELED WALKER WITH SEAT AND BREAKS

A Standard walker E0135, and E0143 is covered for beneficiaries who has mobility limitation.
A Heavy Duty walker (E0148, E0149) is covered for beneficiaries who weighs more than 300LSB.
A Heavy Duty, Multiple  Breaking System, variable wheel resistance walker (E0147) is covered for beneficiaries who have serve Neurologic disorder or other condition causing the restricted use of one hand. Obesity, by itself, is not a sufficient.
Leg extensions are covered only for beneficiaries who are over 6FT Tall.

IF COVERAGE CRITERIA ARE NOT MET PAYMENT WILL BE 
DENIED AS NOT MEDICALLY NECESSARY

	Physician Name:________________________________
	Medicaid:______________________________

	Address:_______________________________________
	NPI:___________________________________

	City:__________________________________________
	Phone:_________________________________

	State:_____________________ Zip:________________
	Fax:____________________________________




	




Physician Signature:________________________________________________ Date:_________________________

[bookmark: _GoBack]PLEASE FAX THIS TO 1-888-897-7310 WITH PATIENT DEMOGRAPHIC
