DME LIVING WELL
297 EAST CENTER STREET
MANCHESTER, CT 06040
860-674-1601    888-897-3010 FAX

HOYER LIFT

DATE: ____________________________________

NAME: ____________________________________________________
DATE OF BIRTH: _____________________________________________
ADDRESS: __________________________________________________
CITY, STATE, ZIPECODE: _______________________________________

PRIMARY INSURANCE: ________________________________________
SECONDARY INSURANCE: _____________________________________

[bookmark: _GoBack]DIAGNOISIS ICD 10 CODE: _____________________________________
LENGTH OF NEED: ___________________________________________

A PATIENT LIFT IS COVERED IF TRANSFER BETWEEN BED AND A CHAIR, WHEELCHAIR, OR COMMODE IS REQUIRED AND, WITHOUT THE USE OF A LIFT, THE BENEFICIARY WOULD BE BED CONFINED.        _____ YES         _____ NO

PLEASE INCLUDE MEDICAL RECORDS PROVING THE NEED OF THE HOYER LIFT.

ORDERING DOCTOR: _________________________________________ 
ADDRESS: __________________________________________________
CITY, STATE, ZIPE CODE: ______________________________________
NPI: ______________________________________________________
DR. SIGNATURE: ____________________________________________
DATE: _____________________________________________________
