MEDICAL COMPRESSION ORDER

Patient Name:

Address:

Insurance ID #:

Check all that apply:

DOB:

Phone #:

18 - 30 mmHg

o Gradient Compression Stocking, below knee, each QTy:

o Gradient Compression Stocking, thigh length, each QTy:

30 - 40 mmHg

o Gradient Compression Stocking, below knee, each QTy:

o Gradient Compression Stocking, thigh length, each QTy:

20 - 50mmHg

o Gradient Compression Wrap, below knee, each QTy:

Ankle Circumference (inches):

Calf Circumference (inches):

Length Heel to Knee (inches):

DIAGNOSIS/ICD-10 CODE(S):

Prescriber Name:

Office Address:

Prescriber Signature:

-2 INLAND

|| DURABLE MEDICAL EQUIPMENT
—= & MEDICAL SUPPLY =——

NPI:

Phone #:

Date:

1426 W. 6th St Suite 108 Corona, CA 92882
Ph: (951) 278 - 1222 Fax: (951) 278 - 9229
InlandDME@gmail.com

Find more forms at: www.InlandDME.com/Forms




