DME Letter of Medical Necessity
Please fill in and Circle all that Apply and Attach Daily Notes

Patient Name:

Equipment: O Tens/Supplies O LSO OCervical posture Pump
BRACES: OKnee R [L OWrist IR Ot OAnkler OL O Shoulder R OL CElbow [OR OL
Size: OSm OMed OL [OXL

OTHER:

Diagnosis Codes:

Symptoms:

Chronic/intractable Pain (Circle Pain) OMild OModerate OSevere

Body Region DME Prescribed For (Mark all that Apply)
OHand/Wrist OKnee [Ankle [OShoulder OElbow [OBack
OTHER:

Length of Prescription (Circle One) [112 Months [124 Months (136 Months [199=Lifetime

Assessment Objective Findings (Mark all that apply)
OOrthopedic Findings/Test(s) OAROM/PROM's OMuscle Spasms/Guarding

CRadiographic Findings CSensory Responses-L/R OUpper Extremity CiLower Extremity
OTHER:

Assessment: [Excellent O0Good OFair OGuarded OSlow
OTHER:

Previous Treatments (Mark all that apply)

OTherapeutic Modalities [IChiropractic Care ONon-Prescriptive Pain Medication  [Medical Care
OPrescription Medication OPhysical Therapy

OTHER:

Length of Previous Treatments: [130days 160 days 090 days [ (+)90 days

Treatment Goals (Mark all that apply)
Oincrease Range of Motion  [Decrease Effusion/Inflammation ODecrease Muscle Spasms/Guarding
Olncrease Functional Capacity/Mobility =~ [IRelieve Symptomatic Pain/Management Chronic Pain

ORelieve Patient’'s Condition ODecrease Need for Meds-Otc/Rx
OTHER:
Prescription Usage: xDaily xPer Week PRN(as Needed)

I certify that the above prescribed DME provided is medically necessary as a part of my treatment program for this
patient. The prescribed DME is reasonable/necessary for the treatment of this patient's condition and progress. |
authorize no substation for this specific prescribed DME, as | have tried similar DME in the past with less desirable
results, as they are of the highest quality & most effective DME for the patient's area of concern.

Doctor’s Signature Date:
Doctors: NPI#
Address: Phone: Fax:

Attn: Protected by Federal law: This document may contain confidential healthcare information that is legally privileged and intended for
the named individual or entity only. The recipient of this document is prohibited from disclosing its contents and is required by law to
destroy this information once authorized fulfillment is complete.
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