VA Community Care Provider Request for Services (RFS)
VA Form 10-10172 Instructions for Completion

1. Clinician completes the following sections (highlighted in orange on form):
Section |

Section Il
Section Il

Section ViI: DME & Prosthetics Information
Line 46 — List the pad number(s) and description(s). Choose from the list below:
003-15 — Shoulder Pad (fits up to a 44” chest, 16” bicep)
003-17 — Knee Pad
003-18 — Back Pad
003-19 — Ankle Pad
003-20 — Large Shoulder Pad (fits up to a 54” chest, 18” bicep)
003-22 — Universal Pad
003-10 — Front & Side Head Pad
003-11 — Read Head (Occipital) Pad
003-12 — Eye Pad

Section VIII: Durable Medical Equipment (DME) Education & Training
Line 52A — Place an “x” in the “Yes” box for Education
Line 52B — Place an “x” in the “Yes “ box for Training
Line 53 — Suggested justification for request:

The veteran would benefit from ThermaZone, a pain management device that uses
thermoelectric technology to provide targeted, localized hot and cold therapy. The goal
of treatment is to improve functional status and participation in active therapies,
decrease utilization/dependence on pharmacologic interventions, and improve pain and
quality of life. Veterans are educated on the set-up and use of ThermaZone and placed in
home pain treatment regimens.

Signature (page 3)

Date (Page 3)

2. Fax this form, along with any office notes and plan of care to the local VA
Community Care Office.

3. The form will be given to a reviewer at the VA and then passed to
prosthetics to place the order with Innovative Medical Equipment.

For any questions,
email hstauffer@imeconcepts.com or call 877.901.ZONE

Updated March 2024
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Y2\ Department of Veterans Affairs REQUEST FOR SERVICES (RFS) FORM

FREVIOUS AUTHORIZATION NUMBER: | ~oTF: The Request for Services (RFS) Form 10-10172 noust be submnittad via an approved mathed (ESEM,
Elecironic Fax, Direct Maccaging, Traditdonal Fax, or Mail) to your lecal VA conmmmity care office. Completion

TODAY'S DATE (MMDIVFYYT): of this form is REQUIRED and MUST BE SIGHED by the requesting provider for further care to be rendered o
2 Veteran patent
SECTION I: VETERAN INFORMATION .
1. VETERAN'S LEGAL FULL NAME (First, M, Lazr): lz. DOB (ML DIOVFTTT):
_3. VA FACILITY: 4. WA LOCATION: ]

SECTION IIl: ORDERING PROVIDER INFORMATION
. REQUESTING PROVIDER'S NAME: . NPI & 7. SPECIALTY:

&. OFFICE MAME & ADDRESS:

| 5. SECURE EMAIL ADDRESS:

10. PHOME NUMBER: 11. FAX NUMBER: [] 1Z. INDEAN HEALTH SERVICES
[IHS) PROVIDERT

SECTION Ii: TYPE OF CARE REQUEST
13. PLEASE INDICATE CLINICAL URGENCY (Lrgens care iz only appiicable for requests theat raqrore less thaw 3 dgys to process. [ care &5 needed within 45 hours
or it Feteran & af risk for Swicde Homicide, please call the VA directly on the same day az completed RFS form submizsion. Do NOT mark weent for
i ) )
[[] ROUTINE [ ] URGENT

14. IAGMOSIS (TCD-10 Code Descriprion): 15. DATE OF SERVICE (MASDIVFTTT) &/0R
ANTICIPATED LENGTH OF CARE:

1E. CPTIHCPCS CODE &/0R DESCRIPTION OF REQUESTED SERMICES (Taclude wmiits/vinits, add second list page, [ meeded):

17, HOW MAMY VIZITS HAVE OCCURRED S0 FAR? (Ifknown) 15. IS5 THIS A REFERRAL TD ANOTHER SPECIALTY?
|| ¥E= (If "TES. " please fill our the Servicing Provider/Speciaily fformation below) HO

15. SERVICING PROVIDERS NAME: 20. NPl #: 21. SPECIALTY:

22 OFFICE MAME & ADDRESS:

23. SECURE EMAIL ADDRESS:

24. PHONE NUMEBER: 25. FAX NUMBER:
SECTION IV: TYPE OF SERVICE REQUESTED
26. OUTPATIENT CARE: :| FT |: oT :l SPEECH THERAPY 27. SURGICAL PROCEDURE: : INPATIENT I: QUTPATIENT
FREQUEMWCY & DURATION: FACILITY MAME:
28. —l IN-OFFICE PROCEDURE 29, INPATIENT CARE: [ | LTACH —l ACUTE REHAB |_| EH
30. :l ADDITIOMAL OFFICE VISITS (List £ meeded): . |:| EXTENSION OF VALIDITY DATES
32. [ | EMERGENCY ROOM CARE 33 [] Laes (Ifdone outside of afffce, please provide facility nome above in
Be #27)

3. []| RADICLOGYIMAGING ([fdone outside qf qffice, plense provide 35. || PRE-OP LABS [] cHESTXRAY [ | EKG

Jacility naome above i box #17) [] oTHER:

36. JUSTIFICATION FOR REQUEST (To meoid delays i care. mclude appropriate documentation such as office notes, curvent tremtment plems, clinical history,
laborarory resulis, radiolosy resuits Jolor madicarions to support the medical necessity af semices requested).
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VETERAM'S LEGAL FULL NAME (First, MT, Lasy):

SECTION V: GERIATRICS AND EXTENDED CARE SERVICES (If applicable)

[] COMMUNITY ADULT DAY HEALTH CARE || COMMUNITY NURSING HOME [ | HOMEMAKER/HOME HEALTH AIDE
| HOME INFUSION HOSPICEPALLIATIVE CARE [[] rEsPITE
[[] SHILLED HOME HEALTH CARE [] OTHER:

FREQUEMCY & DURATION:

36, JUSTIFICATION FOR REQUEST (To avoid delgys in care, include appropriase documentation such ar offfice notes, current treatment plams, clinical Ristory,
Inbormory results, rudiology resuits &dor madfeanons to support the medical necessity of semices requestad).

SECTION VI: HOME OXYGEN INFORMATION (If applicable)

30. PAD2 AT REST: i-’.ll 02 SAT AT REST: J:H . DEYGEN FLOW RATE:
42, EXTENT OF SUPPORT (Continuous, Msarmitent, Specific Activitvr
43, QXY GEN EQUIPMENT (Stationary Portabla):

44 DELIVERY SYSTEM (Cammula, Mk Oifari:

SECTION VII: DME & PROSTHETICS INFORMATION (If applicable)

45. HCPCS CODE(S) FOR ITEM[S) BEING PRESCRIBED:
ThermaZone Device E021E8, Pad ASZ73

4E. BRAND, MAKE, MODEL, PART NUMBERS:
ThermaZone 003-99, Pad(s) -

47. MEASUREMENT 32

48. QUANTITY: 449, 1ICD-10c 5. PROVISIONAL DIAGNDSIS:

S1. DELIVERY/PICKUP OPTIONS:
[[] DELIVER TO ORDERING PROVIDER'S ADDRESS | VETERAN WILL PICKUP AT THE VA MEDICAL CENTER

I:l DELIWER TD COMMUNITY VEMDOR FOR DELIWERY & SETUP FOR DME E DELIVER TO VETERAN'S HOME

SECTION Vill: DURABLE MEDICAL E{]UIPHEHT [D’Lﬂ_".'} EDU CA'I'IDI"I & TRAINING (If applicable)

Fleasa ses DMEPNhS Ll 1 Tor URGENT DME reguests.
NOTE: Faihme to thoroughly complete the BFS for DME will result in delayed patent care & prevent the VA from DWE fulfillment.

52. BEFORE DME WILL BE ISSUED, EDUCATION, TRAINING, &/OR FITTING OF DME (s appiicable for the A EDUCATION: :I YES I: NO

spacific DME being ordered) TO THE VETERAN MUST BE COMPLETE. PLEASE IMDICATE WHETHER

THE FOLLOWING HAS BEEN COMPLETED FOR THE VETERAM. 5. TRAINING: | ¥Es [] MO | M

NOTE: If not completed DME will be mailed to requesting provider's address to coordinate an

alternative time for proper insmaction on DME use. C. FITTING: | vEs [] WO x| MiA

53. JUSTIFICATION FOR REQUEST (To avaid delaqys in care, include apprapriaie docimentaton such as office motes, current traaiment plans, climical Ristary,
lobormory results, radiology results &lor medications to support the medical necessity of services requested).
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VETERAN'S LEGAL FULL MAME (Firsr, MT, Last):

SECTION IX: THERAPEUTIC FOOTWEAR ASSESSMENT INFORMATION (If applicable)

S4. FILL QUT THE INFORMATION BELOW (I appiicabio):
[[] LeFTFooT [[] RIGHTFOOT [ | BILATERAL

NOTE: For presaiption of therapeuatic footwear due to disease pathalogy
resulting in newropathy or periphers] amery disease.

u PREFABRICATED THERAPEUTIC FOOTWEAR
|_| CUSTOM THERAPEUTIC FOOTWEAR

NOTE: For presciption of therspeutic footwesr for severs or gross foot
deformity which cannot be accommodated with conventionsl footwrear.

DESCRIBE FOOT DEFORMITY AND ADDITIONAL DETAILS:

55, CHECK APPROPRIATE DIABETICIAMPUTATION RISK SCORE:

|_ RISK SCORE 2: PATIENT DEMONSTRATED SENSORY LOSS (mabiliy fo
parcenve ihe Semmes-Wamsiein 507 mongfflonent), DIMINISHED
CIRCULATION A5 EVIDENCED BY ABSENT OR WEAKLY PALPAELE
PLLSES, FOOT DEFORMITY, OR MINOR FOOT INFECTICH, & A
DIAGMOSIS OF DIABETES.

RISK SCORE 3: PATIENT DEMONSTRATED PERIPHERAL
MEUROPATHYWITH SENSORY LOSS (Le, inalulity fo perceive the
Semmes-Weinstem J.07 mongfilament), AND DIMINISHED CIRCULATION,
AMND FOOT DEFORMITY, OR MINOR FOOT INFECTION & A MAGNOSIS
OF DIABETES, OR ANY OF THE FOLLOWING BY ITSELF: {1) PRIOR
ULCER, OSTEOMYELITES OR HISTORY OF PRIOR AMPUTATION; (2}
SEVERE PERIPHERAL VASCULAR DISEASE (PFI) (intermutiant
chrudicaiion, depandent rubor with pallor on elevaiion, or critical limb
izchemia mamifested by rest pain, wlceration or gangrengl; (3) CHARCOTS
JOINT DISEASE WITH FOOT DEFORMITY, & [4) END STAGE RENAL
DISEASE.

NOTE: COnly patients who are experiencing medical condittons noted in the
rizk scores can be prescribed therapeutic' disbetic Sootwiear.

reviewing said results, addressing significant findings, & providing continned care.

*ATTESTATION: I do hereby attest that the forgoing information is e, acoumste. & complete to the best of o1y knowledze & I understand that awy falsification,
omission, or conceshment of material fact may subject me to administratve, civil, or crimins] liability. I do hereby acknoadedge that VA reserves the right to
perform the requested service(s) if the following criteria are met: (1) The patient agrees to receive services fom VA (2) Service(s) are availsble at VA facility & are
able to be provided by the cdlinically indicated date (3) It is determined to be within the patient's best inferest. Upon completion of the requested service(s), VA will
provide all resulting medical documentation to the ordering provider. If all criteria listed are not e & VA agrees the service(s) are clinically indicated, WA will
provide a referral for services to be performed in the conmmmity. I do hereby attest that wpon recedpt of order'consalt results, I will assume responsibility for

5E. REQUESTING PROVIDER SIGNATURE (Required):
=

57. TODAY'S DATE (MATNOVITYT)

To facilitate timely review of this request, the most recent office notes & plan of care must accompany this signed form.

For more information please visit: hifps:
For additional contact information, please wisit: b

Additional Resource: Clinical Determinations and Indications

VA Clinical Determinations and Indications (medical policies) describe standard VA health care benefits for senvices and procedures that community
providers may recommend as necessary for a Weteran. Prior to providing care, providers should use Clinical Determinations and Indications (CDHs) as a
reference when determining if a Veteran meets VA clinical criteria. When additional senices are requested, Clinical Determinations and Indications will

be used to determine approval by a clinical reviewer.

Climical Determinations and Indications, as well as supporting information, can be found at:

hitps:ifaene. va.gow COMMUNITY CARE providersiMedical-Policy. asp
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